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Introduction

1.	 In May 2014, the Sixty-seventh World Health Assembly 

adopted resolution WHA67.24 on Follow-up of the 

Recife Political Declaration on Human Resources for 

Health: renewed commitments towards universal health 

coverage. In paragraph 4(2) of that resolution, Member 

States requested the Director-General of the World 

Health Organization (WHO) to develop and submit a new 

global strategy for human resources for health (HRH) for 

consideration by the Sixty-ninth World Health Assembly.

2.	 Development of the Global Strategy was informed by a 

process launched in late 2013 by Member States and 

constituencies represented on the Board of the Global 

Health Workforce Alliance, a hosted partnership within 

WHO. Over 200 experts from all WHO regions contrib-

uted to consolidating the evidence around a compre-

hensive health labour market framework for universal 

health coverage (UHC). A synthesis paper was published 

in February 2015 (1) and informed the initial version of 

the Global Strategy.

3.	 An extensive consultation process on the draft version 

was launched in March 2015. This resulted in inputs 

from Member States and relevant constituencies such 

as civil society and health-care professional associa-

tions. The process also benefited from discussions in 

the WHO regional committees, technical consultations, 

online forums, a briefing session to Member States’ 

permanent missions to the United Nations (UN) in 

Geneva, exchanges during the 138th Executive Board 

and a final round of written comments in March 2016. 

Feedback and guidance from the consultation process 

were  reflected in the current version of the Global 

Strategy, which was also aligned with, and informed 

by the WHO Framework on integrated people-centred 

health services. (2)

4.	 The Global Strategy on Human Resources for Health: 

Workforce 2030 is primarily aimed at planners and 

policy-makers of Member States, but its contents 

are of value to all relevant stakeholders in the health 

workforce area, including public and private sector 

employers, professional associations, education and 

training institutions, labour unions, bilateral and multi-

lateral development partners, international organiza-

tions, and civil society.

5.	 Throughout this document, it is recognized that the 

concept of universal health coverage may have different 

connotations in countries and regions of the world. In 

particular, in the WHO Regional Office for the Americas, 

universal health coverage is part of the broader concept 

of universal access to health care.



Global strategy on human resources for health: Workforce 2030

G
lo

ba
l s

tr
at

eg
y 

on
 h

um
an

 r
es

ou
rc

es
 f

or
 h

ea
lth

: 
W

or
kf

or
ce

 2
03

0 
– 

S
um

m
ar

y

V
is

io
n

A
cc

el
er

at
e 

pr
og

re
ss

 to
w

ar
ds

 u
ni

ve
rs

al
 h

ea
lth

 c
ov

er
ag

e 
an

d 
th

e 
U

N
 S

us
ta

in
ab

le
 D

ev
el

op
m

en
t G

oa
ls

 
 

by
 e

ns
ur

in
g 

eq
ui

ta
bl

e 
ac

ce
ss

 to
 h

ea
lth

 w
or

ke
rs

 w
ith

in
 s

tr
en

gt
he

ne
d 

he
al

th
 s

ys
te

m
s

O
ve

ra
ll 

go
al

To
 im

pr
ov

e 
he

al
th

, s
oc

ia
l a

nd
 e

co
no

m
ic

 d
ev

el
op

m
en

t o
ut

co
m

es
 b

y 
en

su
rin

g 
un

iv
er

sa
l a

va
ila

bi
lit

y,
 a

cc
es

si
bi

lit
y,

 a
cc

ep
ta

bi
lit

y,
 c

ov
er

ag
e 

an
d 

qu
al

ity
 o

f t
he

 
 

he
al

th
 w

or
kf

or
ce

 th
ro

ug
h 

ad
eq

ua
te

 in
ve

st
m

en
ts

 to
 s

tr
en

gt
he

n 
he

al
th

 s
ys

te
m

s,
 a

nd
 th

e 
im

pl
em

en
ta

tio
n 

of
 e

ffe
ct

iv
e 

po
lic

ie
s 

at
 n

at
io

na
l,

a  r
eg

io
na

l a
nd

 g
lo

ba
l l

ev
el

s

P
ri

nc
ip

le
s

•	
P

ro
m

ot
e 

th
e rig

ht
 to

 th
e 

en
jo

ym
en

t o
f t

he
 h

ig
he

st
 a

tta
in

ab
le

 s
ta

nd
ar

d 
of

 h
ea

lth
 

•	
P

ro
vi

de
 in

te
gr

at
ed

, p
eo

pl
e-

ce
nt

re
d 

he
al

th
 s

er
vi

ce
s 

de
vo

id
 o

f s
tig

m
a 

an
d 

di
sc

rim
in

at
io

n
•	

F
os

te
r 

em
po

w
er

ed
 a

nd
 e

ng
ag

ed
 

co
m

m
un

iti
es

 
•	

U
ph

ol
d 

th
e 

pe
rs

on
al

, e
m

pl
oy

m
en

t a
nd

 p
ro

fe
ss

io
na

l 
rig

ht
s 

of
 a

ll 
he

al
th

 w
or

ke
rs

, i
nc

lu
di

ng
 s

af
e 

an
d 

de
ce

nt
 w

or
ki

ng
 e

nv
iro

nm
en

ts
 a

nd
 fr

ee
do

m
 

 
fr

om
 a

ll 
ki

nd
s 

of
 d

is
cr

im
in

at
io

n,
 c

oe
rc

io
n 

an
d 

vi
ol

en
ce

 
•	

E
lim

in
at

e g
en

de
r-

ba
se

d 
vi

ol
en

ce
, d

is
cr

im
in

at
io

n 
an

d 
ha

ra
ss

m
en

t 
•	

P
ro

m
ot

e in
te

rn
at

io
na

l c
ol

la
bo

ra
tio

n 
an

d 
so

lid
ar

ity in
 a

lig
nm

en
t w

ith
 n

at
io

na
l p

rio
rit

ie
s 

•	
E

ns
ur

e e
th

ic
al

 r
ec

ru
itm

en
t p

ra
ct

ic
es i

n 
co

nf
or

m
ity

 w
ith

 th
e 

pr
ov

is
io

ns
 o

f t
he

 W
H

O
 G

lo
ba

l C
od

e 
of

 P
ra

ct
ic

e 
on

 th
e 

In
te

rn
at

io
na

l R
ec

ru
itm

en
t o

f H
ea

lth
 P

er
so

nn
el

•	
5e

s



9

G
lo

ba
l m

ile
st

on
es

 (
by

 2
02

0)

•	
A

ll 
co

un
tr

ie
s 

ha
ve

 in
cl

us
iv

e 
in

st
itu

tio
na

l m
ec

ha
ni

sm
s 

in
 p

la
ce

 to
 c

oo
rd

in
at

e 
an

 in
te

rs
ec

to
ra

l h
ea

lth
 w

or
kf

or
ce

 a
ge

nd
a.

•	
A

ll 
co

un
tr

ie
s 

ha
ve

 a
 h

um
an

 r
es

ou
rc

es
 fo

r 
he

al
th

 u
ni

t w
ith

 r
es

po
ns

ib
ili

ty
 fo

r 
de

ve
lo

pm
en

t a
nd

 m
on

ito
rin

g 
of

 p
ol

ic
ie

s 
an

d 
pl

an
s.

•	
A

ll 
co

un
tr

ie
s 

ha
ve

 r
eg

ul
at

or
y 

m
ec

ha
ni

sm
s 

to
 p

ro
m

ot
e 

pa
tie

nt
 s

af
et

y 
an

d 
ad

eq
ua

te
 o

ve
rs

ig
ht

 o
f t

he
 p

riv
at

e 
se

ct
or

.
•	

A
ll 

co
un

tr
ie

s 
ha

ve
 e

st
ab

lis
he

d 
ac

cr
ed

ita
tio

n 
m

ec
ha

ni
sm

s 
fo

r 
he

al
th

 tr
ai

ni
ng

 in
st

itu
tio

ns
. 

•	
A

ll 
co

un
tr

ie
s 

ar
e 

m
ak

in
g 

pr
og

re
ss

 o
n 

he
al

th
 w

or
kf

or
ce

 r
eg

is
tr

ie
s 

to
 tr

ac
k 

he
al

th
 w

or
kf

or
ce

 s
to

ck
, e

du
ca

tio
n,

 d
is

tr
ib

ut
io

n,
 �o

w
s,

 d
em

an
d,

 c
ap

ac
ity

 a
nd

 r
em

un
er

at
io

n.
•	

A
ll 

co
un

tr
ie

s 
ar

e 
m

ak
in

g 
pr

og
re

ss
 o

n 
sh

ar
in

g 
da

ta
 o

n 
hu

m
an

 r
es

ou
rc

es
 fo

r 
he

al
th

 th
ro

ug
h 

na
tio

na
l h

ea
lth

 w
or

kf
or

ce
 a

cc
ou

nt
s 

an
d 

su
bm

it 
co

re
 in

di
ca

to
rs

 to
 th

e 
W

H
O

 S
ec

re
ta

ria
t a

nn
ua

lly
.

