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EXECUTIVE SUMMARY

Increased financial resources, though urgently needed, are insufficient to improve access
to health services and attain health objectives such as the United Nations Millennium
Development Goals (MDGs). Qualified providers, available in adequate numbers to
deliver the services, are also essential.

This paper synthesises some of the published and grey literature on the process of
scaling up the health workforce − also known as human resources for health (HRH) −
with a particular focus on increasing the number of trained providers of health services.
It concentrates on low- and middle-income countries, although some literature on richer
countries is included.

A search of 29 databases, using an agreed list of key words and index terms, identified
254 documents, to which another 20 were added as the authors came across new
information. About half were peer-reviewed publications; the remainder, grey literature.
Of this larger number, 112 documents met the paper’s inclusion criteria. Inclusion was
recommended if the document addressed at least one of the following issues:

• Concept of scaling up (no matter what type)
• Justification, strategies and methods for scaling up
• Costs of scaling up
• Lessons learned, and
• Policy recommendations

Each included document was reviewed in depth by two authors. Successive versions of
the paper were then produced through an iterative process.

The term ‘scaling up’ has entered common usage to refer to expanding and improving an
intervention, a programme or services with a view to meeting some desirable target more
rapidly. It implies purposeful efforts to accelerate the pace of action and progress
towards a certain goal. This paper suggests distinguishing between scaling up the
performance of health services and scaling up resources needed to produce the
services.

Performance relates to improvements in equity of access; effectiveness and efficiency of
services; the responsiveness of services; and the extent of protection users are offered
against the impoverishing effects of ill health. It includes such organisational changes as
the review of governance mechanisms, improved planning and monitoring,
decentralisation and new financing methods.

Resources needed to produce services refers to spending more, building information
systems, upgrading and expanding infrastructures, and augmenting the number and
competencies of health workers.
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Scaling up the health workforce is part of this effort and consists of increasing the HRH
capacity to deliver more and better quality health services. This objective can be
achieved through a mix of complementary strategies, such as augmenting the number of
providers available for the production of services; improving the productivity (or technical
efficiency) of health workers; improving geographical and institutional coverage; and
improving effectiveness by using quality maintenance and enhancement strategies and
mechanisms.

In the process of developing this paper, the authors observed that evidence is scarce on
some aspects of scaling-up efforts, such as outcomes and the effect of vertical
programmes on overall health systems and human resource strengthening. With regard
to scaling up the stock of workers, four categories of interventions were identified:
augmenting the production of new workers; improving retention rates; recruiting inactive
and retired workers; and importing health workers.

Success in scaling up the stock of health workers is linked to the same critical factors
that apply to any major policy initiative. Those factors include having a valid information
base; clear objectives and a mix of strategies; a strategic plan; stakeholder mobilisation;
management and policy-development capacity; political will and commitment; and
continuous assessment of the effects of interventions. Adequate financial resources are
an obvious prerequisite to cover the salaries and benefits of new staff as well as the
costs of training, infrastructure, equipment, additional consumables and interventions to
reduce attrition.

If scaling up reaches the objective of augmenting the production of services and
improving their quality, by extension the total expenditure on health will increase
significantly. Countries and their partners must accept that premise when engaging in
scaling up.

This paper is an initial effort to better understand the process of scaling up the health
workforce. Much research is needed to assess past or ongoing efforts in this area.
Although each country needs to formulate its own strategy, lessons can be learned from
others. The task of collecting, analysing and disseminating these lessons falls well within
the mandate of regional HRH observatories. Scaling up is not a goal in itself, but a major
component of any strategy aimed at achieving health policy objectives.
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INTRODUCTION

This paper synthesises some of the published and grey literature on the process of
scaling up the health workforce with a particular focus on increasing the number of
trained providers of health services. It concentrates on low- and middle-income
countries, although some literature on richer countries is included.

Background

As recently as a decade ago, national decision-makers and aid agencies shied away
from health workforce issues, seeing them as too complex and politically risky to tackle.
Today, human resources for health (HRH) are at the centre of their health agenda (JLI
2004; WHO 2005; WHO 2006b).

This change in focus emerged from a growing awareness that increased financial
resources, though urgently needed, are insufficient to improve access to health services
and attain health objectives such as those embodied in the United Nations Millennium
Development Goals (MDGs).1  Qualified providers, available in adequate numbers to
deliver the services, are also essential.

Major global health initiatives − e.g. the Global Fund to Fight AIDS, Tuberculosis (TB)
and Malaria (GFATM); the Global Alliance for Vaccines and Immunisation (GAVI); and
Stop TB − raised substantial amounts of money but saw their potential effectiveness
constrained by health workforce problems (Downs & Larson 2007; Figueroa-Munoz et al.
2005; Huicho et al. 2005; Olsen, Ndeki & Norheim 2005; Lane & Glassman 2007). These
problems included a lack of available service providers as well as low productivity and
limited skill levels among health staff.

A 2004 report from the Joint Learning Initiative2 (JLI) proposed that, to achieve the
MDGs, the minimum level of health workforce density required is 2.5 health professionals
− physicians, nurses, midwives − to 1,000 people. In 2003, only six out of 46 countries in
Africa had reached that threshold. Africa’s workforce density averaged 0.8 health care
workers per 1,000 people, compared to a world median density of five per 1,000 (JLI
2004). Poor countries in Asia fared only slightly better (WHO 2006b). Reasons for such
low numbers include:

• A limited capacity for, and low investment in, the production of qualified health
workers. While the number of training institutions available for other cadres is less

                                                       
1 “The Millennium Development Goals (MDGs) are eight goals to be achieved by 2015 that respond to the
world's main development challenges. The MDGs are drawn from the actions and targets contained in the
Millennium Declaration...” of September 2000 (UNDP 2000). Health targets corresponding to MDGs 4-5-6
are: Reduce by two-thirds, between 1990 and 2015, the under-five mortality rate; reduce by three-quarters,
between 1990 and 2015, the maternal mortality ratio; have halted by 2015 and begun to reverse the spread
of HIV/AIDS; and have halted by 2015 and begun to reverse the incidence of malaria and other major
diseases (Millennium Assembly 2000) .
2 The JLI was launched by the Rockefeller Foundation in 2002 to raise awareness of the international
community of the need to address the human resources bottlenecks to achieving the Millennium
Development Goals in the health sector. It received support from numerous donor agencies and published
an influential report in 2004.
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bleak, Africa had just 66 medical schools in 2005, with many countries having no
domestic medical training capacity (WHO 2006b, p.44).

• High attrition rates due to premature death, disability and disease. For example,
HIV/AIDS is taking a serious toll in countries with high HIV prevalence (WHO
2006a). This is compounded by staff exits from the sector and emigration, mainly
due to unattractive working conditions and low salaries in countries that are under
severe economic constraint and give low priority to the social sectors.3

It is now broadly acknowledged that the number of health workers in low-income
countries, and possibly in richer countries, needs to increase. The JLI estimated that
“sub-Saharan countries must nearly triple their current numbers of workers by adding the
equivalent of one million workers4….if they are to come close to approaching the MDGs
for health” (JLI 2004 p.3). Shortages of specific cadres, like managers and public health
professionals5 (Ijsselmuiden et al. 2007) have also been highlighted.

Against this background of shortages,6 then, there have been many calls7 to rapidly
augment the number of health workers or to scale up the health workforce.

