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FOREWORD

Most countries of the world have a stated commitment to improving the health of their inhabitants.
However, there are enormous challenges in attaining that goal, and some states have not devoted

the planning and resources needed for success. For a functioning health system to work, having the
appropriate mix of skilled health care workers is fundamental. But what we are experiencing now is
a global health worker shortage of staggering proportions. Without adequate numbers of trained and
employed health workers, people cannot access the care they need, particularly the global poor. The
causes of the shortage are complex, with some being “homegrown” due to poor planning, financing,
and policy, but a significant contributor is the reliance of developed countries on foreign-trained
health workers to meet their workforce needs.

The World Health Organization estimates that there is a shortage of about four million health
workers needed to deliver essential health services, and has called for immediate action to resolve
the accelerating crisis in the global health workforce. This report grew out of a concern that much
more needs to be done by wealthy countries to respond to this challenge. The clarion call by authors
Paula O’Brien and Lawrence O. Gostin in this report is that every country and all stakeholders
must be deeply engaged to solve the global human resource shortage. While acknowledging the
interrelationships among the various components, the authors direct their recommendations to the
United States because of its unique leadership capacity. They offer seven recommendations to the US
government to address the global health worker shortage, including building its own workforce with
a focus on self-sufficiency and task shifting, collaborating with the international community, and
reforming its global health assistance programs to help developing countries educate and retain their
own workers. Such initiatives will have clear benefits for all Americans and others around the world.

Health care administrators, consultants, academicians, practitioners, and policymakers from
many nations met twice in face-to-face meetings to assist the authors in the design and content of
the report. These participants and other constituents of the Milbank Memorial Fund reviewed
successive drafts of this report. The information and recommendations in this report are timely and
vital for policymakers at the national and global level. We thank all who participated in this project,

which promises to offer fresh, innovative ideas for the strengthening of health systems.

Carmen Hooker Odom

President

Samuel L. Milbank

Chairman
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CHAPTER 1: THE GLOBAL HEALTH WORKER CRISIS—

EXECUTIVE SUMMARY

The world is experiencing a serious human resource shortage in the health sector, which the World
Health Assembly calls “a crisis in health.” The World Health Organization (WHO) estimates that

4.3 million more health workers are required to meet the health Millennium Development Goals
(MDGs)—a global compact to reduce child mortality, improve maternal health, and combat AIDS,
malaria, and other diseases by 2015. But even this alarmingly high figure significantly underestimates
the global need for human resources because the WHO only accounts for shortages in 57 countries
that miss the minimalist target of 2.28 doctors, nurses, and midwives per 1,000 in the population.
These 57 countries have “critical shortages,” but the WHO estimate does not take into account

the shortages of health workers experienced in countries who provide services in excess of basic
immunizations and childbirth attendance. The agency does not factor in the shortages that emerging
and developed countries claim to be experiencing. Nor does it factor in the marked human resource
disparities among countries and regions, which reveal that shortages in low-income countries are
actually much worse.

The global human resource shortage is certainly much greater than 4.3 million health workers.
And the shortage includes more than physicians and nurses—extending to health workers across the
spectrum, including pharmacists, dentists, laboratory technicians, emergency medical personnel,
public health specialists, health sector management, and administrative staff.

The human resource crisis affects developed and developing countries, but the global poor suffer
disproportionately, not only because they have a much smaller workforce but also because their
needs are so much greater. Of the 57 countries with critical shortages, 36 are in Africa. Africa has
25% of the world’s disease burden, but only 3% of the world’s health workers and 1% of the economic
resources. In particular, there is an extreme imbalance in the distribution of the estimated 12 million
working nurses worldwide: the nurse-to-population ratio is 10 times higher in Europe than in Africa or
Southeast Asia, and 10 times higher in North America than in South America.

These sterile numbers mask the real human tragedy of health personnel shortages. Where there
are vastly inadequate numbers of health workers trained and employed, people cannot enjoy the good
health that will enable them to flourish. They have fewer opportunities to prevent and treat injuries
and diseases or to relieve pain and suffering when they are sick or dying. According to the WHO, in
many poor countries, the lack of health workers is a major factor in the deaths of large numbers of
individuals who would survive if they had access to health care.!

The WHO asserts that health workforce shortages have replaced system financing as “the most
serious obstacle” to realizing the right to health within countries.? Certainly, health workforce
capacity building should not be the sole focus of national and international efforts to improve health.
There are numerous competing health agendas, including financing and universal coverage.? as well
as meeting “basic survival needs,” including food, clean water, sanitation and sewerage, vector control,
and tobacco control.* Yet, most health services cannot be assured in the absence of trained health
workers. There is little point, for example, in delivering containers of drugs and medical equipment to

a country if there are no skilled professionals to deliver these goods to the people who need them.

1 Milbank Memorial Fund



The causes of the human resource shortages are multifaceted and complex, but not so complex
that they cannot be understood and acted upon. The factors that produce health workforce shortages
are not the same in all countries or in all parts of countries. In designing solutions, policymakers
must take account of local causes and conditions. However, some factors are common across cultures,
even if their local manifestation may vary. For example, in most countries with shortages, there is
inadequate funding of health worker education and training.

Some of the causes of local health workforce shortages are “homegrown” due to inadequate
planning, financing, and policy. However, local shortages can also be caused or exacerbated by
conditions in other countries. One country’s domestic and foreign policies can significantly affect
health worker shortages in other countries. These policy choices are often made without regard for
the potential negative impacts on the health workforce in other countries. Governments may not
intend to cause harm outside their borders, but public officials may either be unaware of the effects
or simply too focused on domestic political concerns. Developed countries, for example, often rely
significantly on foreign-trained health workers to staff their health systems. These developed countries
do, or ought to, know that many workers come from countries that desperately need more health
professionals themselves.