•	
A

ll 
bi

la
te

ra
l a

nd
 m

ul
til

at
er

al
 a

ge
nc

ie
s 

ar
e 

st
re

ng
th

en
in

g 
he

al
th

 w
or

kf
or

ce
 a

ss
es

sm
en

t a
nd

 in
fo

rm
at

io
n 

ex
ch

an
ge

.

G
lo

ba
l m

ile
st

on
es

 (
by

 2
03

0)

•	
A

ll 
co

un
tr

ie
s 

ar
e 

m
ak

in
g 

pr
og

re
ss

 to
w

ar
ds

 h
al

vi
ng

 in
eq

ua
lit

ie
s 

in
 a

cc
es

s 
to

 a
 h

ea
lth

 w
or

ke
r.

•	
A

ll 
co

un
tr

ie
s 

ar
e 

m
ak

in
g 

pr
og

re
ss

 to
w

ar
ds

 im
pr

ov
in

g 
th

e 
co

ur
se

 c
om

pl
et

io
n 

ra
te

s 
in

 m
ed

ic
al

, n
ur

si
ng

 a
nd

 a
lli

ed
 h

ea
lth

 p
ro

fe
ss

io
na

ls
 tr

ai
ni

ng
 in

st
itu

tio
ns

. 
•	

A
ll 

co
un

tr
ie

s 
ar

e 
m

ak
in

g 
pr

og
re

ss
 to

w
ar

ds
 h

al
vi

ng
 th

ei
r 

de
pe

nd
en

cy
 o

n 
fo

re
ig

n-
tr

ai
ne

d 
he

al
th

 p
ro

fe
ss

io
na

ls
, i

m
pl

em
en

tin
g 

th
e 

W
H

O
 G

lo
ba

l C
od

e 
of

 P
ra

ct
ic

e.
 

•	
A

ll 
bi

la
te

ra
l a

nd
 m

ul
til

at
er

al
 a

ge
nc

ie
s 

ar
e 

in
cr

ea
si

ng
 s

yn
er

gi
es

 in
 o

f�c
ia

l d
ev

el
op

m
en

t a
ss

is
ta

nc
e 

fo
r 

ed
uc

at
io

n,
 e

m
pl

oy
m

en
t, 

ge
nd

er
 a

nd
 h

ea
lth

, 
 

in
 s

up
po

rt
 o

f n
at

io
na

l h
ea

lth
 e

m
pl

oy
m

en
t a

nd
 e

co
no

m
ic

 g
ro

w
th

 p
rio

rit
ie

s.
 

•	
A

s 
pa

rt
ne

rs
 in

 th
e 

U
ni

te
d 

N
at

io
ns

 S
us

ta
in

ab
le

 D
ev

el
op

m
en

t G
oa

ls
, t

o 
re

du
ce

 b
ar

rie
rs

 in
 a

cc
es

s 
to

 h
ea

lth
 s

er
vi

ce
s 

by
 w

or
ki

ng
 to

 c
re

at
e,

 
 

�ll
 a

nd
 s

us
ta

in
 a

t l
ea

st
 1

0 
m

ill
io

n 
ad

di
tio

na
l f

ul
l-t

im
e 

jo
bs

 in
 h

ea
lth

 a
nd

 s
oc

ia
l c

ar
e 

se
ct

or
s 

to
 a

dd
re

ss
 th

e 
ne

ed
s 

of
 u

nd
er

se
rv

ed
 p

op
ul

at
io

ns
. 

•	
A

s 
pa

rt
ne

rs
 in

 th
e 

U
ni

te
d 

N
at

io
ns

 S
us

ta
in

ab
le

 D
ev

el
op

m
en

t G
oa

ls
, t

o 
m

ak
e 

pr
og

re
ss

 o
n 

G
oa

l 3
c 

to
 in

cr
ea

se
 h

ea
lth

 �n
an

ci
ng

 a
nd

 th
e 

re
cr

ui
tm

en
t, 

 
de

ve
lo

pm
en

t, 
tr

ai
ni

ng
 a

nd
 r

et
en

tio
n 

of
 th

e 
he

al
th

 w
or

kf
or

ce
.

C
or

e 
W

H
O

 S
ec

re
ta

ri
at

 a
ct

iv
iti

es
 in

 s
up

po
rt

 o
f 

im
pl

em
en

ta
tio

n 
of

 t
he

 G
lo

ba
l S

tr
at

eg
y 

D
ev

el
op

 n
or

m
at

iv
e 

gu
id

an
ce

; s
et

 th
e 

ag
en

da
 fo

r 
op

er
at

io
ns

 r
es

ea
rc

h 
to

 
id

en
tif

y 
ev

id
en

ce
-b

as
ed

 p
ol

ic
y 

op
tio

ns
; 

fa
ci

lit
at

e 
th

e 
sh

ar
in

g 
of

 b
es

t p
ra

ct
ic

es
; 

an
d 

pr
ov

id
e 

te
ch

ni
ca

l c
oo

pe
ra

tio
n 

on
 –

 
he

al
th

 w
or

kf
or

ce
 e

du
ca

tio
n,

 o
pt

im
iz

in
g 

th
e 

sc
op

e 
of

 p
ra

ct
ic

e 
of

 d
iff

er
en

t 
ca

dr
es

, e
vi

de
nc

e-
ba

se
d 

de
pl

oy
m

en
t 

an
d 

re
te

nt
io

n 
st

ra
te

gi
es

, g
en

de
r 

m
ai

ns
tr

ea
m

in
g,

 a
va

ila
bi

lit
y,

 a
cc

es
si

bi
lit

y,
 

ac
ce

pt
ab

ili
ty

, c
ov

er
ag

e,
 q

ua
lit

y 
co

nt
ro

l 
an

d 
pe

rf
or

m
an

ce
 e

nh
an

ce
m

en
t 

ap
pr

oa
ch

es
, i

nc
lu

di
ng

 th
e 

st
re

ng
th

en
in

g 
of

 p
ub

lic
 r

eg
ul

at
io

n.

P
ro

vi
de

 n
or

m
at

iv
e 

gu
id

an
ce

 a
nd

 
te

ch
ni

ca
l c

oo
pe

ra
tio

n,
 a

nd
 fa

ci
lit

at
e 

th
e 

sh
ar

in
g 

of
 b

es
t p

ra
ct

ic
es

 o
n 

he
al

th
 

w
or

kf
or

ce
 p

la
nn

in
g 

an
d 

pr
oj

ec
tio

ns
, 

he
al

th
 s

ys
te

m
 n

ee
ds

, e
du

ca
tio

n 
po

lic
ie

s,
 

he
al

th
 la

bo
ur

 m
ar

ke
t a

na
ly

se
s,

 a
nd

 
co

st
in

g 
of

 n
at

io
na

l s
tr

at
eg

ie
s 

on
 h

um
an

 
re

so
ur

ce
s 

fo
r 

he
al

th
.

S
tr

en
gt

he
n 

ev
id

en
ce

 o
n,

 a
nd

 th
e 

ad
op

tio
n 

of
, m

ac
ro

ec
on

om
ic

 a
nd

 
fu

nd
in

g 
po

lic
ie

s 
co

nd
uc

iv
e 

to
 g

re
at

er
 

an
d 

m
or

e 
st

ra
te

gi
ca

lly
 ta

rg
et

ed
 

in
ve

st
m

en
ts

 in
 h

um
an

 r
es

ou
rc

es
 fo

r 
he

al
th

.

P
ro

vi
de

 te
ch

ni
ca

l c
oo

pe
ra

tio
n 

an
d 

ca
pa

ci
ty

-
bu

ild
in

g 
to

 d
ev

el
op

 c
or

e 
co

m
pe

te
nc

y 
in

 p
ol

ic
y,

 
pl

an
ni

ng
 a

nd
 m

an
ag

em
en

t o
f h

um
an

 r
es

ou
rc

es
 

fo
r 

he
al

th
 fo

cu
se

d 
on

 h
ea

lth
 s

ys
te

m
 n

ee
ds

.
F

os
te

r 
ef

fe
ct

iv
e 

co
or

di
na

tio
n,

 a
lig

nm
en

t a
nd

 
ac

co
un

ta
bi

lit
y 

of
 th

e 
gl

ob
al

 a
ge

nd
a 

on
 h

um
an

 
re

so
ur

ce
s 

fo
r 

he
al

th
 b

y 
fa

ci
lit

at
in

g 
a 

ne
tw

or
k 

of
 

in
te

rn
at

io
na

l s
ta

ke
ho

ld
er

s.
 

