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In May 2014, the Sixty-seventh World Health Asseriibly The Global Strategy on Human Resources for Health:
adopted resolution WHAG67.24 on Follow-up of the Workforce 2030 is primarily aimed at planners and
Recife Political Declaration on Human Resources for  policy-makers of Member States, but its contents
Health: renewed commitments towards universal healthare of value to all relevant stakeholders in the health
coverage. In paragraph 4(2) of that resolution, Member workforce area, including public and private sector
States requested the Director-General of the World employers, professional associations, education and
Health Organization (WHO) to develop and submit a newaining institutions, labour unions, bilateral and multi-
global strategy for human resources for health (HRH) folateral development partners, international organiza-
consideration by the Sixty-ninth World Health Assemblytions, and civil society.

Development of the Global Strategy was informed by a Throughout this document, it is recognized that the
process launched in late 2013 by Member States and concept of universal health coverage may have different
constituencies represented on the Board of the Global connotations in countries and regions of the world. In
Health Workforce Alliance, a hosted partnership within particular, in the WHO Regional Office for the Americas,
WHO. Over 200 experts from all WHO regions contrib- universal health coverage is part of the broader concept
uted to consolidating the evidence around a compre-  of universal access to health care.

hensive health labour market framework for universal

health coverage (UHC). A synthesis paper was published

in February 203and informed the initial version of

the Global Strategy.

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 servicgsg)
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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 quafgy.

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
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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,




served areas. Shortages and distribution challenges  strategies and adopt a paradigm shift in how to

contribute to global labour mobility and the interna- plan, educate, deploy, manage and reward health
tional recruitment of health workers from low-resource workers. Transformative advances alongside a more
settings. In some countries, in addition to major effective use of existing health workers are both needed

under-investment in education, particularly in under and possible through: the adoption of inclusive models
served areas, imbalances between supply capacity andof care encompassing promotive, preventive, curative,
the market-based demand determined by fiscal space, rehabilitative and palliative services; by reorienting
and between demand and population needs, result in  health systems towards a collaborative primary care
challenges in universal access to health workers within approach built on team-based care; and by fully
strengthened health systems, and even the paradox of harnessing the potential of technological innovation.

health worker unemployment co-existing with major In parallel, much-needed investment and reform in the
unmet health needs. health workforce can be leveraged to create qualified
employment opportunities, in particular for women and
The foundation for a strong and effective health youth. These prospects represent an unprecedented
workforce, able to respond to the 21st century prior occasion to design and implement health workforce
ities, requires matching effectively the supply and strategies that address the equity and coverage gaps
skills of health workers to population needs, now faced by health systems, while also unlocking economic
and in the future. The health workforce also has an growth potential. Realizing this potential hinges on the

important role in contributing to the preparedness and mobilization of political will and building institutional
response to emergencies and disasters, in particular and human capacity for the effective implementation of
through participation in national health emergency this agenda.
management systems, local leadership and the provi-
sion of health services. Evolving epidemiologic proflles The vision that by 2030 all communities have
and population structures are increasing the burden universal access to health workers, without stigma
of noncommunicable diseases and chronic conditions and discrimination, requires combining the adoption
on health systems throughout the weyTdhis is of effective policies at national, regional and global
accompanied by a progressive shift in the demand for levels with adequate investment to address unmet
patient-centred care, community-based health services,needs. Realistically, the scale-up required in the coming
and personalized long-term aizemand for the decades to meet increasing demand, address existing
global health workforce is therefore expected to grow gaps and counter expected turnover is greater than
substantially. At the same time, emerging economies  all previous estimates. Projections developed by WHO
are undergoing an economic transition that will increaseand the World Bank point to the creation of
their health resource envelope, and a demographic approximately 40 million new health and social care
transition that will see hundreds of millions of potential jobs globally to 20@@)and to the need for 18 million
new entrants into the active workforce. Attaining the  additional health workers, primarily in low-resource
necessary quantity, quality and relevance of the health settings, to attain high and effective coverage of the
workforce will require that policy and funding decisions broad range of health services necessary to ensure
on both the education and health labour market are healthy lives for all.
aligned with these evolving needs