In this report, we make the case for the United States government to seriously address the
problem of the global human resource shortage, particularly in the most disadvantaged countries.
The United States has an important role to play in addressing this shortage, as do many other rich
countries. By focusing on the United States, we are not suggesting that the United States bears
responsibility for the current problem. As we discuss in the report, there are many factors that
contribute to the shortage, and the practices in many countries have a profound impact on the global
shortage of health workers.

Nevertheless, the United States is well-placed to play a critical leadership role for several
reasons. First, an effective response to the worldwide human resource shortage requires global
cooperation, in combination with international, national, and local initiatives. Each country must
make a contribution to solving this difficult and entrenched problem by examining the domestic and
international actions it can take to reverse it. With its global leadership status, the United States can,
by its response, become a model for other developed countries.

Second, the United States is a contributor to the global workforce shortage but also has the
capacity to make a significant difference in addressing it. The United States has not demonstrated a
commitment to pursue a policy of national self-sufficiency (or at least a high level of self-sufficiency)
in the production of local health workers. Because of its failure to plan for the education of American
health workers, the United States relies on large numbers of migrant health workers to keep its health
system fully operational. The United States, as well as Western Europe and other highly developed
regions, has become a magnet for foreign-educated physicians and nurses. Although the United States
absorbs the largest numbers of foreign-born doctors and nurses in absolute terms, there are many rich

countries that, in relative terms, are much more reliant on migrant health workers. Countries like
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Canada, the United Kingdom, Australia, and New Zealand all have higher levels of relative reliance on
foreign-born doctors and nurses than the United States. Nevertheless, these data suggest that all rich
countries, whether their use of migrant health workers is more or less, in relative or absolute terms,
must recognize their role in the shortage and take remedial steps as a matter of urgency.

Third, the current policy environment in the United States presents the opportunity for
the government to make major commitments to the global health worker shortage. Successful
implementation of the Affordable Care Act, which will extend insurance coverage to an additional 30
million people, requires an expanded workforce. Delivering health services to these people requires
rethinking the United States’ approach to health workforce creation and retention. The United States
need not necessarily train ever-increasing numbers of health workers. Rather, it is the right moment
to reconstitute its health workforce composition, determining the best mix of health workers needed
to keep Americans well and care for those who are sick.

The current US policy context also includes an overhaul of the United States’ global health
assistance program, known as the Global Health Initiative (GHI). The changes promised by the GHI
also suggest that it is time to focus on the global workforce shortage. This focus would fit well with the
GHTI’s core principle of integration across government agencies. It would also be entirely consistent
with the “basic health needs” approach that advocates are urging. Such a revision of US global
health policy would signal a shift from a disease-specific orientation towards a concern with whole
communities having the basic goods and services they need to stay healthy.

Recognizing the moral responsibility and capacity of the United States to make a difference, we
offer seven recommendations. We understand that public officials have to make difficult trade-offs
among a range of policies and resource allocations. We have selected policy interventions, which, to
the greatest extent possible, are supported by evidence or have been shown to be effective through
experience. We also acknowledge that there is a need for more high-quality research into the
effectiveness of programs and activities.

In formulating these seven recommendations, we consider the scope of the global shortage (chap-
ter 2) and address the underlying causes (chapter 3). We also craft solutions that take into account and
carefully balance the rights, interests, and obligations of major stakeholders. We analyze in detail the
interests and rights of individuals and communities whose health is at stake and of health workers
who are in short supply but should not be seen as tradable commodities (chapter 4). We also examine
the interests and obligations of governments (interchangeably referred to as states or countries), but
especially the US government, from four perspectives: government responsibility for the health of its
inhabitants; government responsibilities for the health of people in other states; government policies
toward migrant health workers; and government policy toward health worker emigration.

This “mapping” of rights, interests, and obligations starkly reveals the common and contested
ground among the diverse actors. Our recommendations take account of these conflicts of interests
and rights, particularly those that may stand as a barrier to the US government in solving complex

health workforce problems.
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Although our recommendations are directed to the US government, a range of other actors has a
major stake and can assist in finding innovative solutions. These actors include state/tribal and local
governments, health professionals and their trade associations, academia, health insurers, labor, and
business. The federal government must provide leadership, but it will need the full involvement of the
range of interested parties.

The following is a brief description of our seven recommendations, which are discussed in detail

in chapter 5.

RECOMMENDATION 1:
The administration, in collaboration with states and other stakeholders, should develop a

strategic plan for addressing the health worker shortage in the United States.

A considered national plan for responding to the domestic human resource shortage does not
currently exist and is urgently needed. In developing the plan for its own workforce, the United States
should consider how it would affect low- and middle-income countries. The plan should outline, with

some specificity, the strategies that will be pursued to meet domestic human resource needs.

RECOMMENDATION 2:
The administration, using an “all-of-government” approach, should develop a strategic

plan to address the global health worker shortage.

The administration, in partnership with major stakeholders, should develop a strategic plan for
addressing the global shortage of health workers. The plan should link to the domestic health system
and to migration policy, as well as to foreign development assistance. The plan should adopt an “all-of-
government” approach, involving stakeholders from all levels of government and the private sector.
We recommend that the plan include a commitment to adopt a tool to assess the impact of
domestic and foreign policies on the health workforce in other countries. The plan should embody

the content of recommendations 3—7.

RECOMMENDATION 3:
The administration, with congressional support, should provide global leadership in

addressing the global health worker shortage.

The United States should support bilateral and multilateral institutions and mechanisms that are being,
or could be, used to address the global health workforce shortage. In particular, we recommend that the
United States vigorously implement the WHO Global Code of Practice on the International Recruitment
of Health Personnel (WHO Code) and ratify the International Convention on the Protection of the
Rights of All Migrant Workers and Members of Their Families (Migrant Workers Convention).
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The United States should use bilateral and multilateral agreements to embody its specific
commitments to solving the global health worker shortage. The agreements could cover health
workforce self-sufficiency for the United States and partner countries; financial and technical support
for health workforce capacity building; managing and monitoring health worker migration between
countries; knowledge and skills development programs for migrant health workers; collection
and sharing of data on migration; protections for migrant health workers, including portability of
payments made to pension plans during service in the United States; and facilitating remittance
transfers and the diaspora in the United States to assist with the development of the health systems in
migrant workers” home countries.