S
ys

te
m

at
ic

al
ly

 a
ss

es
s 

th
e 

he
al

th
 w

or
kf

or
ce

 
im

pl
ic

at
io

ns
 r

es
ul

tin
g 

fr
om

 te
ch

ni
ca

l o
r 

po
lic

y 
re

co
m

m
en

da
tio

ns
 p

re
se

nt
ed

 a
t t

he
 W

or
ld

 H
ea

lth
 

A
ss

em
bl

y 
an

d 
re

gi
on

al
 c

om
m

itt
ee

s.
P

ro
vi

de
 te

ch
ni

ca
l c

oo
pe

ra
tio

n 
to

 d
ev

el
op

 h
ea

lth
 

sy
st

em
 c

ap
ac

iti
es

 a
nd

 w
or

kf
or

ce
 c

om
pe

te
nc

y,
 

in
cl

ud
in

g 
to

 m
an

ag
e 

th
e 

ris
ks

 o
f e

m
er

ge
nc

ie
s 

an
d 

di
sa

st
er

s.

R
ev

ie
w

 th
e 

ut
ili

ty
 o

f, 
an

d 
su

pp
or

t t
he

 d
ev

el
op

m
en

t, 
st

re
ng

th
en

in
g 

 a
nd

 
up

da
te

 o
f t

oo
ls

, g
ui

de
lin

es
 a

nd
 d

at
ab

as
es

 r
el

at
in

g 
to

 d
at

a 
an

d 
ev

id
en

ce
 

on
 h

um
an

 r
es

ou
rc

es
 fo

r 
he

al
th

 fo
r 

ro
ut

in
e 

an
d 

em
er

ge
nc

y 
se

tti
ng

s.
 

F
ac

ili
ta

te
 y

ea
rly

 r
ep

or
tin

g 
by

 c
ou

nt
rie

s 
to

 th
e 

W
H

O
 S

ec
re

ta
ria

t o
n 

a 
m

in
im

um
 s

et
 o

f c
or

e 
in

di
ca

to
rs

 o
f h

um
an

 r
es

ou
rc

es
 fo

r 
he

al
th

, f
or

 
m

on
ito

rin
g 

an
d 

ac
co

un
ta

bi
lit

y 
fo

r 
th

e 
G

lo
ba

l S
tr

at
eg

y.
S

up
po

rt
 c

ou
nt

rie
s 

to
 e

st
ab

lis
h 

an
d 

st
re

ng
th

en
 a

 s
ta

nd
ar

d 
fo

r 
th

e 
qu

al
ity

 
an

d 
co

m
pl

et
en

es
s 

of
 n

at
io

na
l h

ea
lth

 w
or

kf
or

ce
 d

at
a.

 
S

tr
ea

m
lin

e 
an

d 
in

te
gr

at
e 

al
l r

eq
ui

re
m

en
ts

 fo
r 

re
po

rt
in

g 
on

 h
um

an
 

re
so

ur
ce

s 
fo

r 
he

al
th

 b
y 

W
H

O
 M

em
be

r 
S

ta
te

s.
 

A
da

pt
, i

nt
eg

ra
te

 a
nd

 li
nk

 th
e 

m
on

ito
rin

g 
of

 ta
rg

et
s 

in
 th

e 
G

lo
ba

l S
tr

at
eg

y 
to

 th
e 

em
er

gi
ng

 a
cc

ou
nt

ab
ili

ty
 fr

am
ew

or
k 

of
 th

e 
U

N
 S

us
ta

in
ab

le
 

D
ev

el
op

m
en

t G
oa

ls
.

D
ev

el
op

 m
ec

ha
ni

sm
s 

to
 e

na
bl

e 
co

lle
ct

io
n 

of
 d

at
a 

to
 p

re
pa

re
 a

nd
 

su
bm

it 
a 

re
po

rt
 o

n 
th

e 
pr

ot
ec

tio
n 

of
 h

ea
lth

 w
or

ke
rs

, w
hi

ch
 c

om
pi

le
s 

an
d 

an
al

ys
es

 th
e 

ex
pe

rie
nc

es
 o

f M
em

be
r 

S
ta

te
s 

an
d 

pr
es

en
ts

 
re

co
m

m
en

da
tio

ns
 fo

r 
ac

tio
n 

to
 b

e 
ta

ke
n 

by
 r

el
ev

an
t s

ta
ke

ho
ld

er
s,

 
in

cl
ud

in
g 

ap
pr

op
ria

te
 p

re
ve

nt
iv

e 
m

ea
su

re
s.



Global strategy on human resources for health: Workforce 2030

6.	 Health systems can only function with health 

workers; improving health service coverage and 

realizing the right to the enjoyment of the highest 

attainable standard of health is dependent on their 

availability, accessibility, acceptability and quality. (3)  

Mere availability of health workers is not sufficient: only 

when they are equitably distributed and accessible by 

the population, when they possess the required compe-

tency, and are motivated and empowered to deliver 

quality care that is appropriate and acceptable to the 

sociocultural expectations of the population, and when 

http://apps.who.int/gb/ebwha/pdf_files/WHA68-REC1/A68_R1_REC1-en.pdf#page=27
http://apps.who.int/gb/ebwha/pdf_files/WHA68-REC1/A68_R1_REC1-en.pdf#page=27
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fast enough or deep enough. Shortages, skill-mix imbal-

ances, maldistribution, barriers to inter-professional 

collaboration, inefficient use of resources, poor working 

conditions, a skewed gender distribution, limited avail-

ability of health workforce data – all these persist, with 

an ageing workforce further complicating the picture 

in many cases. Reviewing past efforts in implementing 

national, regional and global strategies and frameworks, 
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served areas. Shortages and distribution challenges 

contribute to global labour mobility and the interna-

tional recruitment of health workers from low-resource 

settings. In some countries, in addition to major 

under-investment in education, particularly in under-

served areas, imbalances between supply capacity and 

the market-based demand determined by fiscal space, 

and between demand and population needs, result in 

challenges in universal access to health workers within 

strengthened health systems, and even the paradox of 

health worker unemployment co-existing with major 

unmet health needs. 

11.	 The foundation for a strong and effective health 

workforce, able to respond to the 21st century prior-

ities, requires matching effectively the supply and 

skills of health workers to population needs, now 

and in the future. The health workforce also has an 

important role in contributing to the preparedness and 

response to emergencies and disasters, in particular 

through participation in national health emergency 

management systems, local leadership and the provi-

sion of health services. Evolving epidemiologic profiles 

and population structures are increasing the burden 

of noncommunicable diseases and chronic conditions 

on health systems throughout the world. (13) This is 

accompanied by a progressive shift in the demand for 

patient-centred care, community-based health services, 

and personalized long-term care. (2) Demand for the 

global health workforce is therefore expected to grow 

substantially. At the same time, emerging economies 

are undergoing an economic transition that will increase 

their health resource envelope, and a demographic 

transition that will see hundreds of millions of potential 

new entrants into the active workforce. Attaining the 

necessary quantity, quality and relevance of the health 

workforce will require that policy and funding decisions 

on both the education and health labour market are 

aligned with these evolving needs (Figure 2).

12.	 Persistent health workforce challenges, combined 

with these broader macro-trends, require the global 

community to reappraise the effectiveness of past 

strategies and adopt a paradigm shift in how to 

plan, educate, deploy, manage and reward health 

workers. Transformative advances alongside a more 

effective use of existing health workers are both needed 

and possible through: the adoption of inclusive models 

of care encompassing promotive, preventive, curative, 

rehabilitative and palliative services; by reorienting 

health systems towards a collaborative primary care 

approach built on team-based care; and by fully 

harnessing the potential of technological innovation. 

In parallel, much-needed investment and reform in the 

health workforce can be leveraged to create qualified 

employment opportunities, in particular for women and 

youth. These prospects represent an unprecedented 

occasion to design and implement health workforce 

strategies that address the equity and coverage gaps 

faced by health systems, while also unlocking economic 

growth potential. Realizing this potential hinges on the 

mobilization of political will and building institutional 

and human capacity for the effective implementation of 

this agenda.

13.	 The vision that by 2030 all communities have 

universal access to health workers, without stigma 

and discrimination, requires combining the adoption 

of effective policies at national, regional and global 

levels with adequate investment to address unmet 

needs. Realistically, the scale-up required in the coming 

decades to meet increasing demand, address existing 

gaps and counter expected turnover is greater than 

all previous estimates. Projections developed by WHO 

and the World Bank (Annex 1) point to the creation of 

approximately 40 million new health and social care 

jobs globally to 2030 (14) and to the need for 18 million 

additional health workers, primarily in low-resource 

settings, to attain high and effective coverage of the 

broad range of health services necessary to ensure 

healthy lives for all. 