It has long been knowwhat needs to be done to

Persistent health workforce challenges, combined address critical health workforce bottlenecks; now
with these broader macro-trends, require the global there is better evidence than ever on how to do it.
community to reappraise the effectiveness of past The global strategy on human resources for health:

Global strategy on human resources for health: Workforce 2030



Economy, population and broader societal drivers

Education sectorsfDp Tm8225

—)

Health workforce
equipped to deliver
quality health service

Universal health coverage with
safe, effective, person-centred
health services

Policies to address maldistribution and

Policies on production Policies to address inflows and outflows R
. . . . . . inefficiencies
+ on infrastructure and matefial - to address migration and emigration ) .
« to improve productivity and performance

+ on enrolment « to attract unemployed health workers . S o

. ) ) « to improve skill mix composition
+ on selecting students - to bring health workers back into the ) .

. « to retain health workers in underserved
« on teaching staff health care sector

areas

Policies to regulate the private sector
< to manage dual practice

« to improve quality of training

- to enhance service delivery

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 . 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 Actigrs)and the African Roadmap on Human
Resources for Heglthyand it provides a foundation

for the work of the High-Level Commission on Health
Employment and Economic Grosyédstablished by

the United Nations Secretary-General following UNGA
Resolution 70/183)The Strategy also supports,

among others, the goals and principles of the UN
Global Strategy for Women'’s, Children’s and Adoles-
cents’ Healttzp)the WHO framework on integrated
people-centred health serviegs,

Global strategy on human resources for health: Workforce 2030



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.

* 1.3By 2030, all countries will have made progress towards
improving the course completion rates in medical, nursing and
allied health professionals training institutions.






must be determined and tailored to the specific reality

tice environment to enable their effective deployment,

of each WHO Member State, in relation to the needs of retention and adequate motivation to deliver quality care

the population, education policies and health system
requirements, including during emergencies. Similarly,
the responsibilities of the WHO Secretariat are under

and build a positive relationship with patients. Gender-
based discrimination, violence and harassment during
training, recruitment/ employment and in the work-

stood to be in relation to demand for support expressedplace should be eliminated. It is particularly important

by Member States.

Policy options to be considered in all countries

2

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,

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.

Ensure the effective use of available resources.
Globally, 20—-40% of all health spending is yeasted,
with health workforce inefficiencies and weaknesses in

education, employment, gender, migration, developmentgovernance and oversight responsible for a significant

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

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 payssjit is critical to

adopt appropriate, cost-effective and equitable popu-
lation health approaches to provide community-based,

treating each profession separately. Such an integrated person-centred, continuous and integrated care. This
approach has to consider population and health systementails implementing health-care delivery models with
needs, adjusting investment volumes, education policiesaan appropriate and sustainable skills mix in order to

on the intake of trainees, and incentive mechanisms

meet population health needs equitably. Health systems

as needed. This is required to redress prevalent labour should thus align market forces and population expec-
market failures — such as shortages, maldistribution andations with primary health care needs, universal access
unemployment of health workers co-existing with unmetto health care and people-centred integrated service
health needs. HRH development is a continuous procesdelivery, supported by effective referral to secondary

that requires regular appraisal of results and feedback
loops to inform and adjust priorities.

Promote decent working conditions in all settiAgs.
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-

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

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

lang--en/index.htm).
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health-care workforce, including general practice and well as the need to eliminate discrimination related to

family medicine, are required to provide communi- gender, ageing, mental health, sexual and reproductive
ty-based, person-centred, continuous, equitable and  health, and HIV and AIDS among others. Opportunities
integrated care. should be considered for North—South and South—South
collaboration, as well as public—private partnerships
Adopt transformative strategies in the scale-up of on training and investment, maximizing opportunities
health worker education. Public and private sector for skills transfer and mutual benefit, and minimizing
investments in health personnel education should negative consequences of international mobility of
be linked with population needs and health system health personnel. This includes advances in e-learning
demands. Education strategies should focus invest- and putting in place mechanisms to track and manage

ment in trainers, for which there is good evidence of a education investments in individual health workers and
high social rate of return. Priority should also focus on their continuing professional development.