Method

From October to December 2007, the authors undertook a review of the literature on
scaling up human resources for health, using an agreed list of key words (see Appendix
1) and index terms to search for relevant documents. Several information sources were
then identified. The authors searched index terms and key words in 29 databases
(Appendix 2). No time period was preset, but most documents of interest were from the
mid-1990s, which is the period covered by the main databases. The first batch of
documents was scrutinised for more references; 254 documents were identified and
presumed relevant, to which another 20 were added as new information emerged. About
half of the total number of documents were peer-reviewed publications; the remainder,
grey literature. The abstracts of these documents were reviewed by two authors to
decide whether the documents should be included in the review. When there was no
agreement, a third author arbitrated. Inclusion was recommended if the document
addressed at least one of the following issues:

                                                       
3 In 2005, only two countries in sub-Saharan Africa were meeting the commitment made in Abuja in 2001 to
spend 15% of the state budget on health services (Preker 2008).
4 WHO (2006a) estimated the global deficit of physicians, nurses and midwives at 2.4 million.
5 “Public Health Professional, defined in a broad sense as those responsible for providing leadership and
expert knowledge to health systems at district, provincial, national and international levels to manage the
health of the public” (Ijsselmuiden et al. 2007 p.914).
6 Here the term ‘shortage’ refers to the shortfall of providers necessary to meet the health needs of a
population. This differs from the economic notion of shortage, which refers to the gap between the demand
for health services providers (numbers that employers are willing to recruit) and the actual supply. All poor
countries experience severe shortages, in terms of unmet needs, but many have surpluses of providers, i.e.
qualified workers available for employment who remain unemployed because the market cannot absorb
them (Vujicic & Zurn 2006).
7 World Health Assembly 59.23 resolution; European Union Strategy for Action on the Crisis in Human
Resources for Health in Developing Countries (COM 642) December 2005; European Programme for Action
(PfA) to tackle the shortage of health workers in developing countries (2007-2013); Africa-European Union
summit Action Plan for 2008-2010  www.africa-union.org/root/AU/Conferences/2007/December/eu-
au/docs/action_plan_2008_2010.pdf
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• Concept of scaling up (no matter what type)
• Justification, strategies and methods for scaling up
• Costs of scaling up
• Lessons learned, and
• Policy recommendations

After initial review, 112 documents were selected; each was reviewed in depth by two
authors. Successive versions of the paper were then produced through an iterative
process.

Scope of paper

The literature search revealed a dearth of material on the process of scaling up the
workforce, reflecting the limited attention researchers have paid to the topic. This paper
focuses on augmenting the stock of workers, which is just one of the many dimensions of
scaling up health services. The results of the search do not enable the authors to
address, in detail, the costs of the process of scaling up; however, they indicate that such
costs go beyond direct expenditure. In addition to training costs, extra salaries and
incentives to retain staff, account should be taken of derived costs to the delivery system.
For example, additional workers will deliver more services, need more equipment and
consume more materials. Finally, because few experiences have been evaluated to date,
the paper contains little on the results and impacts of the various strategies outlined.

‘Scaling up the health workforce’ defined

Scaling up has entered common usage to refer to expanding and improving an
intervention, a programme or services with a view to meeting some desirable target more
rapidly. It implies purposeful efforts to accelerate the pace of action and progress
towards a certain goal. When applied to health services, scaling up typically refers to
significantly expanding coverage of priority health interventions as a strategy to improve
health outcomes.

This paper suggests distinguishing between scaling up the performance of health
services and scaling up resources needed to produce the services.

With performance of health services, the objective would be to improve equity of access;
effectiveness and efficiency of services; responsiveness of services; and the protection
offered to users against the impoverishing effects of ill health. It is assumed that a better
performing health services system would contribute to achieving better health outcomes,
if other determinants (environmental, economic, behavioural, political, etc.) were also
tackled. Strategies to scale up performance would be multiple and include a review of
governance mechanisms, new financing methods, decentralisation, and improved
planning and monitoring.

Scaling up resources needed to produce the services would refer to spending more,
building information systems, upgrading and expanding infrastructures, and augmenting
the number and competencies of health workers. This can be called scaling up capacity.
Scaling up the health workforce is part of this effort and consists of increasing its
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capacity to deliver more and better quality health services. This objective can be
achieved through a mix of complementary strategies, such as:

• Augmenting the number of providers available for the production of service. This
amounts to scaling up the stock of human resources for health, which can be
accomplished by

o Improving retention (reducing exits to other sectors or to other countries)
o Integrating unemployed and retired personnel
o Augmenting the current production
o Recruiting from other countries
o Creating new cadres, or
o A mix of all of the above

Training more of existing categories of health staff may seem an easy path, but a
finer analysis may reveal a need for a more differentiated division of labour −
between more- and less-skilled cadres, for instance, to facilitate the coverage of
areas where the burden of disease is greater. Likewise, the introduction of new
cadres with lower skill levels may appear attractive. Such workers take less time
to train and command lower entry qualifications. This makes recruitment easier.
However, this approach can generate new demands for supervision and support,
requiring additional capacities among higher level cadres.

• Improving the technical efficiency of health workers, which can be called scaling
up productivity. This can be accomplished by

o Upgrading their knowledge and skills through continuing education
o Improving access to adequate tools
o Enhancing coordination and organisation of services
o Managing more effectively by decreasing time spent on unproductive

tasks, reducing absenteeism and introducing teamwork
o Establishing effective incentive systems, and
o Ensuring a more efficient division of labour, which may include ‘task

shifting’ − the process of delegating tasks, where appropriate, to less
specialised health workers8

• Improving geographical and institutional coverage, as well as effectiveness. This
can be accomplished by using quality maintenance and enhancement strategies
and mechanisms − such as accreditation − and covers the other dimensions of
workforce performance.

Figure 1 illustrates that scaling up can be achieved through various strategies.

                                                       
8 “… task shifting can make more efficient use of the human resources currently available. For example,
when physicians are in short supply, a qualified nurse could often prescribe and dispense antiretroviral
therapy. Further, community workers can potentially deliver a wide range of HIV services, thus freeing the
time of qualified nurses. Training a new community health worker takes between one week and one year
depending on the competencies required. This compares with three or four years of training required for a
nurse to fully qualify” (WHO 2007 p.3). Other expressions used in the literature to describe this process are
‘task delegation’, ‘skill delegation to mid-level health workers’ or ‘skills substitution’ (Buchan 1999; Buchan &
Dal Poz 2002; Dovlo 2004; Sibbald 2004).  Task shifting can also take place between staff at the same level
when there is a transfer of tasks to persons who do not regularly do the task.
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Although this paper focuses mainly on augmenting the stock of workers, it is important to
bear in mind that this strategy can only be effective when combined with other strategies.
These might include improving the quality of education and creating conditions to
increase retention rates and improve the performance of health workers. To improve the
capacity of service delivery systems, it is clearly necessary to produce more health
workers; however, other actions are needed.
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WHY SCALE UP THE STOCK OF HEALTH WORKERS?

Arguments in favour of rapidly increasing the stock of health workers are often expressed in
terms of the need to improve the performance of health services systems overall (Gupta et
al. 2003). It is believed this will contribute to improving productivity and economic growth or
meet the needs generated by new demographic trends, the consequences of advances in
medical technology, or specific programmes and interventions (Crisp, Gawanas & Sharp
2008).

There seems to be broad recognition that human resources for health problems are a major
constraint to accessibility to services, as illustrated by the following statement:

“Health services depend on having the right people, with the right skills, in the right
place. Yet, the world is experiencing a chronic shortage of well-trained health workers, a
crisis felt most acutely in those countries that are experiencing the greatest public health
threats. There are 57 countries _ mostly in sub-Saharan Africa but also including
Bangladesh, India and Indonesia _ that face crippling health workforce shortages. WHO
estimates that over 4 million health workers are needed to fill the gap and the global
deficit of doctors, nurses and midwives in particular is no less than 2.4 million. Sub-
Saharan Africa faces the greatest challenges. With 11% of the world’s population and
24% of the global burden of disease, the region has only 3% of the world’s health
workers commanding less than 1% of world health expenditure” (WHO 2006a p.1).

The Millennium Development Goals Report 2007 indicates that at the midpoint between the
adoption of the MDGs and the 2015 target date, the record of achievement is mixed, in spite
of important progress in mobilising financial resources. As a result, more attention is now
being paid to factors that constrain progress.9 These include the “chronic shortage of well-
trained health workers worldwide", as noted above, both in terms of numbers of clinical and
non-clinical health workers and the necessary administrative and logistics staff (Kober & Van
Damme 2004; GHWA 2006).

Calls for augmenting the number of human resources for health are more often made in
relation to the implementation of specific disease programmes. As the recently created
Global Health Workforce Alliance (2006 p.1) puts it,

“…the health workforce crisis is severely hampering the ability of additional financial
resources – made available through new modalities, such as debt alleviation or the
Global Fund to Fight AIDS, Tuberculosis and Malaria, GAVI, PEPFAR etc – to attain
their goals. In many countries, there is simply insufficient human capacity to absorb,
deploy and use efficiently the new money offered by global health initiatives”.