14.	 It has long been known what  needs to be done to 

address critical health workforce bottlenecks; now 

there is better evidence than ever on how to do it. 

The global strategy on human resources for health: 
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Workforce 2030 considers new evidence and best prac-

tices on what works in health workforce development 

for different aspects. These range from assessment, 

planning and education, across management, retention, 

incentives and productivity; several WHO tools and 

guidelines can support policy development, implementa-

tion and evaluation in these areas (Annex 2). The Global 

Strategy addresses all these aspects in an integrated 

way in order to inspire and inform more incisive action 

by all relevant sectors of government and all key stake-

holders, at national level by planners and policy-makers, 

and at regional and global level by the international 

community. Given the intersectoral nature and potential 
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countries to strive to use their own HRH to meet their 

needs, to collaborate towards more ethical and fair 

international recruitment practices, and to respect the 

rights of migrant health workers; it builds upon related 

regional strategies and frameworks such as the Toronto 

Call to Action (16) and the African Roadmap on Human 

Resources for Health; (17) and it provides a foundation 

for the work of the High-Level Commission on Health 

Employment and Economic Growth, (18) established by 

the United Nations Secretary-General following UNGA 

Resolution 70/183. (19) The Strategy also supports, 

among others, the goals and principles of the UN 

Global Strategy for Women’s, Children’s and Adoles-

cents’ Health, (20) the WHO framework on integrated 

people-centred health services, (2)



Objective 1
Optimize performance, quality and impact of the 

health workforce through evidence-informed policies 

on human resources for health, contributing to 

healthy lives and well-being, e�ective universal health 

coverage, resilience and strengthened health systems 

at all levels

Milestones:

• 	1.1 By 2020, all countries will have established accreditation  

mechanisms for health training institutions. 

• 	1.2 By 2030, all countries will have made progress towards  

halving inequalities in access to a health worker.

• 	1.3 By 2030, all countries will have made progress towards  

improving the course completion rates in medical, nursing and  

allied health professionals training institutions. 
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must be determined and tailored to the specific reality 

of each WHO Member State, in relation to the needs of 

the population, education policies and health system 

requirements, including during emergencies. Similarly, 

the responsibilities of the WHO Secretariat are under-

stood to be in relation to demand for support expressed 

by Member States.

Policy options to be considered in all countries

21.	 Strengthen the content and implementation of 

HRH plans as part of long-term national health 

and broader development strategies to strengthen 

health systems, ensuring consistency between health, 

education, employment, gender, migration, development 

cooperation and fiscal policies. This will benefit from 

intersectoral dialogue and alignment among relevant 

ministries (health, labour, education, finance, etc.), 

professional associations, labour unions, civil society, 

employers, the private sector, local government author-

ities, and other constituencies. Planning should take 

into account workforce needs as a whole, rather than 

treating each profession separately. Such an integrated 

approach has to consider population and health system 

needs, adjusting investment volumes, education policies 

on the intake of trainees, and incentive mechanisms 

as needed. This is required to redress prevalent labour 

market failures – such as shortages, maldistribution and 

unemployment of health workers co-existing with unmet 

health needs. HRH development is a continuous process 

that requires regular appraisal of results and feedback 

loops to inform and adjust priorities. 

22. 	Promote decent working conditions in all settings.2 

Ministries of health, civil service commissions and 

employers should adopt gender-sensitive employment 

conditions, remuneration and non-financial incentives. 

They should cooperate to ensure occupational health 

and safety, fair terms for health workers, merit-based 

career development opportunities and a positive prac-

2	 The notion of decent work entails opportunities for work that is productive and delivers a fair income, security in the workplace and social protection 
for families, better prospects for personal development and social integration, freedom for people to express their concerns, organize and participate 
in the decisions that affect their lives, and equality of opportunity and treatment for all women and men (http://www.ilo.org/global/topics/decent-work/
lang--en/index.htm). 

tice environment to enable their effective deployment, 

retention and adequate motivation to deliver quality care 

and build a positive relationship with patients. Gender-

based discrimination, violence and harassment during 

training, recruitment/ employment and in the work-

place should be eliminated. It is particularly important 

to ensure that public sector rules and practices are 

conducive to adequate incentive mechanisms, working 

conditions and career structures for health workers, 

with appropriate levels of flexibility and autonomy.

23. 	Ensure the effective use of available resources. 

Globally, 20–40% of all health spending is wasted, (34) 

with health workforce inefficiencies and weaknesses in 

governance and oversight responsible for a significant 

proportion of that. Accountability systems should be 

put in place to improve efficiency of health and HRH 

spending. In addition to measures such as improving 

pre-service training completion rates and removing 

ghost workers from the payroll, (35) it is critical to 

adopt appropriate, cost-effective and equitable popu-

lation health approaches to provide community-based, 

person-centred, continuous and integrated care. This 

entails implementing health-care delivery models with 

an appropriate and sustainable skills mix in order to 

meet population health needs equitably. Health systems 

should thus align market forces and population expec-

tations with primary health care needs, universal access 

to health care and people-centred integrated service 

delivery, supported by effective referral to secondary 

and specialized care, while avoiding over-medicaliza-

tion and unnecessary interventions. There is a need 

to modify and correct the configuration and supply of 

specialists and generalists, advanced practitioners, the 

nursing and midwifery workforce, and other mid-level 

and community-based cadres. Enabling public policy 

stewardship and regulation are needed to formally 

recognize all these positions and allow them to practice 

to their full scope. Appropriate planning and education 

strategies and incentives, adequate investment in the 

http://www.ilo.org/global/topics/decent-work/lang--en/index.htm
http://www.ilo.org/global/topics/decent-work/lang--en/index.htm
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health-care workforce, including general practice and 

family medicine, are required to provide communi-

ty-based, person-centred, continuous, equitable and 

integrated care. 

24. 	Adopt transformative strategies in the scale-up of 

health worker education. Public and private sector 

investments in health personnel education should 

be linked with population needs and health system 

demands. Education strategies should focus invest-

ment in trainers, for which there is good evidence of a 

high social rate of return. Priority should also focus on 

orienting curricula to balance the pressure to train for 

international markets, and on producing professionals 

capable of meeting local needs, (36) promoting tech-

nical, vocational education and social accountability 

approaches that improve the geographic distribution 

of health workers. A coordinated approach is needed 

to link HRH planning and education (including an 

adequate and gender-balanced pipeline of qualified 

trainees from rural and remote areas), and encourage 

inter-professional education and collaborative practice. 

Education standards and funding should be established 

and monitored in national policies: radical improve-

ments in the quality of the workforce are possible if 

the higher education and health sector collaborate by 

implementing a transformative education agenda (37) 

grounded in competency-based learning. This approach 

should equip health workers with skills to work collab-

oratively in inter-professional teams, with knowledge 

to intervene effectively on social determinants of 

health and expertise in public health. This must include 

epidemic preparedness and response to advance the 

implementation of the International Health Regula-

tions (2005). The social mission of health education 

institutions represents an opportunity to nurture in 

health workers the public service ethics, professional 

values and social accountability attitudes requisite to 

deliver respectful care that responds to local needs 

and population expectations. Particular account should 

be taken of the needs of vulnerable groups such as 

children, adolescents and people with disabilities; ethnic 

or linguistic minorities and indigenous populations; as 

well as the need to eliminate discrimination related to 

gender, ageing, mental health, sexual and reproductive 

health, and HIV and AIDS among others. Opportunities 

should be considered for North–South and South–South 

collaboration, as well as public–private partnerships 

on training and investment, maximizing opportunities 

for skills transfer and mutual benefit, and minimizing 

negative consequences of international mobility of 

health personnel. This includes advances in e-learning 

and putting in place mechanisms to track and manage 

education investments in individual health workers and 

their continuing professional development. 

25. 	Optimize health worker motivation, satisfaction, 

retention, equitable distribution and performance. 

While urbanization trends and the potential of tele-

medicine may, in some contexts, reduce the acute 

challenge of geographical maldistribution, in the 

majority of settings access to health workers remains 

inequitable. The ‘decent employment’ agenda entails 

strategies to improve both performance and equitable 

distribution of health workers. Such an integrated 

package of gender-sensitive attraction and retention 

policies includes: job security, a manageable workload, 

supportive supervision and organizational management, 

continuing education and professional development 

opportunities, enhanced career development pathways 

(including rotation schemes where appropriate), family 

and lifestyle incentives, hardship allowances, housing 

and education allowances and grants, adequate facili-

ties and working tools, and measures to improve occu-

pational health and safety, including a working envi-

ronment free from any type of violence, discrimination 

and harassment. The adoption of specific measures in a 

given country context has to be determined in relation 

to cost-effectiveness and sustainability considerations, 

and may be aided by employee satisfaction surveys to 

adapt working conditions to health worker feedback. 