The proposed Framework Convention on Human Services (FCHS) currently being developed
by the World Bank, in collaboration with the O’Neill Institute on National and Global Health Law at
Georgetown University, for the Caribbean Community (CARICOM), provides a model for the United
States. Although the process will require buy-in by governments in the Caribbean, the CARICOM
FCHS, if successful, will be an international agreement designed to ensure cooperation and capacity
building for human resources throughout the region. It would coincide with the new single-market
economy providing a common market for trade in goods, services, capital, skills, and free movement
of labor.

RECOMMENDATION 4:
The administration and Congress should reform US global health assistance programs to

increase health workforce capacity in partner countries.

The United States should reorient the focus of its global health assistance programs to health system
strengthening. The most important contribution that the United States can make to resolve the
shortage of health workers in poor countries is to provide financial and technical support for the
training, employment, and retention of local health workforces. This should be a major part of the
Global Health Initiative. The United States should support countries with critical health workforce
shortages to address the underlying causes of the shortages. Task shifting (being the notion of
delegating tasks from more- to less-specialized health care workers who can competently and safely
perform the task) and increasing the numbers of community health workers, primary health care
professionals, public health professionals, and health care managers and administrators should be key
components of these programs.

The designation of 20 “Global Health Initiative Plus” countries offers an opportunity for the
administration to evaluate strategies for addressing the difficult and deep causes of the global health
worker shortage. For example, finding ways to improve health worker retention would be a valuable

focus of such research.
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RECOMMENDATION 5:
The administration, together with Congress, should increase financial assistance for

global health workforce capacity development.

The US government has made major new financial commitments to global health for the period 2009—
2014, even though the budget deficit debates place those commitments in jeopardy. The United States
has promised US$63 billion over six years, although the current budget deficits will place a major
strain on foreign assistance programs.

Even if all the financial commitments are fulfilled, they will still fall short of the Institute of
Medicine (IOM) recommendation that the United States double its annual commitment to global
health between 2008 and 2012 from $7.5 billion to $13 billion. The IOM figure is based on three
assumptions: a Gross National Income (GNI) for the United States in 2012 of US$15 trillion; 0.54% of
GNI being spent on official development assistance (with this being the rich country average in 2008);
and 16% of official development assistance being spent on health. We urge the US government to
consider progressing towards the target set by the IOM.

We also recommend that the increased budget for global health expenditure be used to

adequately resource health workforce development programs.

RECOMMENDATION 6:
The US government, in collaboration with its partners, should increase the number of

health workers being trained in US institutions for service in the US health system.

The United States should increase its domestic production of health workers to meet most of the
national demand. Positive first steps can be seen in the Affordable Care Act, which has made large
financial commitments to health workforce development. However, further financial commitments
will be required to meet the demand for health workers in the future.

The private sector should also increase its commitment to training and education. There is a
pressing need for innovation in health worker training to enable the graduation of larger numbers of
competent health workers to meet the national demand.

It is vital to stress, however, that this effort does not simply mean training more physicians and
nurses. Rather, it requires a strategic examination of the health needs of individuals and communities
and the determination of the most appropriate mix of services to meet those needs. Task shifting,
community health workers, primary health care, and public health should be key components of
these strategies. There is good evidence of the success of these methods in providing access to health
care, reducing health disparities, improving quality of care, and capping health care costs.

Innovation is required to ensure that there are increased levels of retention in the health

workforce and that competent professionals are available in poor and rural communities.
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RECOMMENDATION 7:
Congress should empower the Department of Health and Human Services or another

appropriate agency to regulate the recruiters of foreign-trained health workers.

The federal government should regulate the recruitment of migrant health workers. Protection of
migrant health workers is essential. The benefits of migration to development are maximized when
migrant workers’ rights are properly safeguarded. The Migrant Workers Convention and the WHO
Code should be followed in designing this regulatory model. The Convention should be implemented
in full in domestic law. The Voluntary Code of Ethical Conduct for the Recruitment of Foreign-
Educated Nurses could also form the basis of a US regulatory regime for the protection of migrant
workers in relation to the conduct of recruitment companies.

The seven recommendations outlined in this report would reform policies and programs to
improve human resources in the health sector in the United States and beyond. The United States has
a clear national interest in reforming its human resources policies domestically and globally. These
recommendations suggest how the federal government can best perform this task. The benefits of

doing so would flow to Americans and others around the world, particularly to the most disadvantaged.
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CHAPTER 2: THE GLOBAL SHORTAGE OF

HEALTH WORKERS

The world is facing a major shortage of health workers, the size of which is difficult to comprehend.
The World Health Organization (WHO) estimates there is an immediate global need for an additional
4.3 million health workers in the 57 countries with critical shortages. Unless these shortages are
ameliorated, it will place in jeopardy the achievement of the health-related Millennium Development
Goals (MDGs).2

In these 57 “critical countries,” many people go without health services because there are simply
too few professionals to do the work required or there is an uneven spread of professionals between
rural and urban locations, wealthy and poor communities, and public and private sector health
services. In many instances, the “maldistribution” of workers is more difficult to correct than the lack
of health workers. The dearth of health workers has no doubt contributed to high levels of suffering
and illness, as there are dire health effects for people who cannot access the services.

Although this chapter focuses on “mapping” the shortages in the 57 countries on WHO’s “critical”
list, it is important to stress that the world’s total health worker deficit is much more than 4.3 million.
The WHO does not take into account shortages in other developing countries, nor does it take into
consideration shortages that developed countries are experiencing, even if the claims of shortages by
rich countries are treated with some caution.

