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SyMPOSIUM: HUMAN RESOURCES for HEALTH

THE GLOBAL HEALTH WORKFORCE ALLIANCE: INCREASING THE
MOMENTUM FOR HEALTH WORKFORCE DEVELOPMENT.
Muhammad Afzal 1,a,b, Giorgio Cometto1,a,c, Ellen Rosskam1,d,
Mubashar Sheikh1,a,b
ABSTRACT
The Global Health Workforce Alliance was launched in 2006 to provide a joint platform for governments, development
partners, international agencies, civil society organizations, academia, private sector, professional associations, and
other stakeholders to work together to address a global crisis in human resources for health. Five years later the vision
and mandate of the Alliance still remain valid. Despite advances in bringing the health workforce to the fore in international
health policy arenas, more available knowledge and tools, and encouraging signs of commitments from many countries,
health workforce bottlenecks continue to prevent many health systems from delivering essential and quality health
services. Latin America is not spared from the challenges. The 2010 Second Global Forum on Human Resources for
Health provided an opportunity to review progress, identify persisting gaps, reach consensus on solutions, and renew the
momentum for and commitment to acutely needed investment and actions.
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INTRODUCTION:
THE HEALTH WORKFORCE GLOBAL CRISIS
Health workers are the backbone of health systems.
Several studies have demonstrated the direct
correlation between the availability of health workers,
coverage of health services, and population health
outcomes.(1, 2)
While the global health agenda tends to be framed around
individual diseases (e.g. HIV and AIDS, tuberculosis,
malaria), clusters of diseases (e.g. non-communicable
diseases), or conditions affecting specific population
groups (e.g. maternal, newborn, and child health), national
health systems deliver services in an integrated fashion
and are manned by health workers with responsibilities
that cut across service delivery areas. As a result,
structural deficiencies of health systems tend to affect
simultaneously the capacity to equitably deliver quality
health services across the full range of priority health
conditions.
Health workforce shortages and imbalances are perhaps
the most prominent bottleneck threatening the attainment
of the health Millennium Development Goals and other
health development objectives. Recognition of the
inadequacy of the health workforce in delivering HIV
and AIDS services in the countries hardest hit by the
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AIDS pandemic came as soon as serious efforts were
made in scaling up access to antiretroviral treatment.
(3)
Progress in reducing maternal, newborn, and child
mortality is too slow to attain the MDG targets in most
countries. This disappointing trend is underpinned by a
number of concomitant factors, of which health workforce
imbalances are clearly one of the most significant.(4)
And within the emerging agenda of broadening the
objectives of health systems in low- and middle-income
countries (LMIC) to include also non-communicable
diseases (NCD), the health workforce has already
been identified as a key constraint.(5) Health workforce
insufficiencies also negatively affect preparedness
for and response to global security threats posed by
emerging and epidemic-prone diseases, including
avian flu, Severe Acute Respiratory Syndrome (SARS),
hemorrhagic fevers, as well as natural and man-made
disasters.(6)
In the mid 2000s several related initiatives led to a better
understanding of the severity and the impact of the
health workforce crisis. The Joint Learning Initiative (JLI),
supported by the Rockefeller Foundation and others
donors, was launched in 2002 to examine the problems
in human resources for health (HRH) in greater depth,
with the objective of improving health across countries
and equitably within different parts and different socioeconomic strata within countries.
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The JLI analysed trends in human resources availability
and shortages, indicating that “there are not enough
health workers, they do not have the right skills
and support networks, they are overstretched and
overstressed, and often they are not in the right place”;
it also held consultations in countries identifying regional
best practices and developed a strategic report on global
human resources for health.(7)
The JLI report was followed by a range of policy discussions
and negotiations to drive the initiative forward. In February
2005, a high-level consultation in Oslo brought together
key stakeholders to develop a common global platform of
action. During this consultation, the decision was taken
to create a new global partnership. To kick start this new
initiative, a special technical working group was formed,
which developed over 2005 and early 2006 a Strategic
Plan of what would become the Global Health Workforce
Alliance (hereafter referred to as the “Alliance”).(6)
During World Health Day 2006, the World Health
Organization (WHO) shared the most critical findings of
its World Health Report (WHR) 2006, indicating a serious
shortage of health workers - a worldwide gap of 4,250,000
- compounded by maldistribution, uneven performance
and quality, insufficient incentives and remuneration, poor
working conditions, inadequate management practices
and support. The report indicated that the challenge
was global, but the burden was greatest in 57 priority
countries overwhelmed by poverty and disease, which
were identified as having “critical shortages.” Shortages
were most severe in sub-Saharan Africa, which, despite
having 11% of the world’s population and 24% of the
global burden of disease, reported having only 3% of the
world’s health workers.(8)
Launching the WHR 2006, WHO set out a 10-year plan
to address the crisis, calling for national leadership to
urgently formulate and implement country strategies
for the health workforce, to be supported also by
development partners.
With this backdrop, the Alliance was officially launched
on 25 May 2006 at the 59th World Health Assembly in
Geneva.