The need for more health workers is derived from needs associated with reducing
preventable morbidity and mortality by immunising children, giving access to qualified
                                                       
9  See www.mdgs.un.org/unsd/mdg for the United Nations site for the MDG Indicators.
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maternal services, or delivering new programmes to fight epidemics such as AIDS, malaria
and tuberculosis. Agencies and organisations involved in providing services to people living
with AIDS have stressed that in many countries, the provision of access to antiretroviral
therapy (ART) is beyond the current human resource capacity (MSF 2007; Havens & Gibb
2007).

The ‘3 by 5’ initiative, launched by UNAIDS and the World Health Organization in 2003,
provides a striking example. This initiative set a “global TARGET to provide three million
people living with HIV/AIDS in low- and middle-income countries with life-prolonging
antiretroviral treatment (ART) by the end of 2005” (WHO 2003a, from website). From the
start, however, it was evident that personnel shortages would be the most important
constraining factor to achieving its goal (WHO 2003b p.2):

“Globally, up to 100,000 people need to be trained for their contribution to achieving the
‘3 by 5’ target – including those involved in managing and delivering antiretroviral
treatment services, those working on testing and counselling and other entry points to
antiretroviral treatment and the many community treatment supporters assisting people
living with HIV/AIDS who are receiving medication. The challenge is enormous, and the
impact of HIV/AIDS on the workforce is exacerbating the already difficult situation. (…)
elements that are critical for building and sustaining human capacity for the ‘3 by 5’
target at the point of service delivery”.

As the costs of ART dropped and availability increased as a consequence, the health
workforce shortage was only more keenly felt (Marchal, De Brouwere & Kegels 2005;
Hirschhorn et al. 2006). In addition, regions where the number of persons eligible for
treatment was highest were among those where human resources for health were least
available (Kober & Van Damme 2006; Kombe et al. 2005 for Ethiopia; Doctors Without
Borders 2007 for Lesotho, Malawi, Mozambique, South Africa10).

Part of the proposed answer to this gap is scaling up by investing in initial training.

“Taking into account important requirements for health personnel able to deliver ART, an
increase in the output of institutes training personnel with clinical, nursing, counseling,
laboratory, and pharmaceutical skills is required” (Wyss 2004a p.12).

                                                       
10 “It is evident that the availability of human resources (HR) is crucial to the scale-up of key HIV/AIDS
interventions. However, Ethiopia has a critical shortage of human resources to deliver even basic health
services. In 1999, the physician to population ratio in Ethiopia was 1:48,000, the lowest in the world. The current
(2003) ratio of 1:34,000 is still more than five times lower than the sub-Saharan Africa average and that of nurses
(1:4,900) is more than four times lower” (Kombe et al. 2005 p. xviii).
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The Stop TB programme, supported by a partnership of international organisations since
1998  www.stoptb.org, is another emblematic example of a programme whose interventions
have been shown to be effective, but which is not always fully implemented because of
health workforce bottlenecks. The pledge to vigorously fight TB was supported by the United
Nations Declaration of 2000 and included in the MDGs. The creation of the Global Fund to
Fight AIDS, Tuberculosis and Malaria in 2001 increased access to financing and technical
assistance for endemic countries. In 2003, national TB programme managers from 18 of the
22 high TB-burden countries, which account for approximately 80% of the global TB burden,
ranked inadequate human resources for health first within the top five constraints to
reaching the TB control targets (Stop TB Partnership 2006).

Similar observations have been made in relation to maternal care. The extent of coverage,
to which the achievement of MDG 5 is closely related, depends “on strategic decisions in
three areas: training, deployment, and retention of health workers” (Koblinsky et al. 2006
p.1377).

Calls for more health workers have generally been based on the needs of a specific disease
programme. However, an insufficient number of providers has generated competition
between programmes, which risks depriving general health services of essential human
resources (UNAIDS  2001; Kombe et al. 2005). Bennett, Boerma and Brugha (2006) report
that the benefits offered by vertical programmes – particularly better remuneration or access
to updated knowledge through regular training opportunities – can indeed be significantly
greater than those offered by basic public services. Efforts are increasing to better integrate
disease-specific programmes in general services and to invest in strengthening delivery
systems as a whole.

In summary, efforts to reach the health-related MDGs have included a significant increase in
global health initiatives. This vertical or disease-specific approach has served to magnify
underlying health service weaknesses, including limitations in the availability and capacity of
health workers.

A recent study of 13 African countries (Kinfu et al. 2008) underlined another key concern. Its
results showed that in 10 of the 13 countries for which data are available, scaling up is
needed simply to keep up with demographic growth and high attrition rates, let alone to
augment the ratio of health providers to population and deliver the services that global
health initiatives try to put in place. The situation is particularly worrisome in relation to
nurses, in view of their exit from the health sector and higher rates of out-migration.

In short, the rationale for scaling up the number of health workers lies in the objective of
improving the capacity of health delivery systems and implementing interventions that have
the potential to save lives and reduce the disease burden.
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STRATEGIES FOR SCALING UP THE HEALTH WORKFORCE

Strategies for augmenting the total number of active health workers include:

• Augmenting the production of new workers
• Improving retention rates
• Harnessing unemployed, inactive or retired health workers, and
• ‘Importing’ health workers.

These can and should be complemented by efforts to enhance performance and
productivity, which will be explored towards the end of this section.

Augmenting the production of new workers

There is little published evidence on the effectiveness of approaches for rapidly scaling up
the production of the ‘education pipeline’ − the successive steps between recruitment of
students and graduation (GHWA 2006). On paper, there are a number of ways to increase
the output of national education systems. These include:

• Increasing class size and annual intake by currently available training institutions, as
was done in Tanzania and Swaziland (Kober & Van Damme 2006) and the
Philippines (Brush & Sochalski 2007); opening new schools; or doing both, as in
Brazil (see Box 1). This may include the use of available classrooms and laboratories
by two cohorts of intake per year or rotating one in the morning, another in the
afternoon.

• Ensuring that the private sector is optimally harnessed for the training of health
workers through provision of subsidies for existing institutions or through the creation
of incentives for opening new ones.

• Revising, intensifying and shortening curricula, thereby accelerating the production of
new graduates (GHWA 2006).

• Creating networks of distance learning (e.g. e-learning) to enable more rapid
acquisition of competencies and keep students in their environment of origin.

• Reducing student attrition and therefore augmenting availability for entry into the
health labour market. This can be accomplished by providing financial or in kind
support to avoid exit for economic reasons, giving access to preventive health
services and providing academic support to those with insufficient preparation to
meet the standards.

• Facilitating the registration process with professional bodies, upon qualifying, to
avoid unnecessary delays.

• Implementing efficient recruitment and deployment processes to minimise the time
required for a new recruit to take up his/her position once selected (Martineau et al.
2001).
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These strategies apply equally well to public and private components of the pipeline. Indeed,
the private sector is present in most poor countries, where nongovernmental organisations,
particularly church-run, have traditionally produced a large proportion of the health staff and
hold critical potential in efforts to scale up output. In Tanzania, it has been reported that the
financial support available from churches overseas has been diminishing in recent years,
and student fees do not cover schools’ operational costs. Public subsidies could be directed
to the schools to increase production for the entire sector (Health Research for Action 2005).  

Any strategy of scaling up the production of schools requires additional capacity in terms of
infrastructure, learning materials and equipment and, above all, qualified teachers and
trainers (Dussault, Codjia & Kantengwa 2007). The production of more staff also needs to
be strategically managed and based on a valid assessment of the current situation. Few
countries have reliable databases, which hampers decision-making in relation to how many
more workers to prepare, of which category, and where to educate them (in new or existing
institutions and in which region of the country).

Producing more workers does not spontaneously address issues of skills mix, geographical
imbalance, retention, or poor performance (Dussault & Franceschini 2006). For example,
augmenting the output of urban schools may not have much impact on availability of staff for
underserved rural areas.