In order to assess the shortages experienced in critical countries, this chapter begins by
considering who a “health worker” is and what a “health worker shortage” is. Against this background,
we examine the situation in countries with critical shortages. The chapter then specifically considers
the shortages in Africa and Southeast Asia, the two regions with the largest shortages in relative and
absolute terms, respectively. Finally, this chapter discusses the affects of the shortage on disease

burden, as well as the consequences for patients and populations.
WHO IS A “HEALTH WORKER"”?

To accurately determine the extent of the human resource shortage, it is important to understand the
kinds of health professionals needed in a well-functioning health system. This is not an easy task and
different countries use varying classification systems to analyze their health workforce. The WHO is
working to develop a detailed universal classification system for health workers,® but in the interim, it
defines health workers as “all people engaged in actions with the primary intent of enhancing health.”*
This broad definition could encompass a large range of people, including doctors, nurses, dentists,
pharmacists, physiotherapists, laboratory technicians, community health workers, and traditional
healers; administrative workers in health care organizations such as management and clerical staff;
support workers such as catering and maintenance staff; public health personnel, health educators,
health sector volunteers, and family carers.” This definition does not encompass other workers whose
actions protect and advance the society’s health, but whose primary goal is not the improvement of
health. Police, for example, enforce seat belt or drunk driving laws and primary school teachers help

children learn the value of physical activity to a healthy life.
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COUNTING “HEALTH WORKERS”

Despite proffering a broad definition of a health worker, the WHO data about the health workforce
are more limited, due to major shortcomings in country collection of data. Many countries simply do
not collect any, or any meaningful, data for some categories of health workers.® As such, the WHO

is only able to collect data about paid health workers. Its data collection focuses on “health service
providers”” and “health management and support workers.”®

WHO data are most comprehensive in relation to physicians and nurses, with sparse information
about other health service providers and health management and support personnel. This is a
significant deficiency, given the invaluable contributions that other health service providers make to
functional health systems and the potential for task shifting from doctors and nurses to other cadres
of health workers, which is discussed in chapter 3. The WHO’s estimates of health workers generally
also only include workers employed in health care organizations and not those employed in other
settings, such as doctors working in businesses that care for the company’s workforce.’

Given the limited data available, the WHO estimates that there are 59.2 million full-time paid
health workers worldwide and that health service providers comprise two-thirds of this group (39.5
million), with the other third being health management and support workers (19.7 million).” The
WHO says that, in 2000, there were 9 million doctors and 15 million nurses and midwives worldwide. "
This results in an average density of 16 doctors and 2.5 nurses per 1,000 population.”

By contrast, the Joint Learning Initiative (JLI) assesses that there are more than 100 million
health workers worldwide, which includes 24 million doctors, nurses, and midwives, and 75 million
informal, traditional, community, and allied health workers There is a huge variation between the
WHO and JLI figures, which may be explained by the WHO counting full-time equivalent positions
and the JLI counting individual workers. The divergent estimates of the WHO and the
JLI point to the difficulties of estimating the size of the current health workforce and, by extension,

its deficiencies.
WHAT IS A “HEALTH WORKER SHORTAGE”?

A number of indicators can be used to determine whether there is a health worker shortage in a
country or a region within a country. In relation to nursing, for example, process indicators, such as
vacancy rates, job turnover or wastage, use of temporary staff, application rates for training positions,
and outcome indicators (e.g., mortality rates, cross infection, and patient accidents) may all point to a
staffing shortage

A more precise analysis of the adequacy of a country’s health workforce requires that the current
health workforce be compared with an established benchmark of the number and types of health
workers that are needed for the country to meet its people’s health needs. It is the gap between this

benchmark level of health worker availability and the current level that, in our view, constitutes a
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“shortage.” “Health worker availability” refers to the idea that workers are trained and employed as
health workers to provide services to advance the public’s health.

Using this definition, a “shortage” encompasses three concepts: first, inadequacies in the health
workforce due to a failure to train an adequate number of health workers; second, a lack of health
workers who, despite being trained, are ready and willing to serve in the health system;" and third, a
lack of employment opportunities for health workers (see figure 1). Given this approach, countries such
as the Philippines, which have more trained nurses than can be employed in their deeply underfunded

health systems, are treated as experiencing health worker shortages.

FIGURE 1. HEALTH WORKER SHORTAGES

Too few and/or Too few and/or Too few jobs = Health
health health for health worker
workers workers workers shortages
being willing to
trained work in

the health

system

In setting a health workforce benchmark, it is generally accepted that there is a correlation

16

between health worker density and positive health status and outcomes (see figure 2)." Despite this,

”I"There is no formula for the

there is “no single global norm or standard for health worker density.
number and mix of health workers (for example, the nurse-to-doctor ratio) that must be present to
ensure an effective health system.

There is a complex set of factors that is relevant for determining the optimal health workforce
composition for a particular country, including demand factors (such as demographic and
epidemiological trends, service use patterns, and macroeconomic conditions); supply factors (such as
labor market trends, funds to pay salaries, health professional education capacity, licensing and other
entry barriers); factors affecting productivity (such as technology, financial incentives, staff mix, and
management flexibility in resources deployment); and priority allocated to prevention, treatment, and
rehabilitation in national health policies.” It is also important to consider countries in the same region
or at the same level of development as the country determining its minimum and/or optimal health
workforce benchmarks."

The use of vastly different benchmarks for determining health workforce shortages means that

the countries claiming to have shortages may not be at all similar in terms of the nature of their
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FIGURE 2. HEALTH WORKERS SAVE LIVES!
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Source: WHO. 2006. The World Health Report 2006—W orking Together for Health, page xvi.
Available at http://www.who.int/whr/2006/whr06_en.pdf.

population’s health status and needs, the functionality of their health system, the size and composition
of their health workforce, the relative and absolute severity of their claimed health worker deficit, and,
most importantly, the human consequences of the health workforce deficit.