MANDATE AND INSTITUTIONAL FRAMEWORK
OF THE ALLIANCE
The launch of the Alliance was based on an understanding
that a number of players, within and outside the health
sector, are routinely involved, or can be constructively
engaged, in health workforce-related processes:
coordination among them is crucial both among different

The global health workforce alliance

health sector stakeholders (e.g. government, private
sector, civil society, development partners etc), and
across different sectors (health, education, finance, civil
service, etc). While a single organisation could not offer
all the required solutions, a common platform for key
players to collaborate could contribute to addressing this
global and multi-faceted crisis.
The Alliance was therefore launched as a global
partnership, with the vision that “all people everywhere
will have access to a skilled, motivated and supported
health worker, within a robust health system.” Its mission
is to “advocate and catalyse global and country actions
to resolve the human resources for health crisis, to
support the achievement of the health-related millennium
development goals and health for all.” (9,10)
At an operational level the Alliance works to:
1. highlight the crisis of human resources for health
and keep it on the global agenda through a range of
advocacy initiatives and engagements;
2. broker knowledge and facilitate the sharing of
best practices on health workforce issues for more
evidence-based responses;
3. convene countries, members, partners, and other
relevant stakeholders to work together to find
solutions to health workforce challenges, and
facilitate their effective implementation.
These three work streams (advocacy, brokering
knowledge, convening) converge towards the inclusive
development, financing, implementation, and monitoring
of national health workforce strategies and plans. The
ultimate goal is equitable access to health workers to
ensure delivery of essential health services for better
health outcomes. This conceptual framework is outlined
in figure 1.
The Alliance Secretariat, headed by an Executive Director,
is hosted by WHO headquarters in Geneva through a
special relationship governed by a Memorandum of
Understanding (MOU). The Alliance follows the legal
and administrative procedures of WHO, but it works
independently. WHO does not fund or control the
Alliance’s operations.(6)
The Alliance is governed by a Board composed of
a selection of Alliance members, key stakeholders
in HRH development, and main funding partners.(11)
WHO, being a founding member and special partner
of the Alliance in light of the hosting arrangement, has
a permanent seat on the Board. Other Board members
are drawn from a range of different constituencies,
including professional associations, non-governmental
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Figure 1. Conceptual framework for the Alliance’s work (10)

organisations (NGOs), academia, and governments.
The Board meets twice a year, sets the policies and
strategic directions of the Alliance, and oversees the
work of the Secretariat.

Table 1. Breakdown of Alliance members, by constituency
and by geographical regions.
By WHO region:

By category:

The members and partners of the Alliance

Regional Office for Europe (EURO)

74 Academia

92

As of January 2011, the Alliance had 301 members(1)
and nearly 30 partners(2) from around the world, drawn
from academic and research institutions, foundations,
national governments, non-governmental and civil
society organisations, private corporations, professional
associations, international agencies, hospital networks,
and trade unions (Table 1).