The location of schools and the recruitment criteria should be considered at the same time
that scaling up is envisaged. Training more non-physician clinicians than physicians may be
more likely to improve access in remote and poor regions. In their review of sub-Saharan
Africa, Mullan and Frehywot (2007) found that in the 25 of 47 countries where such cadres
were found, a high proportion of those recruited from rural and poor areas actually worked in
these areas.

When it is difficult to build schools in a remote region, as will more likely be the case for the
more specialised cadres like physicians, dentists, pharmacists or some highly specialised
technicians, selecting motivated students in the underserved regions and offering incentives
and support to return and serve their community can be a promising strategy. It is one
employed by the Christian Social Services Commission in Tanzania (Wyss et al. 2006).

It is important to test the motivation of candidates who apply for entry into a professional
school. A report from Swaziland tells the story of a nurse tutor who asked her students about
the motivation for their career choice; more than 50% of the first year students answered
that they hoped it would give them the opportunity to go abroad (Kober & Van Damme
2006). In Malawi, recruitment of potential nursing/medical students from rural areas is
hindered by inadequate preparation in science, including mathematics, which is a
prerequisite for college entry to nursing and medical training. One possible explanation is
that rural areas are underserved with laboratory equipment and qualified teachers, including
science teachers.
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Many countries fail to enforce bonding schemes or to hold accountable health staff who are
sponsored for further education based on pledges to return to their former workplaces.
There is a positive example from Thailand, however, where a well managed bonding
programme saw two-thirds of graduates continue their rural placements after compulsory
training. Meanwhile, students undertaking residencies in rural areas gained access to places
for specialization training on condition that they practice in their district of origin after
graduation (Wibulpolprasert & Pengpaibon 2001 in Dussault & Franceschini 2006).

Crisp, Gawanas and Sharp (2008 p.689) have identified nine critical success factors for
scaling up education and training of health workers:

“Political will, including sustained government involvement and support; collaboration
around a country-led plan; substantial financial investment; commitment to short-term
and long-term health workforce planning; commitment to produce appropriately trained
health workers to meet health needs; substantial expansion of pre-service education and
training programmes; good information systems for health workforce and education, with
monitoring and assessment; effective management and leadership; and labour market
capacity and policy to absorb and sustain an increase in health workers.”

Improving retention rates

The number of workers employed can be augmented by reducing exit rates due to early
retirement, illness and burnout, exit from the sector, or migration to other countries. Efforts to
increase the output of the health education pipeline cannot have their full impact if attrition
remains unchecked. This requires policy interventions at various levels: working conditions
in general, career paths, remuneration and benefits, and occupational health and safety.

Like any other category of worker, health service providers are sensitive to incentives.
Decisions such as whether to seek employment in the health sector or not, stay in the
country or migrate, or work in an urban or rural setting, are influenced by perceived
differentials between the options before them (Vujicic & Zurn 2006).

Important lessons could be learned from voluntary associations – particularly church-run
health facilities − regarding the retention of staff over the long term. When compared to the
public sector, the Christian Health Association of Malawi (CHAM) has had considerable
success in retaining its staff. This has been linked to the strategic use of non-monetary
incentives such as frequent training, housing and better working conditions (Wyss et al.
2006). However, service-level agreements between government and CHAM facilities on
managing maternal and newborn cases have led to notable increases in workload. These
increases have generated dissatisfaction among personnel who had been attracted to the
sector by better patient workloads.
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Box 1
Professionalising nursing workers in Brazil

by Cristianne Famer Rocha and Mario Dal Poz

In 2000, with international financial support, Brazil’s ministry of health launched an innovative
project to professionalise nursing workers who had no formal technical qualification. Called
PROFAE − Projeto de Profissionalização dos Trabalhadores da Área de Enfermagem − it
targeted 225,000 nursing attendants and members of similar cadres and covered roughly 5,500
municipalities. The project also aimed to provide complementary education to 90,000 auxiliary
nurses, elevating them to nursing technicians, and pedagogical training to 12,000 nurses,
enabling them to teach in the retraining programmes (Brazil 2001).

Having a large contingent of workers with no formal technical qualification was seen as a
potential source of risk for patients (Sório 2002). The project was expected to improve the
technical performance of nursing personnel in such areas as medication management, patient
communication and teamwork. This was in turn expected to improve quality of care in public and
private clinics, health centres and hospitals.

In working towards its goals, PROFAE employed interventions in two main areas. First, it
advanced professional training and the completion of regular education so personnel could
upgrade from the auxiliary to technical level. Second, it strengthened infrastructure, legal
regulation and teacher training.

The project’s estimated cost was US $370 million. Funds came in the form of a loan from the
Inter-American Development Bank, the National Treasury and the ministry of labour and
employment’s Fundo de Amparo ao Trabalhador, or workers' support fund. UNESCO provided
technical support.

Project success

PROFAE was initially planned to last four years. Given its early success, however, the project
was extended to 2007. From 2000 to 2007, a total of 218,244 students enrolled in the auxiliary
nursing course; of these, 207,844 graduated as auxiliary nurses. Of 82,029 individuals enrolled
in the nursing technician course, 80,124 graduated as nursing technicians. Meanwhile, 13,161
university nursing teachers were trained. PROFAE’s other notable achievements have included:

• Establishment of a competence-based certification system. This has involved the
creation of technical professional and national consulting boards; development of a
methodology to identify professional competence profiles; formulation and agreement on
norms to certify the professional competence of nurse auxiliaries who complete PROFAE
courses; design and validation of tools for competence evaluation; and pilot testing of
professional competence certification.

• Strengthening and modernisation of technical schools in the Brazilian national health
system. Along with the creation of new programmes and 11 new schools, infrastructure
and management procedures have been modernised.

• Monitoring of nursing labour market signals and trends through human resources for
health observatories. PROFAE supported research on health and education labour
markets, as well as the publication of eight professional journals.
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Mathauer & Imhoff (2006) discuss the role of non-financial incentives in the retention of
human resources. These include the involvement of health staff in running health services and
in management decisions. The ‘treat, train, retain’ initiative that WHO launched in 2006
recommends including a package of HIV treatment, prevention, care and support services, as
well as occupational health and safety measures, as incentives for health workers in high-risk
environments. An example of such an environment is Malawi, where the increase in health
worker illness is high and the number of nurse deaths represents 40% of the average annual
output of nurses from training (Kober & Van Damme 2004).

Zurn, Dolea and Stilwell (2005) and Caldwell and Kingma (2007) have reviewed the
literature on incentives and retention of nurses. Financial incentives are important; for
example, in Swaziland in April 2005, civil servant salaries were increased by about 60%.

• Improved quality of health care delivery. Gains in this area have been affirmed in
interviews with managers and users. Studies also lend support to this claim. For example,
in a cross-sectional survey conducted in three hospitals in the State of Bahia, auxiliaries
and nursing technicians* who participated in the PROFAE training courses showed low
mean rates of error in preparing and administering medicines compared with similar
studies in the literature (Anselmi, Peduzzi & Dos Santos 2007).

• Increased self-confidence of auxiliary nurses. The words of one worker sum it up: “We
were nothing, we followed orders, now we can talk and discuss with other professionals.”

Factors seen as contributing to success
Many overlapping factors seem to have contributed to PROFAE’s track record of success. Among
them:

• The scope of the project. PROFAE covered Brazil from north to south, even reaching
places where services were practically non-existent.

• Political commitment from the ministry of health to tackle problems and assume
responsibility for PROFAE’s development.

• Good articulation between the ministries of health and education.
• Monitoring through regional agencies and the creation of remedial programmes managed

by ministry of health consultants.
• Centralised management and administration, which accelerated bidding processes,

contracts and resource utilisation.
• Decentralised execution of the educational process.
• Strengthening of technical schools.
• Quality of the teachers’ training programme and of educational materials.

PROFAE also had its weaknesses. Planned at the national level, it did not always take into
account regional and local specificities. Services were not engaged as a whole; in particular,
managers were not adequately mobilised, which led to problems in organising internships. Finally,
the evaluation was too centralised and too focused on procedures and nursing competencies. As
a result, some effects were not measured.