A basic guideline developed by the JLI states that 2.5 health workers (counting only doctors,
nurses, and midwives) per 1,000 people are required to provide basic health interventions and
meet the main Millennium Development Goals for health.* The guideline is based on research
from around the world regarding health worker density and a finding that countries with fewer than
2.5 doctors/nurses/midwives per 1,000 people failed to achieve an 80% coverage rate for deliveries
by skilled birth attendants and immunization against measles. The WHO repeated the analysis and
arrived at a very similar conclusion: 2.28 doctors/nurses/midwives per 1,000 people are needed
to ensure that 80% of births are attended by a skilled birth attendant (see figure 3).' Although the
benchmark has some limitations,” it has been valuable in identifying those countries whose health

workforce is inadequate to deliver even the most basic immunization and maternal health services.
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FIGURE 3. POPULATION DENSITY OF HEALTH CARE PROFESSIONALS

REQUIRED TO ENSURE SKILLED ATTENDANCE AT BIRTHS

_ 100 Qe & S

) o Tt LT e

2 * e *

z * %o o , 00

T 80 R

e Minimum desired level of coverage " : ‘

2 . =

: e e te e

Lol

=2 60+ *

= “0

=

=

o oo

e ¢

= 44— Threshold estimate

2 . (2.28)

S 20 * '

23 Lower bound Upper bound

: * (2.02) 2.54)

© 0 T T |. : : T T
0 1 2 3 4

Doctors, nurses, and midwives per 1,000 population

Source: WHO. 2006. The World Health Report 2006—W orking Together for Health, page 11.
Available at http://www.who.int/whr/2006/whr06_en.pdf.

IS THERE A GLOBAL HEALTH WORKER “SHORTAGE”?

Using the JLI benchmark, it is estimated that there is a shortage of more than 4 million doctors,
nurses, and midwives.” In its study, WHO estimated that in 57 countries, there are 2.4 million too
few physicians, nurses, and midwives to provide essential health interventions. The WHO suggests
that there are, in fact, 4.3 million too few health workers in these 57 countries, taking into account
the other health workers required to work with the doctors, nurses, and midwives providing these
basic interventions.* Of these 57 countries, 36 are in Africa, and according to the WHO regional
classification system, 7 are in the Eastern Mediterranean region, 6 are in Southeast Asia, 5 are in

Central or South America, and 3 are in the Western Pacific region (see figure 4). Countries outside
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of Africa falling below the WHO benchmark include Pakistan, Bangladesh, Afghanistan, Lao People’s
Democratic Republic, India, Myanmar, Cambodia, Papua New Guinea, Indonesia, Iraq, Morocco, and

Yemen.>

By way of contrast, the United States and Canada have 11.93 and 12.09 doctors and nurses per
1,000 population, respectively.

In absolute terms, Southeast Asia has the greatest need for health workers to meet the WHO
standard because of high population density in India, Bangladesh, and Indonesia, where there needs
to be a 50% increase in health workers.” In relative terms, the greatest need is in Sub-Saharan Africa,
where a 139% increase in health workers would be required to reach the level set by the JLI and the
WHO (see table 1).2

Another way of understanding the shortages in critical countries is to consider how many
additional health workers are required in each country and the cost of securing these workers. On
average, each of the 57 countries needs an additional 75,000 health workers to deliver the most
basic interventions to their people. The cost of training all of the additional physicians, nurses, and
midwives is US$136 million per year for each of the 57 countries that fall below the WHO benchmark.
Employing newly trained health workers would incur an additional cost of US$311 million per country
per year.”” But it is not just a matter of throwing money at countries to solve the problem. Training
health workers requires the development of physical infrastructure in the form of training centers and
human capital in the sense of skilled health workers to act as educators. The long timeline for training
some cadres of health workers should also be kept in mind.

Of course, many countries aim to offer a range of health services for prevention and treatment
of disease beyond the bare minimum reflected in the MDGs, which means that additional health
workers are required.*” The lack of health workers to provide these additional interventions
also constitutes a “shortage,” but this is not captured by the JLI or WHO benchmarks or in the
WHO estimated deficit of 4.3 million workers. The total global deficit, with all of its associated
consequences and costs, is therefore most likely much greater than 4.3 million health workers. The
focus in this report, however, is on addressing the shortage in the world’s developing countries.

The analysis in this chapter uses the situations in Africa and Southeast Asia to highlight how the

shortage looks in such countries.
CRITICAL SHORTAGES

Africa’s shortage of health workers is at a critical level. Forty-six countries comprise the African region
of the WHO, and, as stated above, thirty-six of these fail to meet the WHO standard of 2.28 doctors,
nurses, and midwives per 1,000 people. In 2007, the WHO found that there were only 1.14 doctors,
nurses, and midwives per 1,000 population.* Some African countries are in a better or worse position
than these averages. For example, in Malawi, there are 2 doctors per 100,000 people.* The situation

is very similar in Mozambique where there are 3 doctors for every 100,000 people* and 32 nurses per

100,000 people.** In Uganda, there are 71 nurses per 100,000 people.® In Zambia, some district health
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FIGURE 4. COUNTRIES WITH A CRITICAL SHORTAGE OF HEALTH SERVICE
PROVIDERS (DOCTORS, NURSES, AND MIDWIVES)
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Source: WHO. 2006. The World Health Report 2006—Working Together for Health, page 12.
Available at http://www.who.int/whr/2006/whr06_en.pdf.

centers have no medical staff at all.** However, the situation in South Africa is much less serious, where
there are, on average, 4.85 physician and nurses to every 1,000 people.” In Seychelles, there are 9.44
physicians and nurses to every 1,000 people.*®