Regional Office for the
Eastern Mediterranean
(EMRO)

21 NGO

95

Regional Office for the
Americas (AMRO)

84 Foundations

15

Regional Office for Africa
(AFRO)

61 Private corporation

25

Regional Office for South
East Asia (SEARO)

37

Professional associations

20

Regional Office for the
Western Pacific (WPRO)

24 National governments

19

Membership in the Alliance is obtained by demonstrating
through an application process an institutional
commitment to resolving the health workforce crisis and
to strengthening human resources for health.
An organisation seeking membership of the Alliance
should:

Financial institutions
UN
others
Total

301 Total

1 Members are the organisations that joined the Alliance through an application process.
2 Partners provide funding and other support and collaborate directly with the Alliance members and the Secretariat.
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•

be active in the area of human resources for health,
or a closely related field;

•

endorse the values and general principles of the
Alliance, as reflected in its strategic plan;

•

represent an institution, agency, or government
active in the Alliance’s priority areas;

•

be actively supporting the attainment of the Kampala
Declaration and the Agenda for Global Action. (12)

The Alliance is governed by a Board which includes
representatives drawn from its various constituencies and
members. In addition there are processes for consulting
with the broader membership base, for example through
virtual or face-to-face consultations, as done through a
members’ platform meeting in January 2011.
Alliance members are independent in their operations
and strategies, but they have in the Alliance a shared
vehicle and platform for collaboration. The true strength
of the Alliance does not lie in the capacity of the Board
or the Secretariat to take forward the HRH agenda in
isolation, but in the extent to which its members and
partners own and share its vision and strategy, and drive
them forward themselves as well as in partnership with
one another.

ACHIEVEMENTS AND OPPORTUNITIES
GLOBAL ATTENTION
In the past few years, the human resources for health
crisis has progressed from a neglected issue to one of
the most visible and discussed topics in the health and
development debates. Building on the JLI and the WHR
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2006, the Alliance and its members played a critical
role to maintain and increase the momentum for HRH
development through a number of initiatives and events:
in March 2008, the Alliance convened the First Global
Forum on Human Resources for Health in Kampala,
Uganda. (13) The Forum built consensus on how to
accelerate HRH action at global and country levels,
strengthen implementation capacity for HRH action at
these levels, and develop partnerships to work on HRH
as a global network. The Forum culminated with the
adoption of the Kampala Declaration and the Agenda
for Global Action,(14) which serves as an overarching
framework to guide health workforce development
globally. (see table 2).
The First Global Forum and subsequent work
undertaken by the Alliance progressively led to
increased momentum and attention to health workforce
issues. A number of international events and processes
over the past three years have reflected the paramount
importance of strengthening health systems, and the
health workforce in particular, including G8 summits,15
the recommendations of the High Level Taskforce
on Innovative International Financing for Health
Systems,(16) the proceedings of International AIDS
Conferences,(17) Women Deliver and Countdown to
2015 events(18) (focused on maternal, newborn, and
child health), African Union summits(19) and similar
fora in other regions. The 2010 UN High Level Summit
on the Millennium Development Goals and the UN
Secretary General’s Global Strategy for Women’s and
Children’s Health also have clearly highlighted the
importance of health systems strengthening through
HRH.(20) Most recently, the Second Global Forum
on Human Resources for Health, held in Bangkok,
Thailand, in January 2011 provided an opportunity

Table 2: The six strategies of the Agenda for Global Action
Agenda for Global Action
The Agenda for Global Action identifies the need to develop global, regional, national and local partnerships to implement six
interconnected strategies to address the health workforce crisis.
1.

Building coherent national and global leadership for health workforce solutions

2.

Ensuring capacity for an informed response based on evidence and joint learning

3.

Scaling up health worker education and training

4.

Retaining an effective, responsive and equitably distributed health workforce

5.