* These correspond to categories of auxiliary staff called ‘auxiliaries de enfermagem’ and ‘Tecnicos de
enfermagem’, who are trained at the technical-school level. The category ‘enfermeiros’ corresponds to
those trained at the university level.
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Interviews conducted in December of the same year showed that this contributed to
retaining some nurses and physicians in the public sector and possibly to attracting some
back from the private, for-profit sector (Kober & Van Damme 2006). Still, such increases can
have adverse effects, as shown in the case of Tanzania. There, a civil servant wage
increase in January 2006 triggered the shift of private staff (particularly from voluntary
association/church-owned facilities) to the public sector. Given that a large proportion of
church-owned facilities are located in remote areas serving rural communities, equity of
access has suffered.

Harnessing unemployed, inactive or retired health workers

It is a paradox that as consensus is building on the need to scale up the production of health
workers in needy countries, unemployment is seen in countries such as Kenya (Kirigia et al.
2006; Ndetei, Khasakhala & Omolo 2008), Nigeria, South Africa and Zambia (Dovlo 2005).
From an economic perspective, there are several possible explanations:

• There is insufficient demand for the services of workers who are available, but
unemployed. This can be due to lack of investment in the sector or ceilings on hiring
in the public sector in countries implementing structural adjustment plans.

• Demand does not match the expectations of workers, who may be reluctant to
accept low salaries or work in certain environments, such as remote or isolated
regions, high-risk zones or institutions.

• Possible organisational deficiencies exist, such as long delays between graduation,
recruitment and integration in the labour market (Dovlo 2005).

In addition to the unemployed, there are qualified and capable workers who are not active in
the health labour market for various reasons. Some have opted for better pay and working
conditions outside the health sector; some prefer or need to invest time in household and
child-raising activities; and still others have left the workforce because they have reached
the mandatory retirement age.

The potential of retired health workers is explored in a case study of midwives in Tanzania
(Rolfe et al. 2008). The authors observed a trend amongst nursing officers and midwives to
switch to self-employment as they approached or entered retirement. Reported ‘push
factors’ centered “without exception, around financial insecurity, inadequacy of pensions and
fear of a decline into poverty” (p.143). A stable income, flexible working arrangements and a
sense of autonomy were all identified as ‘pull factors’.

The creation of conditions that support the establishment of retired professionals in
independent practice is seen to have important potential; this process includes removing
obstacles such as scarcity of start-up loans, lack of business training and cumbersome
bureaucratic registration procedures. Malawi is an example of a country that contracted
retired nurses and other health service providers, like clinical officers or medical assistants,
to add to its health workforce (Malawi Health Service Commission 2006).
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Removing obstacles to practice is also relevant to returning migrants, who often struggle to
have their qualifications from abroad recognised or become involved in lengthy bureaucratic
and retraining programmes before they can work. Moreover, trained health professionals
who accompany their spouse to a posting often report failing to have access to a position
themselves, for whatever administrative reason. Some of these workers may return to the
market if offered the right incentives, such as the option of working part-time, flexible hours
or short-term contracts. Often, their willingness to work is constrained because of legal
norms, lack of attention to gender issues in recruitment and deployment, or lack of flexibility
of working conditions. Addressing such obstacles is a first step in harnessing the potential of
these health workers to scale up service delivery.

Importing health workers

When there is unmet demand for health workers, importing from other countries can be an
option. This is what richer countries like the United States, Canada, the United Kingdom and
Australia have been doing more or less systematically in the last three decades.11 This is
less of an option for poor countries, but some examples exist. Swaziland used Global Fund
money to recruit foreign nurses from other African countries (Kober & Van Damme 2006). In
Malawi, agencies such as the German organisation CIM, Voluntary Service Overseas and
UNAIDS are being used to recruit volunteer medical specialists and nurse tutors to fill critical
gaps until more Malawians are trained (Wyss et al. 2006). Cuban physicians have been
recruited by many countries in Africa (Botswana, Guinea-Conakry, Guinea-Bissau, Ivory
Coast, Mali, Mozambique, Namibia, South Africa, Zambia, Zimbabwe) and Asia (Pakistan,
East Timor, Indonesia) (Silberman 2005). This strategy may have limitations, however, such
as low financial sustainability, communication difficulties due to language and cultural
differences, and retention problems (Laleman et al. 2007; Robinson & Clark 2008).

Importing health workers, improving retention rates, augmenting the production of new
workers and harnessing unemployed, inactive and retired workers are key strategies for
enhancing the total number of active health workers. Important complementary strategies
focus on

• Improving the performance, particularly productivity, of the health workforce, and
• Scaling up the production of services through task shifting

                                                       
11  In the last five to 10 years, these countries have come under increasing criticism for contributing to the
shortage of health workers in low-income countries that struggle to meet the MDGs. Efforts have been made to
promote ‘ethical recruitment’ and codes of good practice have been written (Commonwealth Secretariat 2003;
Department of Health, England, 2004; Scottish Executive Code of Practice 2006; Directorate of Health and
Social Affairs, Norway, 2007).  There has been little, if any, evaluation of the effectiveness of the codes. In
parallel, calls for augmenting ‘self-sufficiency’ in richer countries multiplied. Canada is also addressing the issue
through its Human Resources for Health Strategy, available at
www.hc-sc.gc.ca/hcs-sss/hhr-rhs/index_e.html
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Improving the performance of the health workforce

Productivity is an important component of performance.  Kurowski et al. (2003) have shown
empirically that productivity could be significantly augmented if absenteeism and time
devoted to non-clinical tasks could be reduced. Productivity is influenced by management
and decision processes, the way work is divided and organised, working conditions, the
social environment and level of worker motivation (Dolea & Adams 2005; Mathauer & Imhoff
2006).

A performing health workforce is one that

• Is technically efficient (has high levels of productivity)
• Is effective (produces services that respect accepted professional norms)
• Achieves a high level of problem resolution, and
• Is responsive to the non-clinical needs and expectations of users of services

(respects cultural differences and values, demonstrates quality communication and
ethical behaviour)

Strategies to improve performance must be informed by a good understanding of the factors
that determine its dimensions − a mix of individual, organisational and broader
environmental factors (Franco, Bennett & Kanfer 2002). Actions to improve performance are
needed at all three levels and enthusiasm for the work at hand depends on all levels being
perceived as satisfactory (Habte, Dussault & Dovlo 2004).

Scaling up the health workforce needs to be closely aligned with support for the provision of
other key resources. In Swaziland, for example, challenging working conditions − excessive
workloads; lack of drugs, essential material and equipment; poor infrastructure − are the
main sources of dissatisfaction among health staff, ahead of salary and remuneration
concerns (Kober & Van Damme 2006). Demotivated health workers are less inclined to
orient their actions towards the achievement of organisational goals and may be less willing
to balance self-interest with altruism and solidarity towards users of services (Franco et al.
2002 cited in Schneider et al. 2004). Mackintosh and Tibandebage (2004) describe how, in a
Tanzanian hospital, the sense of being abused on the part of health staff has in some cases
led to abuse of patients.

At the level of individual factors, the lack of adequate competencies is an important factor in
explaining poor productivity. Yet, motivation is probably the most critical one. Even if the
other factors − remuneration and equipment, for example − are right, without motivation,
productivity will remain low. The greater the motivation of health professionals, the more
productive they tend to be, as the International Council of Nurses’ work on the negative
effects of poor working environments reveals www.icn.ch/matters_ppe.htm.

Motivation can be enhanced through a set of professional, financial and workplace
incentives. This idea is central to the positive practice environments campaign launched and
promoted by six international associations under the umbrella of the Global Health



27

Workforce Alliance.12  Positive practice environments incorporate attractive and more
transparent career paths, including for lower cadres and auxiliary staff. Allowing staff to
move up from lower cadres, and supporting them to do so, is an important motivator.
Examples are lower-qualified clinical officers upgrading to mid-level assistant medical
officers in Tanzania, or the educational scale-up operation that resulted in upgrading 22,000
community health nurses from enrolled status to registered diploma in Kenya (GHWA 2006).
Clearly, effective leadership and management are critical in the quest for higher workforce
productivity.