The situation is only marginally better in the Southeast Asian region. Six of the eleven
countries in this WHO region—Bangladesh, Bhutan, India, Indonesia, Myanmar, and Nepal—fall
below the WHO benchmark. In 2007, the WHO estimates that there were 1.33 doctors, nurses,
and midwives for every 1,000 people in the region.”” Bangladesh falls well below the WHO baseline
and the Southeast Asian regional average, with 0.58 doctors, nurses, and midwives per 1,000
population. This translates to 26 doctors, 14 nurses, and 18 midwives per 100,000 people. Bhutan
is in an even worse position, with 0.27 doctors, nurses, and midwives per 1,000 population and

5 doctors for every 100,000 people. India is a strong emerging economy (and exporter of doctors
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TABLE 1. ESTIMATED CRITICAL SHORTAGES OF DOCTORS, NURSES, AND
MIDWIVES BY WHO REGION

Percentage

Estimated i e
WHO region Total Total stock shortage required

Africa 46 36 590,198 817,992 139
Americas 35 5 93,603 37,886 40
Southeast Asia 11 6 2,332,054 1,164,001 50
Europe 52 0 NA NA NA
E’Ia:(;f:::ranean 21 ST 98
Western Pacific 27 32,560 119

NA, not applicable.

Source: WHO. 2006. The World Health Report 2006—W orking Together for Health, page 13.
Available at http://www.who.int/whr/2006/whr06_en.pdf.

to several developed countries) but still has only 1.87 doctors, nurses, and midwives per 1,000
population. Together, these 6 countries in Southeast Asia have a larger absolute deficit than the 36

countries in Africa.
THE GEOGRAPHIC AND ECONOMIC MALDISTRIBUTION OF HEALTH WORKERS

In countries falling below the benchmarks set by the JLI or the WHO, the scarcity of health workers
is most intense in rural and impoverished areas, and in health facilities that serve the poor.* Many
health workers congregate in cities and even then avoid working in particularly poor communities,
preferring the higher wages and better conditions in private for-profit or not-for-profit health centers
and hospitals."

The WHO suggests that, globally, less than 55% of people live in urban areas, but more than
75% of doctors, 60% of nurses, and 58% of other health workers live in urban areas.”” Some parts of
rural South Africa have 14 times fewer doctors than the national average.* The problems of access
to health services in South Africa are further compounded by the fact that the private sector employs

half the country’s nurses and two-thirds of the country’s doctors,** who serve only 20% of the country’s
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population.” This means that, while South Africa as a whole exceeds the JLI and WHO benchmarks,

parts of the country and segments of the population do not have access to health workers.
THE GRAVE DISEASE BURDEN

The poor health worker/population ratio in Africa and Southeast Asia is compounded by the regions’
grave disease burden. Not only are there inadequate numbers of health workers to assist each man,
woman, and child, there is also a much greater burden of disease and scarce resources. This creates a
vicious cycle of health decline, as inevitably, the disease burden grows when there are so few human
and other resources available to respond to the existing health problems.

Sub-Saharan Africa has 10% of the world’s population, 24% of the world’s disease burden, 3% of
the world’s health care workers, and less than 1% of the world health’s expenditures (see figure 5)."° Tt
is the need to treat HIV/AIDS that particularly exacerbates the workforce shortage in Africa.'” It has
been projected that, in the period 2006-2016, there could be a threefold increase in the number of
patients per physician for the delivery of HIV services in Africa and that each physician would need to
see 20,000 patients per year. This is an impossible expectation. By comparison, in the United States,
one physician is expected to manage about 2,000 patients per year or 20 to 25 patients per day."®

The United States offers a marked contrast, as it has an estimated 37% of the world’s health
workers, more than 50% of the world’s health financing, but only 10% of the global disease burden."
The United States has considerably more health workers to deal with significantly less disease burden.

In a context where human resources for health are so stretched, Africa’s and Southeast Asia’s
health systems cannot, or can only barely, offer the most essential health interventions to prevent and
treat injury and disease. The problem afflicts public sector efforts, as well as those initiatives sponsored
by other states, international organizations, nongovernmental organizations, and public-private
partnerships, such as the Global Fund to Fight AIDS, Tuberculosis and Malaria.*

Because of a lack of staff, hospitals may be forced to close, medical clinics to operate at reduced
hours,” patients to queue for many hours, new patients to be denied care,’ and new health programs
to be disbanded. Workforce shortages may make it difficult to respond to health crises such as
emerging infectious diseases, natural disasters, and armed conflict.” Even worse, human resource
shortages make it nearly impossible to plan and implement public health programs® or to create
innovative paradigms of care required for effectively treating chronic diseases.”

Due in large part to health workforce shortages, only 19% of African countries have at least 80% of
their populations immunized for measles. In Africa, on average, 910 women die for every 100,000 live
births,*® despite the fact that births attended by skilled professionals can significantly reduce the risk of
maternal mortality.”” Infant and under-five-year-old mortality also significantly decrease as the density
of health workers increases.”® In the African region, there is an infant mortality rate of 99 deaths per
1,000 live births, a neonatal mortality rate of 40 deaths per 1,000 live births, and an under-five-year-old
mortality rate of 165 per 1,000.
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FIGURE 5. DISTRIBUTION OF HEALTH WORKERS BY LEVEL OF HEALTH
EXPENDITURE AND BURDEN OF DISEASE BY WHO REGION
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Source: WHO. 2006. The World Health Report 2006—W orking Together for Health, page 9.
Available at http://www.who.int/whr/2006/whr06_en.pdf.