Managing the pressures of the international health workforce market and its impact on migration

6.

Securing additional and more productive investment in the health workforce
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to re-convene the global HRH community to review
progress since the First Global Forum, and renew the
momentum and the commitment to health workforce
development.(21)
BROKERING KNOWLEDGE ON HRH.
Aside from attention to and visibility of the issue, effective
action depends on applying solutions of known efficacy.
In this respect, the last few years have seen important
new guidance emerging in the form of evidence, tools,
and normative frameworks to address health workforce
challenges at national and transnational levels.
New evidence has highlighted the positive potential of
community health workers and mid-level health providers
to improve access to essential health services, a policy
option that can contribute to retention of health workers
in rural areas while containing costs. (22-25) Evidencebased guidance is now available on rural retention of
health workers(26,27) and some aspects of task-shifting.(28)
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Through the work of task forces and working groups
convened by the Alliance, new guidance has been
made available on health worker education,(29) laying the
ground for the work of a high-level commission which
has identified the needs of health worker education in
the 21st century.(30) Other tools have been developed
and disseminated to facilitate the overall health
workforce development cycle,(31) and more specific
ones on the planning,(32) costing,(33) and monitoring(34)
of HRH development. At the normative level, a WHO
global code of practice on international recruitment
of health personnel (the Code) (35) was adopted at the
World Health Assembly (WHA) in 2010, providing an
unprecedented opportunity for countries to collaborate
in tackling the challenges of international brain drain.
Best practices have been identified on a range of HRH
functions, such as advocacy for HRH,(36) or factors
contributing to positive practice work environments
and leading to improved satisfaction, performance,
and retention of health workers.(37) Information and
evidence sharing has significantly improved through

Table 3. Country Coordination and Facilitation of an integrated HRH response
Promoting an integrated HRH response at national level
The complexity underpinning health workforce availability and performance calls for integrated and coordinated responses that
pay adequate attention to every critical step in the “supply chain” of health workers, and involve all key stakeholders. Ministries
of health could strengthen health workforce development by working more closely with other sectors (including education,
labour, civil service, finance), and other non-state actors within the health system (such as academia, private sector employers,
professional associations, and regulatory bodies, civil society, international organisations, and development partners).
To contribute to a more integrated, coordinated and inclusive health workforce response, the Alliance launched a process of
Country Coordination and Facilitation (CCF) in a first wave of 17 crisis countries from all regions. The process entails providing
catalytic support to national HRH coordination mechanisms to effectively carry out a number of functions:
• identifying HRH priorities as an essential component of health system development;
• establishing linkages with all public sector departments, private and civil society institutions that are involved in HRH;
• promoting dialogue, information and data sharing, facilitate the exchange of best practices among HRH stakeholders;
• advocating for adequate investments in HRH from both external sources and national strategies and budgets, such as the
medium term expenditure framework (MTEF) and the poverty reduction strategy papers (PRSP);
• supporting negotiations and arbitration with different partners on matters relating to HRH;
• monitoring and evaluating the progress in HRH development on a regular basis.
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the establishment of dedicated HRH databases,(318,39)
communities of practice, and other types of fora for
virtual exchange.(40,41)
COMMITMENT TO NATIONAL LEVEL SOLUTIONS
Global attention and availability of tools and evidence
however, will not suffice in redressing the health
workforce crisis unless they are backed up by leadership
and commitment at national level. Government
leadership exercising its stewardship role is critical.(42)
A number of successful health workforce development
initiatives demonstrate how some countries have
taken ownership of the HRH development agenda by
adopting various combinations of policy reforms and
investment decisions. Ethiopia, Pakistan, and Ghana,
for example are attempting to address shortage and
maldistribution of physicians, nurses, and midwives
by prioritising the training and deployment of health
workers at the community level. (43-45) Mozambique
allows Cesarean sections to be performed by midlevel health providers, who conduct the vast majority
of these life-saving procedures in rural areas,
maintaining low morbidity and mortality.(46) Rwanda
has improved the motivation and performance of its
health workforce by aligning donor-supported salary
top-ups with national priorities through a results-based
financing strategy that has contributed to scaling
up coverage of essential maternal and child health
services.(47) Brazil has succeeded in professionalizing
hundreds of thousands of “nurse-agents” through
a national programme carried out by dozens of
training institutions in all 27 states, contributing to
the re-configuration of health teams into family health
teams, an essential element of Brazil’s Unified Health
System.(25)
Other countries have taken action to address
systematically their human resource crisis. Malawi,
with the support of partners like the UK Department
for International Development (DFID) and the Global
Fund to Fight AIDS Tuberculosis and Malaria (the
Global Fund) has implemented a comprehensive
Emergency Human Resources Programme (EHRP)
that has led to improved availability, distribution, and
performance of health personnel, and is credited with
saving 13,000 lives.(48) Many more countries are taking
similar initiatives, and several made specific pledges to
boost their health workforce in the context of the United
Nations Global Strategy for Women’s and Children’s
Health.
Recognizing the persisting need for external financial
support in some low-income countries, several development
partners, including Japan(49), the United Kingdom, and the
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United States President’s Emergency Plan for AIDS Relief
(PEPFAR)(50) have made specific commitments to train new
health workers. In a related development, the Global Fund,
the GAVI Alliance, the World Bank, and WHO are setting
up a joint funding platform for health systems(51), which has
the potential to create new opportunities to finance health
workforce development (Table 3).