Critical to ensuring equitable deployment of health 

workers are the selection of trainees from, and delivery 

of training in, rural and underserved areas, financial and 

non-financial incentives, and regulatory measures or 

service delivery reorganization. (38)  
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26. 	Harness - where feasible and cost-effective - infor-

mation and communication technology (ICT) oppor-

tunities. New ICT tools can be of particular relevance 

in relation to e-learning, electronic health records, tele-

medicine, clinical decision-making tools, links among 

professionals and between professionals and patients, 

supply chain management, performance management 

and feedback loops, patient safety, (39) service quality 

control, and the promotion of patient autonomy. (40) 

New professional qualifications, skills and competency 

are needed to harness the potential of ICT solutions to 

health-care delivery. (41) Standards, accreditation proce-

dures and evaluation activities should be established 

to certify and ensure the quality of training delivered 

through blended approaches that include e-learning; 

appropriate regulations should also be established for 

the provision of mobile health (m-health) services, and 

for handling workforce data that respects confidentiality 

requirements. (42)

27. 	 Build greater resilience and self-reliance in commu-

nities. Engage them in shared decisions and choice 

through better patient-provider relations. Invest in 

health literacy, and empower patients and their families 

with knowledge and skills; this will encourage them to 

become key stakeholders and assets to a health system, 

and to collaborate actively in the production and quality 

assurance of care, rather than being passive recipients 

of services. Health workers should be equipped with 

the sociocultural skills to serve as an effective bridge 

between more empowered communities and more 

responsive health systems.

28. 	Strengthen capacities of the domestic health work-

force in emergency and disaster risk management 

for greater resilience and health-care response 

capacity. Prepare health systems to develop and draw 

upon the capacities of the national health workforce in 

risk assessments, prevention, preparedness, response 

and recovery. Provide resources, training and equipment 

for the health workforce and include them in policy and 

implementation of operations for emergencies at local, 

national and international levels. Preparedness work 

should include efforts to build the capacity of national 

authorities at all levels in managing post-disaster and 
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Ministry of Education and renew focus on primary 

and secondary education to enhance science 

teaching. This renewed focus should also ensure 

an adequate and gender-balanced pool of eligible 

high-school graduates, reflective of the population’s 

underlying demographic characteristics and distribu-

tion, to enter health training programmes, in order to 

improve health workforce distribution and enhance 

a person-centred approach. The faculty of health 

training institutions represents a priority investment 

area, both in terms of adequate numbers and in 

relation to building and updating their competency to 

teach using updated curricula and training methodol-

ogies, and to lead research activities independently.

31.	 Ensure that the foreseen expansion of the 

health resource envelope leads to cost-effective 

resource allocation. Specifically, prioritize the 

deployment of inter-professional primary care teams 

of health workers with broad-based skills, avoiding 

the pitfalls and cost-escalation of overreliance on 

specialist and tertiary care. This requires adopting 

a diverse, sustainable skills mix, and harnessing 

the potential of community-based and mid-level 

health workers in inter-professional primary care 

teams. (43,44) In many settings, developing a national 

policy to integrate, where they exist, communi-

ty-based health workers in the health system can 

enable these cadres to benefit from adequate system 

support and to operate more effectively within inte-

grated primary care teams, (45,46)  a trend already 

emerging in some countries. Support from national 

and international partners targeting an expansion 

of these cadres should align with res adopti8d
Q
aid-l more (Ensure4g of they educathe pia)-9.8s.care teams,
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Responsibilities of the WHO Secretariat

34. 	Develop normative guidance, support operations 

research to identify evidence-based policy options, 
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Objective 2
Align investment in human resources for health with 

the current and future needs of the population and 

health systems, taking account of labour market 

dynamics and education policies, to address shortages 

and improve distribution of health workers, so as to 

enable maximum improvements in health outcomes, 

social welfare, employment creation and economic 

growth

Milestones:

• 	2.1 By 2030, all countries will have made progress towards halving their 

dependency on foreign-trained health professionals, implementing the WHO 

Global Code of Practice on the International Recruitment of Health Personnel.

• 	2.2 By 2030, all bilateral and multilateral agencies will have increased 

synergies in official development assistance for education, employment, gender 

and health, in support of national health employment and economic growth 

priorities.

• 	2.3 By 2030, partners in the Sustainable Development Goals will have made 

progress to reduce barriek
0 Tws7glvincglvies wi0C 
11 (ess to r)5.9 (educe barriek
0 Tws7glvi3D (educe barrie gender)20 ( 9es.)Tjr)5 part455nde2 0 ac6re20.(and he,)56vements in 0 Tc 0 f5.8 -1.4s 
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37. 	
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All countries

40. 	Build planning capacity to develop or improve HRH 

policy and strategies that quantify health workforce 

needs, demands and supply under different future 

scenarios. This should be carried out in order to manage 

health workforce labour markets and devise effective 

and efficient policies that respond to today’s population 

needs while anticipating tomorrow’s expectations. HRH 

needs should be quantified in terms of predicted work-

loads rather than by population or facility-based norms. 

HRH plans should be costed, financed, implemented and 

continually refined to address: 

a.	the estimated number, category and qualification of 

health workers required to meet public health goals 

and population health needs;

b. 	the capacity to produce sufficient and adequately 

distributed qualified workers (education and effective 

regulation policies); and 

c.	 the government and labour market capacity to 

recruit, deploy and retain health workers (economic 

and fiscal capacity, and workforce deployment, 

remuneration and retention through financial and 

non-financial strategies). 

Estimates should be based on full-time equivalents – 

rather than simple head counts – to reflect flexibility 

(job sharing, part-time engagements) in work arrange-

ments; this is particularly important to plan for equality 

of opportunities for male and female health workers.

41.	 Catalyse multisectoral action on health workforce 

issues to generate the required support from ministries 

of finance, education and labour (or equivalent), collabo-

rating with and facilitated by the health sector. This will 

also ensure alignment of different sectors, constituen-

cies and stakeholders with the national health work-

force strategies and plans, harnessing benefits for job 

creation, economic growth, social welfare and gender 

empowerment, in addition to health system strength-

ening.

Policy options for WHO Member States

42. 	Invest in decent conditions of employment through 

long-term (10–15 years) public policy stewardship 

and strategies. Such strategies should respect the 

rights of male and female workers, (54) promote better 

working environments, stimulate personal growth and 

fulfilment and include at the very least provision of 

a living wage (including for community-based health 
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Responsibilities of the WHO Secretariat

49. 	Provide normative guidance and facilitate technical 

cooperation when requested by Member States and 

relevant stakeholders. WHO support under this objec-

tive covers health workforce planning and projections, 

education policies, health system needs (taking into 

account evolving population needs linked to epidemio-

logical transition), health labour market analysis, costing 

of national HRH strategies, and tracking of national 

and international financing for HRH. Acknowledging the 

continued need for external assistance in some coun-

tries, WHO will also provide estimates of HRH require-

ments (and the socioeconomic impact of their education 

and employment) to global and regional financial institu-

tions, development partners and global health initiatives. 

This should inform the adoption of macroeconomic 

and funding policies conducive to greater and more 

strategically targeted investments in HRH. To facilitate 

a progressive transition towards national ownership 

and financing of HRH policies and strategies, WHO will 

also provide technical assistance to Member States 

to identify approaches to mobilize sufficient domestic 

resources and to allocate them efficiently.

Recommendations to other stakeholders and international partners

50. 	The International Monetary Fund, World Bank, 

regional development banks and others to recognize 

investment in the health workforce as a productive 

sector. Investment in the health sector has the poten-

tial to create millions of new jobs and spur economic 

growth and broader socioeconomic development. These 

institutions could harness this opportunity to adapt their 

macroeconomic policies to allow greater investment in 

social services. 

51.	 Global health initiatives to establish governance 

mechanisms to ensure that all grants and loans 

include an assessment of health workforce impli-

cations. This involves a deliberate strategy and 

accountability mechanisms on how specific program-

ming contributes to HRH capacity-building efforts at 

institutional, organizational and individual levels, beyond 

disease-specific in-service training and incentives. 

Emphasis should be given to increasing sustainable 

investment and support for HRH. The recruitment of 

general service staff by disease-specific programmes 

weakens health systems, and should be avoided through 

integration of disease-specific programmes into primary 

health care strategies. 