In the Southeast Asian region, the situation is slightly better than in Africa. There is an infant
mortality rate of 51 deaths per 1,000 live births, a neonatal mortality rate of 35 deaths per 1,000 live
births, and an under-five-year-old mortality probability of 68 per 1,000.%" There is a maternal death rate
of 460 per 100,000 births.®

Médecins Sans Frontieres reports that, due to the lack of health workers, anti-retroviral (ARV)
treatment for HIV/AIDS is not reaching 85,000 people in Malawi, 235,900 people in Mozambique,
735,000 people in South Africa, and 39,300 in Lesotho.® Without ARVs, these people will suffer and
die needlessly. Some may try to scrape together monies to pay for health services in the private sector®

—which is often better staffed—but this may cause even further impoverishment.**
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These data exemplify the “disturbingly large chasm”® between what scientific development
theoretically enables us to do to prevent morbidity and premature mortality and what is being done.
This contrast is starkest in some of the poorest countries, such as those in Africa, where people are ill
and dying from diseases that are wholly preventable and/or treatable using very simple, inexpensive
methods. The WHO reports that, in many instances, there are adequate supplies of drugs and

technologies available to improve health, but simply no health workers to administer them.*

CONCLUSION

The current workforce shortages in the 57 countries marked as “critical” by the WHO are extreme.
The human costs are enormous. The money and time it will take to create and maintain a basic

health workforce in these 57 countries pose substantial burdens, particularly for those that have few
resources. The path to repairing this situation is not an easy one, but it is vital that action is taken as

a matter of urgency. A key to formulating and choosing strategies that will have a real impact is to
understand the causes of the global workforce crisis in various parts of the world. This is the subject of

the next chapter.
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CHAPTER 3: THE GLOBAL HEALTH WORKER

SHORTAGE—CAUSES

Gaining insight into the confluence of factors that causes health workforce shortages is critical in
designing effective solutions. Rather than a single cause, there are multiple complex causes (see

figure 6) that combine to produce a global shortage of 4.3 million workers in 57 of the world’s poorest
countries.! Some of these causes are cross-cutting and seen in all countries experiencing health worker
shortages. Other causal factors affect a particular country or a region of a country, or have a special

potency in one situation and not another.

FIGURE 6. DRIVERS OF INCREASED DEMAND FOR HEALTH WORKERS

o Population growth

o Increased purchasing power for health services
o Increased life expectancy

e Riseof chronic disease

o Spread of HIV

o Health workers’ skills in demand in diverse settings

Although it is essential to take a localized approach to the causal factors operating in a particular
country or region, it should not be assumed that the causes are solely domestic or local in nature. A
shortage in one country may be caused or exacerbated by health worker shortages in, or conduct
by, another country.? This boundary crossing is expected in a globalized world in which states are
interdependent due to the flow of goods, services, capital, knowledge, and people.?

In relation to the health workforce, this interconnection is seen most clearly when rich countries
leave unchecked their escalating demand for health workers and meet this need to a significant extent
through the migration and/or recruitment of health workers from poorer countries. The limited
supply of health care workers in the source country is further depleted when health care workers
leave for employment in the destination country. This chapter explores the ways in which shortages in

“critical” countries can be linked to the shortages in richer countries.

This chapter also examines the many additional factors that contribute to the global shortage of
health care workers. It starts by arguing that the global shortage is partly driven by the significantly
increased demand for health services across the globe, and particularly among the world’s well-
resourced countries. This increased demand is caused by a higher incidence of chronic diseases,
increased economic capacity to “purchase” health services, and the diversification of venues in which
health care is delivered.

This increase in demand has not been met with a corresponding increase in supply. Many

countries have not implemented the policies, accompanied by the necessary funding, to create the
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supply of health workers that their countries need. This is, in part, due to serious deficiencies in the
planning process resulting from a lack of relevant data, technical capacity, and engagement with
relevant stakeholders. There is too often also a failure to adopt clear policies of national self-sufficiency
and task shifting. In many countries, these deficiencies in the planning process have been coupled
with low funding levels for health workforce education and/or employment. Thus, people wanting to
pursue a career in the health sector cannot get the training they need, and health workers who are
ready and willing to work cannot find employment. Donor countries and organizations have been
largely unwilling to assist low- and middle-income countries with strengthening their health systems.

Even when the health sector does have educated health workers, they may be reluctant to
remain in their jobs due to substandard working conditions and remuneration. These conditions
may drive workers to migrate to foreign countries that are increasingly reliant on this influx of labor.
This represents a disturbing waste of resources, as the following discussion of demand and supply
factors illustrates.

The chapter draws on evidence about the health workforce shortages in many of the 57 countries
defined by the WHO as having a “critical shortage.” In describing the situation in rich countries,
the chapter gives particular attention to the United States. This supports the discussion about the
United States in chapter 4 and the recommendations in chapter 5. The focus on the United States is
not intended to suggest it is the only rich country with a health workforce shortage or that it solely
contributes to the global shortage. Many other rich countries have similar workforce situations and

policies that warrant attention.
INCREASED DEMAND FOR HEALTH CARE WORKERS
A Growing Population with Increased Capacity to “Purchase” Health Services

Rich and poor societies alike require an expanding health workforce to meet their population’s needs
for prevention and treatment of injury and disease. The number of people in the world needing health
services is rising, with the global population increasing at a rate of about 220,000 people per day.*
There is a continuing trend of people investing more of their disposable income in health services,®
with demand often rising with the growth in GDP.°

Furthermore, in countries that operate social health insurance schemes (whether funded through
taxes, private payments, or other financing mechanisms), more people will have the capacity to seek
services. For example, an additional 40,000 nurses per year are needed in the United States to meet
the increased demand resulting from the expansion of health insurance coverage as part of the 2010
Affordable Care Act.”

Highly developed countries have also sought to develop “surge” capacity in the health workforce
in the case of public health emergencies such as a natural disaster, a fast-spreading infectious disease,

or bioterrorism.?
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Longer Life Expectancy and the Rise of Chronic Diseases

People in developed countries now predominantly die of noncommunicable diseases (NCDs) such
as diabetes, heart disease, stroke, respiratory disease, and cancer,” which are associated with long-
term, intensive care." This trend toward NCDs is also apparent in low- and middle-income countries.
In many developed countries, fertility rates have dropped but population growth continues," life
expectancy has risen,” and the proportion of the population over 70 years has expanded.” The ageing
of the population in rich countries has contributed to an even higher incidence of care-intensive
chronic and degenerative diseases."