CHALLENGES AND THREATS
Despite encouraging signs of progress at several levels,
important challenges persist and are apparent across all
areas related to health workforce development.
In terms of national level leadership, the increased
attention is not always translating into effective
stewardship through implementation of realistic and
needs-based health workforce strategies, nor through
the consistent adoption of evidence-based policies.
Many countries for example, are still not exploiting
the full potential of task shifting.(52) Similarly, the
functionality and inclusiveness of national coordination
mechanisms for HRH development are uneven. Of
equal importance, information and data on health
workforce availability, distribution, and performance
are not systematically available, hindering the
monitoring and effective management of health
workforce development.(53)
In many countries, especially in Africa and complex
emergency settings, education and training capacity
is insufficient to match the growing demand for health
workers and the diversifying set of skills they need in
order to cope with the double burden of communicable
and non-communicable diseases.
Working conditions and incentives in LMIC are still
inadequate to ensure the retention of health workers in
rural areas. While mitigation measures are being put in
place in some contexts, it is unclear, due to lack of updated
and reliable information on health personnel distribution,
whether these are having the desired effects.
International migration of health personnel from LMIC to
high-income countries will continue unabated (and might
actually worsen, given the increasing needs of aging
populations in high-income countries) unless the supply
and demand factors that determine it are addressed
comprehensively. The Code provides a valid framework
to do just that, but its formal adoption at the WHA alone
will not create a real and sustainable change.
A global economic crisis, restrictive macro-economic
policies(54), concerns about the transparency(55) and
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additionality(56) of development assistance for health
all may impede the necessary investments in health
workforce development from both domestic and
international sources. Persisting governance constraints
in some contexts limit the efficiency - and impact - of
investments made.(57)