52. 	Development partners to align their investments 

for HRH with coordinated, long-term national needs 

as expressed in national sector plans. Investments 

should adhere to the principles of aid effectiveness, the 

International Health Partnership and related initiatives, 

and the Third International Conference on Financing for 

Development. (58) This support should align education, 

employment, gender and health with national human 

resource development and health system strengthening 

strategies. In addition, global health initiatives should 

realign their support to strengthen HRH in a sustain-

able way, including the possibility for investment in 

capital and recurrent expenditure (including salaries) 

for general service staff, and overcoming the current 

preferential focus on short-term, disease-specific, 

in-service training. (59,60)  In this respect, development 

partners might consider establishing a multilateral 

funding facility to support international investment in 

health systems (61) as a means to support the realization 

of human rights and the SDG Goals. While continuing 

to advocate for an increase in allocation of domestic 

resources to HRH, development partners should also 

support countries to strengthen – where needed – their 

capacity for tax collection.
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53. 	Relevant institutions should be encouraged to 

establish mechanisms to track the proportion of 

development assistance for health allocated to 

HRH. The Organisation for Economic Co-operation and 

Development and the Humanitarian Financial Tracking 

System, for example, should establish mechanisms to 

determine the proportion of development assistance for 

health that is allocated to HRH, as current processes 

and data requirements for tracking international aid 

flows to health do not allow a reliable and consistent 

capture of health workforce investments. (62)

54. 	Regional or subregional bodies can bolster political 

and financial commitment to implementing this 

agenda. Entities such as the African Union, European 

Union, Arab League, Union of South American Nations, 

and Association of Southeast Asian Nations play an 

important role in facilitating policy dialogue and peer 

review among countries with a comparable socioeco-

nomic structure or cultural background. They also help 

to generate and sustain the political will that underpins 

supportive investment and policy decisions. 



Objective 3
Build the capacity of institutions at subnational, 

national, regional and global levels for e�ective  

public policy stewardship, leadership and  

governance of actions on human resources for  

health

Milestones:

• 	3.1 By 2020, all countries will have inclusive institutional mechanisms in place 

to coordinate an intersectoral health workforce agenda.

• 	3.2 By 2020, all countries will have an HRH unit with responsibility to develop 

and monitor policies and plans.

• 	3.3 By 2020, all countries will have regulatory mechanisms to promote patient 

safety and adequate oversight of the private sector.
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55. 	Effective governance and strengthening of institu-

tional capacities are required for the implementa-

tion of a comprehensive health workforce agenda 

in countries. Despite considerable advances in the last 

decades, progress in the HRH area has not been fast 

enough, nor deep enough. Health workforce develop-

ment is partly a technical process, requiring expertise in 

planning, education and management, and the capacity 

to root this in long-term vision for the health system. 

But it is also a political process, depending on the will 

and power of different sectors and constituencies in 

society, and different levels of government to coordi-

nate efforts. (63) Key challenges are, simultaneously, to 

ensure effective intersectoral governance and collabora-

tion among stakeholders; strengthen technical capacity; 

and mobilize financial resources for the contemporary 

HRH agenda. (64) This requires the political will – and 

accountability – of heads of government.

56. 	Technical and management capacities are needed to 

translate political will and decisions into effective 

implementation. Public health workforce planning and 

management – from the national to local level – must 

be professionalized, ensuring equal opportunities 

across gender, race and linguistic/ethnic groups. Just 

as capable health professionals are needed, so are 

capable professional health managers, HRH scientists, 
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countries; monitor and evaluate HRH interventions and 

trends; and build alliances with data producers and 

users. 

59. 	Establish the national case for investment in HRH as 

a vital component of the SDGs, UHC and universal 

access to health care. The national case should be 

used as a basis for plans and budgets to mobilize 
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Recommendations to other stakeholders and international partners

68. 	Parliaments and civil society to contribute to 

sustained momentum of the HRH agenda. This can 

be achieved through oversight of government activities 

and accountability mechanisms to monitor performance, 

and by advocating the improvement of both public and 

private sector educational institutions and employers. 

Social accountability mechanisms should be encour-

aged.

69. 	The international community, development partners, 

and global health initiatives to examine system-

atically the health workforce implications of any 

health goals that are considered and adopted. As 

part of this, the WHO Secretariat should also cooperate 

with the mechanisms of its governing bodies to create 

the conditions whereby all future resolutions presented 

to the World Health Assembly and regional committees 

include an assessment of health workforce implications 

resulting from technical or policy recommendations. (67) 

70. 	The international community, development partners, 

and global health initiatives to work closely with 

states to strengthen national and subnational public 

institutions and governance in a post-emergency or 

post-conflict recovery phase, when donor funding and 

opportunity for reform is greatest. (68) A coordinated 

mechanism will enable a common understanding 

of context and interventions, bring all stakeholders 

together and, with the state in a coordinating role, 

target interventions with an explicit capacity-building 

objective. In these settings, interventions to strengthen 

the domestic health workforce may be more effective if 

they target a decentralized level or are effected through 

non-state actors, where results and lessons for scale-up 



Objective 4
Strengthen data on human resources for health for 

monitoring and accountability of national and  

regional strategies, and the Global Strategy

Milestones:

• 	4.1 By 2020, all countries will have made progress to establish registries to 

track health workforce stock, education, distribution, flows, demand, capacity 

and remuneration.

• 	4.2 By 2020, all countries will have made progress on sharing HRH data through 

national health workforce accounts and submitting core indicators to the WHO 

Secretariat annually.

• 	4.3 By 2020, all bilateral and multilateral agencies will have strengthened health 

workforce assessment and information exchange. 
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71.	 Better HRH data and evidence are required as a 

critical enabler to enhance advocacy, planning, 

policy-making, governance and accountability at 

national, regional and global levels. The evidence-to-

policy feedback loop is an essential feature of resilient 

health systems, defined as those with the capacity to 

learn from experience and adapt according to changing 

needs. Projections of future workforce requirements 
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Policy options for WHO Member States

All countries
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Policy options to be considered in some countries, 
depending on context

79. 	Strengthen health systems by applying “big data” 

approaches to gain a better understanding of the 

health workforce, including its size, characteristics 

and performance to generate insights into gaps and 

possibilities for health workforce strengthening. This 

should be done in compliance with national norms and 

legislative frameworks regulating the collection and use 

of personal data that will guarantee absolute confidenti-

ality and anonymity of individual health workers. 

80. 	Exploit “leapfrogging” opportunities through the 

adoption of ICT solutions for HRH data collation and 

storage, avoiding the capital-heavy infrastructure 

needed in the past. 

Responsibilities of the WHO Secretariat

81.	 Support the development and strengthening, review 

the utility of and update and maintain tools, guide-

lines and databases relating to data and evidence on 

HRH for routine and emergency settings. 

82. 	Facilitate the progressive implementation of national 

health workforce accounts to support countries to 

strengthen and establish a standard for the quality and 

completeness of their health workforce data. Improved 

HRH evidence will contribute to a global digital reporting 

system for countries to report on a yearly basis on a 

minimum set of core HRH indicators. This will include 

information on health workforce production, recruit-

ment, availability, composition, distribution, costing 

and migratory flows, (67) disaggregated by sex, age and 

place of employment. 

83. 	Streamline and integrate all requirements for 

reporting on HRH by WHO Member States. In their 

annual report on HRH, Member States would thus inte-

grate progress on implementing the WHO Global Code 

of Practice on the International Recruitment of Health 

Personnel; other HRH-focused Health Assembly resolu-

tions; and the Global strategy on human resources for 

health. 

84. 	Adapt, integrate and link the monitoring of targets 

in the Global Strategy to the emerging accountability 

framework of the SDGs and other resolutions adopted 

by the United Nations General Assembly. For instance, 

WHO should develop mechanisms to enable collection 

of data to prepare and submit a report on the protection 

of health workers, which compiles and analyses the 

experiences of Member States and presents recommen-

dations for action to be taken by relevant stakeholders, 

including appropriate preventive measures, as called for 

by UNGA Resolution 69/132 on Global health and foreign 

policy.
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Recommendations to other stakeholders and international partners

85.
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Annex 1
Health workforce requirements for 
implementation of the Global strategy  
on human resources for health 
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WHO has been facilitating since April 2015 a coordinated 

inter-agency, multi-constituency effort to estimate health 

workforce requirements and projections to 2030. Annex 1 

provides selected elements of this ongoing analysis. The final 

paper will be published on the WHO website  

(http://www.who.int/hrh/en/) once the analysis is completed. 

Data on current stock and density of health workers for 

193 countries were extracted from the WHO Global Health 

Observatory, which includes data provided by WHO Member 

States. Future simulations of supply, need and demand on the 

other hand represent modelled estimates. The modelling has 

significant margins of uncertainty related to both the assump-

tions made and the variability in quality and completeness of 

the underlying data. 

Simulating future supply of health workers

The supply of physicians and nurses/midwives was projected 

to 2030 based on historical data on the increase in physi-

cian and nurse/midwife densities in each country. To fore-

cast supply, a linear growth rate model was adopted, which 

assumes that the historical growth rate of physicians and 

nurses/midwives per capita for each country will continue into 

the future at the same rate each year.