Although average life expectancy is lower in developing countries,” the proportion of the

population over 70 also continues to grow.l(’

Low- and middle-income countries are suffering from a

“double burden” of infectious diseases and chronic diseases.”” By 2030, noncommunicable diseases are
expected to account for over three-quarters of all deaths.” The four leading causes of death in 2030 are
expected to be ischemic heart disease, cerebrovascular disease, chronic obstructive pulmonary disease,
and lower respiratory infections (mainly pneumonia).”” In September 2011, the United Nations held a

high-level summit on NCDs, demonstrating their global importance to attaining healthier populations.
The Spread of HIV

The impact that HIV/AIDS has had on the demand for health care services in some regions,
particularly Sub-Saharan Africa, has been overwhelming and deserves special mention. The High Level
Forum on the Health-Related Millennium Development Goals found that the AIDS epidemic has “led
health service delivery systems to collapse” in Sub-Saharan Africa.* The workload for health workers
in countries ravaged by HIV/AIDS has increased dramatically, as they attempt to care for patients

with lifetime courses of highly effective anti-retroviral (ARV) treatment. Although this enhanced life
expectancy and life quality for persons living with AIDS must be celebrated, there are major human

resource issues that flow from implementing and maintaining such a treatment regimen.*
More Uses for the Skills and Knowledge of Health Workers

Health workers’ skills are being sought in a range of new contexts. In particular, there has been a
trend away from family-based care toward a greater reliance on paid health care professionals to assist
with family members who are ill or injured or elderly and unable to care for themselves.?
The demand is also escalated by the development and use of new “nurse-intensive medical
technologies.”” There has been an expansion in the sites where health services are made available
and considered valuable.

Nurses are now employed as case managers in disease management companies, at retail health

clinics, and in large companies to provide services to the companies’ employees (and their families).?*
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There is expected to be a 10% increase in demand for nurses’ skills in nursing homes and home care
settings between 2000 and 2020.% Similar growth in home health care, using professional health
worker labor, is expected. For physicians, career options other than clinical practice include medical
administration, research, education, and business, in particular in pharmaceutical, biotech, and
medical equipment companies.*

In the United States, the prominence of the health professional is also seen in the increasing size
and number of hospitals.*” The need to compensate for shortages in relation to one cadre of health
care worker may escalate the demand for other types of health care workers. This is evidenced in the

United States with the surge in demand for nurses as the supply of physicians diminishes.”
HEALTH WORKFORCE PLANNING

The inadequate supply of health professionals in many countries can be traced to serious deficiencies
in national planning for health workforce development. A national health workforce plan must
project the country’s long-term health workforce needs, identify strategies to meet those needs
(including creating an educational infrastructure, attracting people to health careers, and ensuring
employment opportunities for successful graduates), build the capacity to react to short-term

crises, and be adaptable to changing circumstances.® The plan should be accompanied by a health
workforce expenditure plan that coordinates and guides resource allocation.*

High-quality national health system planning has the potential to significantly improve the
health status and outcomes of a country’s people.* However, health workforce planning is a highly
complex task. At the least, it requires sound health workforce data, personnel with the relevant skill
sets and technical tools, clear health priorities, strong political leadership, and broad stakeholder
participation.” Many countries have not made investments in these areas to enable them to effectively

engage in the planning process.
Lack of Information Relevant to Health Workforce Planning

The lack of necessary data to respond to a country’s health workforce demands leaves many
countries unprepared to engage in planning.* The WHO reports that, in most countries,
“information is patchy at best.”** Crafting a strategic plan to prepare for future health demands
requires statistical data regarding key national labor market indicators, with health workforce
information being particularly important. At a minimum, countries require data on the
demographics, size, skills, distribution, shortages, oversupply, and entry/exit patterns of the current
and prospective health workforce. These data should relate to the entire range of health workers,
not just doctors and nurses,” and cover workers in the public and private sectors.*® In addition to
country data, planners need information about global labor markets, migratory flows of health care

workers, and the activities of multinational corporations.
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Unfortunately, in many countries there has been a dearth of research on the health workforce,
such as the operation of health training institutions, recruitment, management of incentives, and
attrition.”” Much of the existing information has severe limitations because it is “largely skewed towards
high-income countries, medical doctors, and descriptive reports as opposed to intervention studies or
best practice reports.”*® Recent workforce planning in Malawi, for example, had to rely on anecdotal
evidence about the health workforce.? Even countries like the United States, which have much more
reliable data at hand, may be hindered by gaps in knowledge about a multiplicity of health needs."’

For example, the United States has no means of accurately gathering and evaluating data on the

national nurse labor market, although some good planning work is undertaken at the state level."
Deficiencies in the Health Workforce Planning Process

Many countries lack the technical capacity and tools to undertake such a complicated and challenging
exercise as health workforce planning.* Some countries that receive development assistance

for health abandon their stewardship responsibilities and leave health workforce planning and
development to the international donors. In many countries, even those with the necessary technical
base, health workforce planning has been poorly performed.

Even in the United States, policymakers have made inadequate assessments about future
sufficiency of the health workforce." Until the creation of the National Health Care Workforce
Commission as part of the rounds of health care reforms in the United States, there was no dedicated
health workforce—planning agency." The United States does not have a national policy relating to
health worker shortages and migration of foreign-trained workers.*> Hopefully, such a policy will be
created as part of the implementation of the health care reforms, especially the extension of insurance
coverage and access to 30 million more people.

To date in the United States, for example, there has also been no planning process that covers
all cadres of health workers. Planning for the nurse workforce and the physician workforce has
occurred entirely sep