Scaling up the production of services through task-shifting

There is currently much interest in the strategy of increasing the availability of services
through the delegation or shifting of specific tasks and roles from more qualified workers to
less qualified ones or to new cadres. Historically, this form of substitution has been part of
the division of labour in health care. The difference now is that there are calls to do it in a
more systematic manner (WHO 2007). In sub-Saharan Africa, the following examples of
task-shifting have been reported:

• Extension of the role of nurses or midwives to tasks traditionally performed only by
physicians. In Ghana and Zambia, specially trained nurses provide anesthesia for
surgical operations. Also in Ghana, the Life Saving Skills Training Project trained
midwives in rural areas to carry out delivery-related tasks previously reserved for
physicians. HIV care (including ART) is an area where treatment can be defined into
algorithms that nurses and mid-level workers can effectively apply in primary health
care settings, if combined with strong public health/district support systems (Farmer
et al. 2001; Doctors Without Borders 2007).

• Direct substitution of an existing profession by a new cadre. Mullan and Frehywot
(2007) have identified cadres of non-physician clinicians in 25 of 47 sub-Saharan
African countries that are performing tasks previously done by another cadre (in nine
countries the number of such cadres equaled or exceeded the number of medical
doctors). In all cases, the cadres were undertaking general medical clinical tasks,
from diagnosing to advanced surgical procedures such as performing caesarean
sections. In Mozambique, surgical technicians (técnicos de cirurgia) were introduced
in 1984; the war generated a demand for surgery at a time when most surgeons had
emigrated. Satisfaction with their work is assessed positively by users and other
health workers. A paper by Cumbi et al. (2007) is a rare example of an assessment
of the relationship between these cadres and the rest of the health team, an issue
that policy-makers should consider when they envisage using the strategy of
substitution (Hanvoravongchai 2007a).

                                                       
12  The six international associations represent hospitals, dentists, nurses, pharmacists, physiotherapists and
physicians.
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• Intra-cadre skills delegation, whereby some tasks usually performed by specialists
are delegated to general practitioners. An example is the West African Postgraduate
Medical College, which provided 18-month practical diploma courses for general
practitioners to fill gaps in certain specialties in the region, like psychiatry and
ophthalmology (Dovlo 2004).

• Delegation of non-technical tasks. In Ghana, for example, health aides were
introduced to relieve professional nurses of the more menial tasks on wards (Dovlo
2004).

• The utilisation of lesser trained voluntary workers to compensate for the absence of
qualified staff to carry out a variety of activities, such as health promotion, case
referral and delivery of simple services (e.g. bed net distribution) (Lehmann &
Sanders 1999). Chandler and Musau (2005) report from Uganda that the great
potential benefit of using lay counsellors and community health workers in home-
based care programmes is that they can invest far more direct time in patients. This
is meant to allow skilled staff to give more attention to sicker patients. Other authors
insist that task-shifting requires adequate upgrading of competencies and
supervision to ensure quality (Figueroa-Munoz et al. 2005; Koblinsky et al. 2006).

Task-shifting as ‘managed’ substitution is difficult because it can spark resistance from
cadres that are required to delegate tasks, although this is not always the case. In response
to the high maternal and infant mortality rates in Malawi, the skills of second level nurse
technicians and enrolled midwives have been upgraded to include performance of basic
emergency obstetric care, such as vacuum extraction and breech deliveries at health facility
levels. The inclusion of these skills in the training curricula for nurse midwifery technician
courses has been approved by the Nurses and Midwives Council of Malawi (Nurses and
Midwives Council of Malawi Committee, Reports 2006-2007).

Investments in training and supervision are other demands of task-shifting, as the example
of South Africa shows (Daviaud & Chopra 2008). It also becomes a problem when the
receiving cadre is not licensed by a professional body, which raises the question of how
regulation of practice will be ensured. Unmanaged and informal substitution has been a fact
of life everywhere in remote and poorer areas. It has been reported that in Ghana, midwives
were taking breech-presentation deliveries and performing episiotomies without having
being trained to do so, because there was no-one else available (Dovlo 2004; WHO 2008).

The decision to adopt substitution seems to correlate with the characteristics of the health
workforce crisis in a country. Tanzania, for example, is increasing the number of mid-level
cadres because assessments have shown they are providing the bulk of health services
delivery and are less ‘exportable’. In Malawi, where the situation has reached emergency
levels, extensive use of health surveillance assistants, who have 10 weeks of training, is
planned in the medium term. Health surveillance assistants emerged as community workers
in response to cholera outbreaks in Malawi in the 1970s; their role changed from cholera
assistant to providing immunisations, family planning services, other preventive services and
the provision of antibiotics to newborn babies with infections. Swaziland favours a parallel



29

scaling up of the production of fully fledged nurses and of nurse assistants who work under
them. Mozambique plans to create a category of phlebotomists to reduce the workload of
nurses and physicians. These strategies are not mutually exclusive. Quite the contrary, they
can complement each other, if national policy-makers can articulate interventions emanating
from different sources, such as the Ministry of Education, universities, professional councils
and the private sector.

The temptation is to try to bypass health systems weaknesses by creating vertical structures
that will drain resources from a crumbling core (Loewenson & McCoy 2004); these may
address short-term needs but do not contribute to scaling up human resources for health.
Also, tying staff to certain tasks (e.g. HIV treatment) may have perverse effects, like limiting
access to a functioning primary health care system that responds to broader and more
common needs (De Maeseneer et al. 2008).
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CONDITIONS OF SUCCESS

The literature on scaling up includes few, if any, evaluative studies from which so-called
‘best practices’ can be derived. In fact, it is doubtful that such practices exist, if the goal is to
identify practices that can be generalised. This is because health workforce-related
interventions tend to be context dependent; what is expected from the analysis of country
experiences are lessons that can be interpreted in light of a country’s specific
circumstances. In short, what worked there may not work here. Still, lessons can be drawn
from the experience of others.

Strategies to scale up the stock of human resources for health are built on complex
interactions. This makes it difficult to monitor straightforward causes and effects, especially
when effects are only seen in the longer term. None the less, what follows is a list of factors
that policy-makers can regard as critical for the success of scaling-up interventions aimed at
increasing the stock of health workers and improving the performance of the workforce.

A valid information base

The availability of a valid information base on the stock of workers is key to scaling-up
efforts. Ideally, this information base should capture health workforce

• Characteristics (demographic and professional, including skill levels)
• Availability (number of active/inactive, full-time/part-time), and
• Distribution by geographical zone and level of services

Also critical is information on the dynamics of national and international labour markets −
remuneration differentials, migratory trends, policy lessons from comparable countries − and
the production capacity of additional workers. Few poor countries have functional and up-to-
date health workforce databases, and assistance is needed to develop and maintain
operational information systems (Figueroa-Munoz et al. 2005). LaFond, Brown and
Macintyre (2002) offer a framework for undertaking mapping of capacity in the health sector.

Meanwhile, Diallo et al. (2003) provide an integrated approach for developing an evidence
base on human resources for health to support decision-making. They stress the need for a
clearer overview of the correlation between number of staff, roles played, gaps where skilled
staff are missing, and attendance at training courses and their length.



32

Decision-makers need to be motivated to use the information produced and to learn to do
so. This is an immense challenge in any environment, but there are countries, like Canada,
that have dedicated considerable effort and resources to developing credible databases and
building bridges between the world of policy analysts and that of decision-makers and
managers.13

Clear objectives and a mix of strategies

Having clear objectives and a mix of strategies amounts to a roadmap defining what the
country wants to achieve through scaling-up efforts and how it intends to achieve it. Many
countries have a health workforce plan or are in the process of preparing one. Few countries
to date, however, have a well articulated long-term plan that bridges the diverging needs of
parallel reform processes and is driven by a broad government-led workforce planning team.

A strategic plan

A strategic plan is the first step towards assessing the resources needed to scale up capacity.
As a plan is formulated, important decisions must be made. Even in times of understaffing,
salaries represent the most significant component of health sector budgets in most poor
countries. Although it is less expensive to train non-physician clinicians than medical doctors,
because of shorter programme duration (Mullan & Frehywot 2007), basic funding needs will
remain high for infrastructure and teaching-staff salaries.