Data points that represented obvious outliers due to misre-

porting were removed and replaced with missing data. 
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Table A1.1: Stock of health workers (in millions), 2013a and 2030b

WHO Region

Physicians Nurses/midwives All other cadresc Total health workers

2013 2030 2013 2030 2013 2030 2013 2030 % 
ChangeN N N N N N N N

Africa 0.2 0.5 1.0 1.5 0.6 1.0 1.9 3.1 63%

Americas 2.0 2.4 4.7 8.2 2.6 3.4 9.4 14.0 50%

Eastern Mediterranean 0.8 1.3 1.3 1.8 1.0 2.2 3.1 5.3 72%

Europe 2.9 3.5 6.2 8.5 3.6 4.8 12.7 16.8 32%

South-East Asia 1.1 1.9 2.9 5.2 2.2 3.7 6.2 10.9 75%

Western Paci�c 2.7 4.2 4.6 7.0 3.0 6.1 10.3 17.3 68%

Grand total 9.8 13.8 20.7 32.3 13.0 21.2 43.5 67.3 55%

a	 WHO Global Health Observatory
b	 Forecast
c	 Refers to the seven other broad categories of the health workforce as de�ned by the WHO Global Health Workforce Statistics 

Database, i.e. dentistry, pharmacy, laboratory, environment and public health, community and traditional health, health 
management and support, and all other health workforce categories. A multiplier for “all other cadres” was developed 
based on the values of countries with available data. 

NB: Since absolute values are rounded to the nearest 100 000. totals may not precisely add up.

The 2006 World Health Report broke new ground by devel-

oping an evidence-based model for health worker need, 

based on achieving 80% coverage of assisted deliveries. 

The threshold of 2.3 skilled health workers per 1000 popu-

lation has enabled advocacy and inter-country comparability. 

However, the model is clearly limited to one single health 

service (delivery by a skilled birth attendant). In considering a 

new health workforce threshold, the focus must shift to reflect 

the broader range of services that are targeted by UHC and 

the SDGs. 

Tracers of indicators for UHC were selected to reflect noncom-

municable diseases, maternal, newborn and child health, and 

infectious disease priorities. Table A1.2 lists the 12 indicators 

and their primary classification (5 indicators for infectious 

diseases, 3 for maternal, newborn and child health, and 4 for 

noncommunicable diseases). Coverage data for all countries 

available for the 12 indicators were combi.955nnviremen
y
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Table A1.2: SDG tracer indicators

Indicator Classi�cation

Antenatal care MNCH

Antiretroviral therapy ID

Cataract NCD

Diabetes NCD

DTP3 immunization ID

Family planning MNCH

Hypertension NCD

Potable water ID

Sanitation ID

Skilled birth attendance MNCH

Tobacco smoking NCD

Tuberculosis ID

DTP3, third dose of diphtheria-tetanus-pertussis vaccine; ID,  
infectious diseases; MNCH, maternal, newborn and child health;  
NCD, noncommunicable diseases.

The coverage of this composite SDG index was analysed 

across countries, and a regression analysis performed 

to identify the aggregate density of doctors, nurses and 

midwives corresponding to the 50th percentile (median) rank 

of attainment. It was not possible to factor into the analysis 

other health worker cadres (such as community-based and 

mid-level health workers, and other allied health profes-

sionals) due to extensive limitations in data availability for 

these other cadres. On the basis of the analysis conducted 

according to the SDG index methodology described above, 

an indicative threshold of an aggregate density of 4.45 

physicians, nurses and midwives per 1000 population was 

identified, as it corresponds to the median score of SDG tracer 

indicator attainment (25%). This value has been used for the 

needs-based estimates in this analysis. 

Other thresholds have been developed in the past, and 

alternative methods are possible to estimate a threshold of 

minimum requirements for health workforce availability. It 

should be emphasized that this figure does not represent a 

planning target for countries, as it does not reflect the heter-

ogeneity of countries in terms of baseline conditions, health 

system needs, optimal workforce composition and skills 

mix. Further, it is acknowledged that this threshold reflects 

only physicians, nurses and midwives, an inherent limita-

tion caused by the paucity of data on other cadres. Planning 

targets for countries should rather be set based on national 

level policy dialogue, taking into account the context-spe-

cific needs of the health system, service delivery profile, and 

labour market conditions. They should reflect a more diverse 

skills mix, going beyond the cadres of doctors, nurses and 

midwives to harness the potential contribution of all health 

workers for a more responsive and cost-effective composition 

of health-care teams. 
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Figure A1.1: SDG index composite method: percentage of 12 SDG tracer indicators achieved as a 
function of aggregate density of doctors, nurses and midwives per 1000 population 
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Estimating health workforce requirements and 
needs-based shortages to 2030 in countries with 
a lower HRH density than the SDG index threshold

The index of 4.45 physicians, nurses and midwives per 1000 

population was used to estimate the health workforce needs 

and needs-based shortages by 2030 (i.e. the additional 

number of health workers that would be needed to attain 

this threshold of health worker density, over and above the 

projected supply in 2030). 

Table A1.3 examines the needs-based shortage of health-

care workers in 2013 and 2030 by cadre and by WHO region. 

Needs-based shortages were calculated by subtracting 

the current/projected supply of health-care workers from 

the current/projected needs (as defined by the SDG index 

threshold of 4.45 physicians, nurses and midwives) in coun-

tries facing a shortage. 
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Globally, the needs-based shortage of health-care workers 

in 2013 is estimated to be about 17.4 million, of which 

almost 2.6 million are doctors, over 9 million are nurses and 

midwives, and the remainder represent all other health worker 

cadres. The largest needs-based shortages of health workers 

are in South-East Asia at 6.9 million and Africa at 4.2 million. 

The shortage in absolute terms is highest in South-East Asia 

due to the large populations of countries in this Region, but 

in relative terms (i.e. taking into account population size) the 

most severe challenges are in the African Region. The global 

needs-based shortage of health-care workers is projected 

to be still more than 14 million in 2030 (a decline of only 

17%). Hence, current trends of health worker production 

and employment will not have sufficient impact on reducing 

the needs-based shortage of health-care workers by 2030, 

particularly in some countries: in the African Region the 

needs-based shortage is actually forecast to worsen between 

2013 and 2030, while it will remain broadly stable in the 

Eastern Mediterranean Region.

Assessing health workforce needs in relation 
to service requirements in countries of the 



45

These simulations in the baseline scenarios sum to aggre-

gate shortfalls against service requirements of about 50 000 

midwives, 1.1 million nurses, and 750 000 physicians across 

the 31 included countries for 2030. These estimates are, 

however, highly sensitive to the assumptions on the parame-

ters of the model: sensitivity analysis shows that by 2030 the 

shortfall against service requirements could be in excess of 

4 million health workers (over 70 000 midwives, 3.2 million 

nurses and 1.2 million physicians). 

Assessing market-based demand for health 
workers in 2030

Understanding health labour market trends also requires 

assessing demand for health workers as a function of 

countries’ capacity to create funded positions (whether in 

the public or private sector) for them. The demand for health 

workers was modelled using supply projections, per capita 

gross domestic product (GDP), per capita out-of-pocket health 

expenditures, and population aged 65+. Estimates could be 

produced only for 165 countries with sufficient data to model 

demand. The result of these simulations (Table A1.4) indicates 

a growing demand for health workers. 

Table A1.4: Estimated health worker a demand (in 
millions b ) in 165 countries, by Region 

WHO Region 2013 2030

Africa 1.1 2.4

Americas 8.8 15.3

Eastern Mediterranean 3.1 6.2

Europe 14.2 18.2

South-East Asia 6.0 12.2

Western Paci�c 15.1 25.9

World 48.3 80.2

a	 Health worker refers to physicians, nurses/midwives, and other health 
workers.

b	 Since all values are rounded to the nearest 100 000, totals may not 
precisely add up. 

Source: World Bank. Washington DC (forthcoming).

In the aggregate, the model to project demand forecasts that 

by 2030 there will be a global aggregate demand for some 

80 million health workers in the 165 countries with sufficient 

data to produce estimates, with the potential for the creation 

of approximately 40 million additional jobs (the current stock 

is estimated at approximately 43 million in 193 WHO Member 

States – see Table A1.1). The additional jobs, however, will 

not necessarily be created in the regions and countries where 

they are most needed to address unmet population needs. 

Interpretation

In contextualizing and correctly interpreting the findings of 
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Even in the case of OECD countries, data limitations make 

it imperative to consider these simulations with caution. 

Therefore the results should not be interpreted as precise 

predictions; instead they serve as compass bearings, showing 

the directions in which the HRH situation is heading, and may 

continue if the current trends continue.  