orienting curricula to balance the pressure to train for

international markets, and on producing professionals. Optimize health worker motivation, satisfaction,
capable of meeting local ngeel@romoting tech- retention, equitable distribution and performance.
nical, vocational education and social accountability =~ While urbanization trends and the potential of tele-
approaches that improve the geographic distribution ~ medicine may, in some contexts, reduce the acute

of health workers. A coordinated approach is needed challenge of geographical maldistribution, in the

to link HRH planning and education (including an majority of settings access to health workers remains
adequate and gender-balanced pipeline of qualified inequitable. The ‘decent employment’ agenda entails
trainees from rural and remote areas), and encourage strategies to improve both performance and equitable
inter-professional education and collaborative practice. distribution of health workers. Such an integrated
Education standards and funding should be establishedpackage of gender-sensitive attraction and retention
and monitored in national policies: radical improve- policies includes: job security, a manageable workload,
ments in the quality of the workforce are possible if supportive supervision and organizational management,
the higher education and health sector collaborate by continuing education and professional development
implementing a transformative education &yenda opportunities, enhanced career development pathways
grounded in competency-based learning. This approach(including rotation schemes where appropriate), family
should equip health workers with skills to work collab- and lifestyle incentives, hardship allowances, housing
oratively in inter-professional teams, with knowledge  and education allowances and grants, adequate facili-
to intervene effectively on social determinants of ties and working tools, and measures to improve occu-
health and expertise in public health. This must include pational health and safety, including a working envi-
epidemic preparedness and response to advance the ronment free from any type of violence, discrimination

implementation of the International Health Regula- and harassment. The adoption of specific measures in a
tions (2005). The social mission of health education given country context has to be determined in relation
institutions represents an opportunity to nurture in to cost-effectiveness and sustainability considerations,

health workers the public service ethics, professional and may be aided by employee satisfaction surveys to
values and social accountability attitudes requisite to  adapt working conditions to health worker feedback.
deliver respectful care that responds to local needs Critical to ensuring equitable deployment of health

and population expectations. Particular account should workers are the selection of trainees from, and delivery
be taken of the needs of vulnerable groups such as of training in, rural and underserved areas, financial and
children, adolescents and people with disabilities; ethnimon-financial incentives, and regulatory measures or

or linguistic minorities and indigenous populations; as service delivery reorganizagen.

Global strategy on human resources for health: Workforce 2030



Harness - where feasible and cost-effective - infor should include efforts to build the capacity of national
mation and communication technology (ICT) eppor authorities at all levels in managing post-disaster and
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 sgfefservice quality

control, and the promotion of patient autormmpmy.

New professional qualifications, skills and competency

are needed to harness the potential of ICT solutions to

health-care delive@r)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

requirementgi2)

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.

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



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.

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)ln 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 tea@ss46) 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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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 O Tws7glvincglvies wiOC 11 (ess to r)5.9 (educe barriek 0 Tws7glvi3D (educe |
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All countries

Build planning capacity to develop or improve HRH Invest in decent conditions of employment through
policy and strategies that quantify health workforce long-term (10-15 years) public policy stewardship
needs, demands and supply under different future and strategies. Such strategies should respect the

scenarios. This should be carried out in order to manageights of male and female worleypromote better
health workforce labour markets and devise effective  working environments, stimulate personal growth and
and efficient policies that respond to today’s population fulfilment and include at the very least provision of
needs while anticipating tomorrow’s expectations. HRH a living wage (including for community-based health
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:

the estimated number, category and qualification of

health workers required to meet public health goals

and population health needs;

the capacity to produce sufficient and adequately

distributed qualified workers (education and effective

regulation policies); and

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.

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 