It is important to estimate the financial impact of an increased workforce on health
expenditures. For example, what funds will be needed to meet the additional expenditures
generated by more numerous – and more productive − staff, as well as recurrent staff costs
(Glassman et al. 2008)? Since countries experiencing the most serious staff shortages also
depend on external aid for significant funds, donor buy-in is crucial. In the case of Malawi
(see Box 2), the country came to a special agreement with the International Monetary Fund
in July 2005 that the

“government wage bill” (…) will “be adjusted upward (or downward) by the full amount of
donor-funded supplementary wages and salaries for the health sector that is greater (or less)
than the programme baseline” (Ooms, Van Damme & Temmerman 2007 p. 128).

A significant and rapid increase of spending in one sector of the economy can generate
perverse macroeconomic effects that need to be avoided. Furthermore, costing a plan to
scale up the stock of health workers is a prerequisite to negotiations with donors.14

                                                       
13 The Canadian government has created the Canadian Institute for Health Information (CIHI www.cihi.ca) to
collate and analyse information on health services, including the health workforce; and the Canadian Health
Services Research Foundation (CHSRF www.chsrf.ca) to promote a better utilisation of data and research by
policy-makers and managers.
14 For a discussion on this issue of ‘fiscal space’ see Heller (2005).
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Box 2
Response to the health workforce crisis in Malawi

by Dorothy Ngoma and Juliana Lunguzi

There is a strong consensus amongst stakeholders that human resources for health pose the
most important immediate challenge to improving health care quality and coverage in Malawi,
especially in the public health sector. The sector has insufficient health personnel to deliver
needed services at community and facility levels, contributing to negative health indicators.

The HIV/AIDS pandemic, coupled with a high incidence of local and international migration,
has far outstripped the number of health workers entering the public health sector. The
ministry of health (MoH) recognises that its success in delivering quality public health care
services efficiently and effectively depends largely on having adequate numbers of
professional workers and support staff who are equipped with appropriate competencies
(Government of Malawi 2008a).

The current health workforce situation in Malawi is best described as critical. Currently, there is
one physician per 62,000 people in the country, compared with one per 25,000 in Tanzania,
one per 7,200 in Zimbabwe and one per 1,800 in the Republic of South Africa. In addition,
there are some districts that do not have a MoH-deployed physician providing hands-on
service delivery. The nurse to patient ratio is also lower than recommended; in some areas,
one nurse provides services to more than 3,500 people. Based on 2005 MoH and Christian
Health Association of Malawi (CHAM) establishment figures, there were at least 28,600 health
worker posts in the sector, of which roughly 10,800 (38%) remain vacant, mainly among
professional health worker categories. Vacancy rates for nurses were 67.7% for the MoH and
53.2% for CHAM (which manages approximately 50% of health care facilities in the country).

The government of Malawi has made concerted and strategic efforts to better manage its
scarce resources through the development and roll-out of a sector-wide approach (SWAp).
The SWAp incorporates a comprehensive development and implementation programme for
health workforce policy objectives and system requirements to address the critical human
resources for health situation. Among government initiatives is a joint six-year programme of
work (2004-2010) for the health sector. This takes in an emergency pre-service training plan,
launched in 2002, and emergency human resources programme, launched in April 2004.

The increased staffing output for the six-year period was estimated at 15,000 health staff,
more than Malawi’s training institutions and donor partners could accommodate at the time.
This is illustrated in the gap between staffing targets and current capacity (Table 1). The first
impact on CHAM and public training institutions was the doubling of student intakes in 2008.

Additional efforts were planned to improve the conditions of service for health workers, mainly
through the establishment of a health service commission in 2003. In 2006, the commission
carried out a recruitment campaign, targeting workers from various cadres. This included those
who had resigned, retired, been dismissed for absconding, or had never joined the MoH after
graduating The recruitment of retired nurses has provided relief in some districts. According to
the Malawi Health SWAp Midterm Review Summary Report (Government of Malawi 2008b),
300 nurses were recruited back into the system, although not all of them reported to work.

Meanwhile, issues of attrition, shortages and inequitable distribution of staff are being
addressed in a number of ways. These include improved pay and allowances, combined with
improvements in living and working conditions, to attract more staff into the health service and
keep them there.

Shortages and service provision are being tackled by increasing the number of staff hours
worked and through the use of ‘locum’ and ‘relief’ systems.  In both cases, staff are paid for the
extra hours worked. The term locum is a misnomer, since most of the work appears to be in
the same location; therefore, it should more appropriately be called overtime.  Relief is where
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staff move from one facility to another one, usually a remote understaffed health centre, to provide
extra support − usually for roughly a month. This is funded from government resources, thus
disguising the true personal emolument costs (Government of Malawi 2008b).

Funding
The Health SWAP six-year plan for strengthening human resources in the health sector was
estimated to require US $272 million, of which US $182 million were committed by a group of
donors comprising the German Gesellschaft für Technische Zusammenarbeit (GTZ), the United
Kingdom’s Department for International Development (DFID), the Norwegian Agency for
Development Cooperation (Norad), the United Nations Population Fund (UNFPA), and the World
Bank. The Global Fund to fight AIDS, Tuberculosis and Malaria (GFATM) committed an additional
US $22.6 million for 2006 and 2007.

Development of an HRD policy
In the past, human resource development (HRD) interventions by the MoH have been mostly ad-
hoc. The identification of training needs and priorities lacked systematic analysis and were not
linked to public health service goals and objectives. Meanwhile, the relevance of training
programmes was not validated by informed monitoring and evaluation systems; the selection of
candidates for training was often haphazard. To address this situation, the MoH developed an HRD
policy with a view to improving staff performance and productivity. The objectives of the policy are
to:

• Facilitate systematic training and staff development activities within the public health service
• Ensure that training and development are carefully planned, monitored, evaluated and

sustained at all levels of health services
• Facilitate coordination of training efforts in order to eliminate waste of resources
• Strike a balance between the ministry’s and personal development needs, and
• Provide training programmes that meet international standards.

It is envisaged that this policy will apply to all health workers under the responsibility of the MoH
and CHAM. The plan, which began in 2008, will be in effect for five years.

Collaboration between training institutions and nursing organisations
Meanwhile, the National Association of Nurses of Malawi and training institutions are collaborating
to implement a programme in which students and tutors (as patrons) are targeted. Discussions
focus on issues of advocacy and lobbying in favour of HIV/AIDS care, treatment and support.

Table 1: Training capacity, health sector, 2004

Institution Cadre trained Approximate
current
enrolments

Enrolment
required to meet
staffing targets

Training
capacity
shortfall

Christian Health
Association of Malawi

Nurses, nurse
technicians, clinical
officers and lab
technicians

880 1150 270

Kamuzu College of
Nursing

Nurses 338 660 322

Malawi College of
Health Sciences

Specialised courses for
dental, radiography, labo-
ratory, clinical,
biomedical, environ-
mental and pharmacy
technicians.
Community nursing

1048 1500 452

Source: Six-year emergency plan 2004
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Mobilisation of stakeholders

The success of any significant intervention in the health arena depends on the mobilisation
of stakeholders. In the case of health workforce interventions, the major stakeholders extend
beyond such health services delivery system actors as the ministry of health, professional
groups, regulatory agencies, educational institutions and providers. They include policy-
makers from ministries of local government, planning, finance, civil service and education,
as well as the multi/bilateral financial and technical agencies active in the country. The
importance of involving regulatory agencies in efforts to change training curricula and
harness the potential of retired health professionals in independent practice cannot be over-
emphasized.

Community remains one of the major stakeholders in need of inclusion. Often lacking are
formalised arrangements for community representatives to monitor activities at the facility
level and demand feedback on service provision. This represents a serious limitation in the
quest for accountable, quality health care delivery, both in terms of human resource
performance and the management of medical resources.

Management and policy-development capacity

Management and policy-development capacity are other preconditions for successful scaling
up. A critical mass of people technically prepared to conduct the policy process and manage
implementation of change at the national level is essential; sufficient training capacity is
assumed. Managerial capacity at regional and local levels is also critical, particularly for
monitoring and supervision. Appraisal and the provision of feedback to health workers are
central to improving quality of performance (Figueroa-Munoz et al. 2005). Decentralisation of
decision-making, combined with the development of managerial competencies, can
empower managers.