Notwithstanding, by including coverage of noncommunicable 

diseases in the SDG index, this analysis represents a step 

forward in terms of identifying health workforce requirements 

for UHC and the SDGs. The identification of a higher threshold 

of minimum health workforce availability requirements 

resulted in greater needs (and needs-based shortages) than 

all previous estimates. The difference is particularly stark if 

the new threshold is compared with past analyses based on 

requirements for skilled assistance at birth, which resulted in 

the identification of a much lower requirement of 2.3 skilled 

health workers (physicians and nurses/midwives) per 1000 

population. The SDG index threshold of 4.45 physicians, 

nurses and midwives per 1000 population  represents almost 

a doubling of the recommended density of skilled health 

workers to meet health needs. This increase reflects the 

staffing needed to deliver a more comprehensive range of 

health services (78) (79)  and it is not dissimilar to other bench-

marks of HRH density developed in relation to the UHC goal 

(such as the 4.11 physicians, nurses and midwives per 1000 

population threshold developed in the past by the ILO).

Considering jointly the needs-based shortage of over 14 

million health workers in countries currently below the 

threshold of 4.45 physicians, nurses and midwives per 1000 

population – and the shortfall against service requirements in 

selected OECD countries (possibly in excess of 4 million) – the 

aggregate projected global deficit of health workers against 

needs (defined differently in different contexts) could exceed 

18 million (range: 16–19) by 2030. 

However, global aggregate projections and trends mask 

important disparities: the estimates of the current and 

projected future supply of health workers show that, despite 

increased production, population growth in some contexts is 

outstripping the increase in health workers, resulting in lower 

densities. While needs-based shortages are forecast to reduce 

significantly in most regions of the world, on current trends 

they might remain unchanged in the Eastern Mediterranean 

Region, and worsen in the African Region. On current trends, 

by 2030 some parts of the world would face a substantial and 

widening mismatch between the number of health workers 

needed to provide essential services (need), the availability 

of health professionals (supply) and the countries’ capacity 

to employ them (demand): in the African Region, where many 

countries are confronted with fiscal space challenges, a 

modest growth in the capacity to employ workers is likely 

to lead to a shortage based on economic demand, with the 

overall supply of health workers remaining constrained. Both 

demand and supply will, however, fall short of population 

needs. Greater investments will be required in these contexts 

to boost market-based demand and supply, and to align 

them more closely with population health needs. By contrast, 

emerging economies might see a narrowing gap between 

the supply of health workers and the numbers needed to 

provide essential health services. However, economic growth 

and demographic trends in these countries will likely boost 

the demand for health care beyond the essential services. 

The current pace of health worker production will need to 

be significantly accelerated to meet the demand. This tight 

labour market condition could potentially raise the cost of 

health workers, possibly stimulating labour movements across 

borders and fuelling cost escalation in the health sector in 

these countries. (14) These dynamics, together with a growing 

demand for health workers in advanced economies with an 

ageing population, and a persisting divergence in working and 

living conditions in different countries, point to growing inter-

national migration of health workers in the coming decades. 

These projections and simulations should therefore be under-

stood as a note of caution against complacency. Maintaining 

the status quo in health worker production and employment is 

expected to result in too slow a progress (or even a worsening 

gap, especially in countries that are already lagging behind in 

their health outcomes) and continuing global imbalances.  



Annex 2
Annotated list of selected WHO tools and  
guidelines for human resources for health  
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The planning, design and implementation of the policy options 

described in this Strategy can be informed and supported by 

a number of tools, guidelines and other normative documents. 

The following is a list of selected products developed by WHO 

on human resources for health. It is envisaged that during 

the lifetime of the Strategy (2016–2030) this list will evolve 

dynamically and be updated to reflect new evidence and 

emerging priorities and opportunities. For more information 

and updated tools and guidelines please refer to  

http://www.who.int/hrh/tools/en/. 
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National health workforce accounts 

The purpose of a national health workforce account (NHWA) is 

to standardize the health workforce information architecture 

and interoperability as well as track HRH policy performance 

towards universal health coverage. The implementation of 

NHWAs facilitates a harmonized, integrated approach for 

regular collection, analysis and use of standardized health 

workforce information to inform evidence-based policy deci-

sions.  http://www.who.int/hrh/documents/15376_WHOBrief_

NHWFA_0605.pdf.

Minimum data set for health workforce registry

This tool provides guidance on the minimum information 

fields required to develop or modify an electronic system for 

health workers at national or subnational levels. The minimum 

data set for health workforce registry (MDS) provided in this 

document can be used by ministries of health to support the 

development of standardized health workforce information 

systems.  

http://www.who.int/hrh/statistics/minimun_data_set/en/.

Monitoring and evaluation of human resources 
for health with special applications for low- and 
middle-income countries

The handbook offers health managers, researchers and 

policy-makers a comprehensive, standardized and user-

friendly reference for monitoring and evaluating human 

resources for health, including approaches to strengthen 

relevant technical capacities. It brings together an analytical 

framework with strategy options for improving the health 

workforce information and evidence base, as well as country 

experiences that highlight successful approaches.

http://www.who.int/workforcealliance/knowledge/toolkit/25/en/.

Analysing disrupted health sectors

This modular manual supports policy-makers in settings 

characterized by complex humanitarian emergencies to 

analyse and plan for their health systems. Module 10 of 

the tool reviews aspects to be considered in the study of a 

health workforce in these settings. In these irregular contexts, 

tailored strategies for planning, education, deployment, reten-

tion and staff performance management are required.

http://www.who.int/hac/techguidance/tools/disrupted_

sectors/en/ and 

Module 10 – Analysing human resources for health:  

http://www.who.int/hac/techguidance/tools/disrupted_

sectors/adhsm_mod10_en.pdf?ua=1. 
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Annex 3
Monitoring and accountability framework 
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The monitoring and accountability framework of the Global 

Strategy entails a regular process to assess progress on its 

milestones. At the national level, countries should consider 

reflecting relevant actions contributing to the milestones in 

national policies, strategies and frameworks, as relevant to 

context. Existing processes and mechanisms for health sector 

review should include a regular assessment of progress in 

the health workforce agenda in the national context. Global 

accountability will include a progressive agenda to imple-

ment national health workforce accounts (see objective 4), 

with annual reporting by countries on core HRH indicators 

to the WHO Secretariat. Reporting requirements for Member 

States will be streamlined by effectively linking monitoring 

of the Strategy with that of the WHO Global Code of Practice 

on the International Recruitment of Health Personnel, other 

HRH-focused Health Assembly resolutions, and strategic 

documents and resolutions adopted at regional level. Global 

monitoring will also be complemented by specific analyses – 

to be conducted by WHO in collaboration with OECD and other 

relevant institutions – on aspects relating to official develop-

ment assistance for health and international mobility of health 

personnel.

Table A3.1: Monitoring and accountability framework to assess progress on the Global Strategy 
milestones

Global milestones  
(by 2020)

Baseline indicator  
(2016)

Numerator Denominator Periodicity 
of data 
collection

Source

1.  All countries have 
inclusive institutional 
mechanisms in place to 
coordinate an intersectoral 
health workforce agenda.

The percentage of 
countries with institutional 
mechanisms in place to 
coordinate an intersectoral 
health workforce agenda.

Number of countries with 
an HRH unit or function that 
negotiate inter-sectoral 
relationships with other line 
ministries and stakeholders.

Total number 
of countries 

Annual  NHWA 

2.  All countries have a 
human resources for health 
unit with responsibility 
for development and 
monitoring of policies and 
plans.

The percentage of countries 
with a human resources 
for health unit or functions, 
responsible for developing 
and monitoring  policies and 
plans on human resources 
for health. 

Number of countries with 
a human resources for 
health unit or functions, 
responsible for developing 
and monitoring  policies and 
plans on human resources 
for health.

Total number 
of countries 

Annual  NHWA 

3.  All countries have 
regulatory mechanisms to 
promote patient safety and 
adequate oversight of the 
private sector.

The percentage of countries 
with a national mechanism 
to promote patient safety 
and adequate oversight of 
the private sector .

Number of countries with 
a national mechanism to 
promote patient safety and 
adequate oversight of the 
private sector.

Total number 
of countries 

Annual  NHWA 

4.  All countries have 
established accreditation 
mechanisms for health 
training institutions.

The percentage of 
countries with accreditation 
mechanisms for health 
training institutions.

Number of countries with 
accreditation mechanisms 
for health training 
institutions.

Total number 
of countries 

Annual  NHWA 

5.  All countries are 
making progress on health 
workforce registries to 
track health workforce 
stock, distribution, �ows, 
demand, supply, capacity 
and remuneration.

The percentage of 
countries with a health 
workforce registry to track 
health workforce stock, 
distribution, �ows, demand, 
supply, capacity and 
remuneration. 

Number of countries with 
a health workforce registry 
to track health workforce 
stock, distribution, �ows, 
demand, supply, capacity 
and remuneration.

Total number 
of countries 

Annual  NHWA 
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