HRH: AN UNFINISHED AGENDA
Individual examples of progress in tackling the health
workforce crisis exist, alongside clear indications
of persisting challenges. In terms of density and
distribution of health workers, lack of reliable data in
publicly accessible databases prevent the drawing of
firm conclusions as to whether the overall and nationspecific situations have improved since the crisis
was first highlighted as an issue in the mid- 2000s.
According to statistics available in the Global Atlas of
the Health Workforce, all 57 priority countries originally
identified by the WHR 2006 still remain below the
threshold of 2.3 doctors, nurses, and midwives per
1,000 population.(58) For most of these countries
however, the data reported date back to the 20042006 period. More recent data are available for only
a few countries.
To review progress, foster mutual accountability, and
facilitate a renewal and strengthening of commitment for
health workforce development, the Alliance conducted
in 2010 an analysis of the health workforce governance
and policy environment in the 57 priority countries.(59) The
findings were published in 2011 and first disseminated
at the Second Global Forum on Human Resources for
Health, revealing both areas of progress and those
needing renewed attention. Two key findings revealed
that less than half of the countries surveyed reported
implementing a costed and evidence-based health
workforce development plan; and that the availability
of health workforce data is uneven and particularly
limited regarding the international movement of health
workers, a precondition for the effective monitoring of
the Code. Progress in putting into practice the Kampala
Declaration and the Agenda for Global Action is,
therefore, patchy, both in relation to different domains
of health workforce development, and across countries
and regions.(60)
While sub-Saharan Africa is unquestionably the region
hardest hit by the health workforce crisis, other regions
remain severely affected: South East Asia is the region
needing the highest number of additional health workers,
as a consequence of the large populations -- and health
worker needs -- in countries such as Pakistan, India,
Bangladesh, and Indonesia.
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Latin America is also affected in a serious way, and it
is unclear whether things are improving. El Salvador,
Haiti, Honduras, Nicaragua, and Peru count among
the 57 priority countries affected by a critical health
workforce shortage. Among these 5 countries, Haiti’s
health workforce crisis is particularly severe, with an
extremely low density of physicians, nurses, and
midwives, and limited progress in putting in place
the required mechanisms, policies, and strategies to
tackle the problem. At the other end of the spectrum,
the density of physicians, nurses, and midwives
in El Salvador and Peru is closer to the minimum
recommended threshold of 2.3 per 1,000 population. El
Salvador and Peru also reported a comparably more
favourable policy environment for HRH development.
Honduras and Nicaragua had not yet responded to
the survey at the time when the monitoring report was
published.(59)

FUTURE STEPS
The recently concluded Second Global Forum on Human
Resources for Health re-committed to the principles of
the Kampala Declaration and Agenda for Global Action,
and identified a set of actions required to move forward
the HRH development agenda.61
An “all of government” response will be required to
ensure coordinated action and coherent policies
across sectors. Relevant governance and coordination
mechanisms should be bolstered to ensure an HRH
response owned by all major stakeholders, including
those within the public sector and those outside it, and
to create mechanisms for collaboration, mutual support,
and accountability. The capability to plan and manage
the health workforce should be strengthened according
to the needs of the local context.
There is a particular need to strengthen national
capacities to collect, collate, analyse, and share regularly
health workforce data to inform policymaking, planning,
and management.
Pre-service training of health workers should be scaled
up in countries facing critical shortages, and incorporate
emerging best practices and approaches.(62)
Suitable policies and strategies, including fair
remuneration, appropriate incentives, access to
necessary resources, prevention of work-related
hazards, and supportive management practices,
should be adopted to attract and retain health
workers with appropriate skills mix in rural and other
under-served areas. Such policies and strategies
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should be used to influence global labour markets
in favour of health worker retention in LMIC. Health
worker performance - in terms of both productivity
and quality, also should be enhanced through
regulation, accreditation, and compliance with
national standards, competency-based curricula and
education programmes, effective supervision, and
enabling practice environments.
Sufficient resources for health workforce development must be secured from domestic and international
sources, ensuring the complementarity of the latter by
addressing restrictive macro-economic policies and domestic governance and transparency constraints. The
required investments and support should be aligned
to country priorities and national health plans; have a
long-term perspective; be predictable and flexible; and
allow for investment in pre-service education, remuneration, and the improvement of working conditions
for health personnel.(63)
The nature and complexity of these tasks make it
evident that only coordinated and integrated action by
a number of different constituencies and stakeholders
can deliver such an ambitious programme of change.
Within this agenda, the Alliance will continue serving as
the leading global advocate, networking hub, convener,
and knowledge broker to catalyse action for health
workforce development at both the national and global
levels.
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