Political will and commitment

Political will and commitment remain the most critical factors in successful scaling up.
Without them, fundamental change cannot occur in an organised manner. Sustained and
systematic campaigns to generate greater understanding of health workforce issues and
underline the consequences of inaction can help build commitment (Habte, Dussault &
Dovlo 2004). This is particularly important if unpopular decisions are needed, such as
creating new cadres, changing the retirement age, or introducing shorter term contracts,
performance-based remuneration, task delegation, accreditation and recertification.
According to Dovlo (2004, p.2), “…in Ghana, Zambia and Kenya nurse lobbies succeeded in
banning the training of enrolled nurses despite increased migration and shortages of
registered nurses”. In Ethiopia, a major human resources for health intervention is in
progress, conducted at the prime ministerial level to enhance feasibility (Hanvoravongchai
2007b).
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The conditions of success reviewed above are not ranked in order of importance. All are
necessary to some extent, as are adequate financial resources. Taken together, they
reinforce the need for a comprehensive approach to policy development in matters related to
the health workforce, an argument advanced in the recent report of the Task Force for
Scaling up Education and Training for Health Workers (GHWA 2008).
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CONCLUSION

This paper focused on the process of increasing the number of trained providers of health
services with special consideration given to low- and middle-income countries. This was
accomplished through a structured review of 112 peer-reviewed and grey- literature
documents, which led to the following conclusions:

• There is no commonly accepted definition of ‘scaling up the health workforce’. For
some, it means augmenting the number of workers; for others, it refers to
augmenting productivity or improving the quality of production, or both. For many, the
notion encompasses all these dimensions.

• Scaling up may focus on specific interventions or elements of an intervention, but
should be executed without losing sight of the necessary complementarities with
broader contextual elements. For instance, increasing the number of workers without
paying attention to productivity and quality of services may be a wasted effort.
Addressing productivity issues is important, but in countries with a substantial
workforce deficit, as is the case in most low-income countries, this will not suffice.
Adding substantial numbers to the existing stock will also be needed.

• Scaling up the stock of workers can be achieved through strategies that include
training more workers; reducing attrition due to illness, emigration or exit from the
sector; optimising collaboration between public- and private-sector workers; or
importing staff. Policy-makers should consider mixing such strategies for better
results.

• As with any major policy initiative, the success of the process of scaling up the health
workforce is linked to some critical factors, such as political commitment; strategic
planning and management capacity; clear objectives and reliance on a mix of
strategies; mobilisation of stakeholders; sound information bases; and continuous
assessment of the effects of interventions. Adequate financial resources are an
obvious prerequisite to cover the salaries and benefits of new staff, the costs of
training them, the costs of interventions to reduce attrition and the costs of
infrastructure, equipment and consumables that additional staff will need to deliver
services. By definition, if scaling up reaches the objective of augmenting the
production of services and improving their quality, the total expenditure on health will
increase significantly. Countries and their partners must accept that premise when
engaging in scaling up.

Country-led processes that locate national health workforce strategic plans within broader
national policies, ensure broad stakeholder consultation and engage long-term donor
support, have a higher probability of success in scaling up the health workforce. It is
important that short- and longer-term strategies are combined, not only to produce additional
staff, but to retain those that are in place, protect them from occupational risk and deploy
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them where the greatest burden of disease is found. Failure to pay attention to the working
conditions of health staff can seriously undermine investments in scaling up.

In closing, this review is an initial effort to better understand the process of scaling up the
health workforce. Additional research is needed to assess past and current experiences and
related evidence. Though each country needs to formulate its own strategy, lessons can be
learned from others.

The task of collecting, analysing and disseminating these lessons falls well within the
mandate of regional Observatories of Human Resources for Health,15 as recommended by
the World Health Report 2006 (WHO 2006b) and national and international resource
institutions. In supporting such observatories, multilateral financing and technical agencies
and funds would make a good investment. At country level, scaling up cannot take place
without the contribution of actors from government (finance, civil service, planning and
education) and civil society (professional associations and councils, unions, training
institutions and users). This is why political commitment at the highest level is critical.
Scaling up is not an objective in itself, but a major component of any strategy aimed at
achieving health policy objectives.

                                                       
15 See www.observatoriorh.org/eng/index.html for the example of observatories in Latin America.
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APPENDIX 1

Keywords used for literature search

Keyword Boolean
command

Keyword Boolean
command

Keyword

Scaling up - - - -
Scaling up AND Health workforce - -
Scaling up AND Health care workers - -
Scaling up AND Health care professionals - -
Scaling up AND Nurs* - -
Scaling up AND Performance - -
Scaling up AND Recruitment - -
Scaling up AND Retention - -
Scaling up AND Training - -
Scaling up AND Capacity building - -
Scaling up AND Public private mix - -
Scaling up AND Level of skills - -

Scaling up AND
Human resources
management/supervision - -

Scaling up AND Health workforce AND Performance
Scaling up AND Health workforce AND Recruitment
Scaling up AND Health workforce AND Retention
Scaling up AND Health workforce AND Training
Scaling up AND Health workforce AND Capacity building
Scaling up AND Health workforce AND Public private mix
Scaling up AND Health workforce AND Level of skills

Scaling up AND Health workforce AND
Human resources
management/supervision

Scaling up AND Health care workers AND Performance
Scaling up AND Health care workers AND Recruitment
Scaling up AND Health care workers AND Retention
Scaling up AND Health care workers AND Training
Scaling up AND Health care workers AND Capacity building
Scaling up AND Health care workers AND Public private mix
Scaling up AND Health care workers AND Level of skills

Scaling up AND Health care workers AND
Human resources
management/supervision

Scaling up AND Health care professionals AND Performance
Scaling up AND Health care professionals AND Recruitment
Scaling up AND Health care professionals AND Retention
Scaling up AND Health care professionals AND Training
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Keyword Boolean
command

Keyword Boolean
command

Keyword

Scaling up AND Health care professionals AND Capacity building
Scaling up AND Health care professionals AND Public private mix
Scaling up AND Health care professionals AND Level of skills

Scaling up AND Health care professionals AND
Human resources
management/supervision

Scaling up AND Nurs* AND Performance
Scaling up AND Nurs* AND Recruitment
Scaling up AND Nurs* AND Retention
Scaling up AND Nurs* AND Training
Scaling up AND Nurs* AND Capacity building
Scaling up AND Nurs* AND Public private mix
Scaling up AND Nurs* AND Level of skills

Scaling up AND Nurs* AND
Human resources
management/supervision
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APPENDIX 2

Reference bases searched

Database URL
Medline (PubMed) www.ncbi.nlm.nih.gov/sites/entrez

The Cochrane Library Cochrane
database of systematic reviews www.thecochranelibrary.com

Centre for Reviews and
Dissemination
Database of abstracts of reviews
of effects

www.york.ac.uk/inst/crd/crddatabases.htm

Cumulative Index to Nursing and
Allied Health Literature (CINAHL) www.ebscohost.com/cinahl/

British Nursing Index (BNI) www.bniplus.co.uk

Nursing, Midwifery and Allied
Health Professions (NMAP)

www.intute.ac.uk/healthandlifesciences/nursing/

CORDIS www.cordis.lu/en/home.html
Computer Retrieval of Information
on Scientific Projects (CRISP) www.crisp.cit.nih.gov

Science and Technology
Proceedings (ISI proceedings) www.isiwebofknowledge.com/

British Library Public Catalogue www.catalogue.bl.uk

LocatorPlus www.locatorplus.gov

World Health Organization (WHO) www.who.int

International Labour Organization
(ILO) www.ilo.org

Public Services International (PSI) www.world-psi.org/

International Council of Nurses
(ICN) & International Centre for
Human Resources in Nursing
(ICHRN)

www.icn.ch

American Nurses Association
(ANA)

www.nursingworld.org/

Canadian Nurses Association
(CNA)

www.cna-aiic.ca/cna/

Occupational Safety and Health
Administration www.osha.gov
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Database URL
Canadian Institutes of Health
Research (CIHR) www.cihr-irsc.gc.ca

Canadian Health Services
Research Foundation (CHSRF) www.chsrf.ca

Department of Health NHS www.dh.gov.uk

Royal College of Nursing www.rcn.org.uk

Pan American Health
Organization

www.paho.org

ELDIS - Human resources for
health section

www.eldis.org/go/topics/dossiers/human-resources-for-
health

The Capacity Project www.capacityproject.org




