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1. Main Conclusions, Recommendations and Agenda for Action 
The next decade is likely to be characterized by continuing change in the landscape of action to strengthen HRH 

at the centre of an effective health and social care system.   The diversity of the actors involved, the country 

contexts, the needs and priorities of each stakeholder make this a complex process to navigate successfully.  

Establishing strong mechanisms of governance to ensure that shared, owned frameworks for action exist, and can 

be used to guide evidence-based decision making and implementation is essential.  This will form the basis of a 

coherent, flexible, multi-stakeholder, multi-sector and multi-professional response and accountability for 

implementation.   

 

Working Group 4 has highlighted important characteristics of the framework for action that needs to be put in 

place:  

 It must be coherent, bringing together the range of commitments and strategies that currently exist, and 

based on a clear understanding of roles and responsibilities for implementation; of course it is essential 

that this is relevant to anticipated future change, and consistent with SDG processes; 

 it must be shared and owned by a broad group of stakeholders, including representative civil society 

organisations; 

 it must reflect a multisectoral approach and constituency, and support ways of working that promote and 

enable working across sectors; 

 it must measure the right indicators, in a coherent, efficient, effective way: the proposal for national 

health workforce accounts is relevant and should be taken forward. 

 It must harness the success in advocacy efforts of the past decade, to enable countries and global 

stakeholders to scale investments in HRH against concrete interventions at country, regional and global 

levels and centrally position HRH investment and indicators in the global health discussions towards the 

Post 2015 framework and the development agenda  

Main conclusions and recommendations are presented below 
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 Main Conclusions Recommendations  Agenda for Action 

Context We have made significant 
progress since the JLI (2004), 
WHR 2006 and have learned 
important lessons 
 
Stakeholders are more diverse 
 
Our understanding of the 
importance of non-state actors 
and non-health actors has 
developed 
 
Institutional arrangements to 
support the need for 
collaboration and partnerships 
have evolved at global, regional 
and country level. They have so 
far proved to be inadequate to 
ensure effective action 
 
With increased complexity of 
the stakeholder landscape has 
come increased complexity of 
infrastructure for support 
 
Tools, strategies and actions to 
improve HRH management are 
many, but few of these have 
been evaluated for benefit and 
impact 

The Global HRH strategy 
needs to give thought to 
how the current 
stakeholder, multi-sector 
and multi-professional 
dynamics will evolve over 
the next decade (post 2015 
period), and how the 
landscape can be positively 
influenced for HRH within 
health systems, social care 
and universal health 
coverage and access   
 
A multi-stakeholder 
platform such as GHWA 
remains critical but needs 
to extend to all sectors and 
health worker cadres 
required for action. 
Consideration should be 
given to a mosaic platform 
with shared responsibility 
across its members, and 
linkages to the key 
technical and financing 
agencies that will support 
scaled action and 
investment 

The HRH constituency 
needs to work with others 
to clarify and strengthen 
multi-sector, multi-
professional and multi-
stakeholder platform for 
HRH in the SDGs.  Roles and 
responsibilities need to be 
clarified and negotiated, 
recognizing the diversity of 
incentives across 
stakeholders.   
 
This Platform needs to 
respond to new directions 
in the global architecture 
for health and 
development including the 
strengthening of the 
technical roles of WHO and 
the possibility for the 
coordination of cross sector 
action and accountability of 
global health through the 
Office of the UN Secretary 
General 
 
Evaluate tools and 
guidelines to establish the 
most cost effective 
interventions, and what 
works in different contexts 
in order to provide a 
clearer menu of options 
and possibly a package of 
HRH interventions than can 
scale investments and 
impact on universal access 
and coverage 
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 Main Conclusions Recommendations  Agenda for Action 

Alignment There is a real risk that increased 
activity leads to fragmentation 
in the HRH response, and some 
evidence that this is already 
happening 
 
The Principle of alignment is an 
important response, which 
should be reflected across all 
working groups of the Global 
HRH Strategy 
 
The incentives for alignment and 
coherence across multiple 
stakeholders in the current HRH 
landscape are weak.  It is 
important to clarify the 
direction, purpose, prospects 
including the political economy 
that will drive this alignment 
across all global health 
programmes, initiatives, 
agencies and funders 
 

In the context of multiple 
commitments and 
strategies, alignment is an 
important consideration 
for the Global HRH 
strategy.  This needs 
greater attention as the 
Global HRH strategy is 
finalized 
 
Whilst there are numerous 
clear commitments and 
strategies that can be used 
as the basis for alignment, 
there is no overarching 
mechanism to bring these 
together and ensure 
coherence on HRH 
 
Clearer roles of the 
different stakeholders, 
improved measurements 
of HRH progress and 
impact will result in 
greater accountability to 
strengthen advocacy, 
policy and resource 
mobilization efforts  
 
Other groups, including 
IHP+, COIA and SDGs are 
thing about how to 
address alignment, 
coordination and 
measurements in the 
context of the a robust and 
inclusive yet differentiated 
global health architecture.  
There is scope for joint 
thinking and collaboration 
 

The Global HRH strategy 
should explicitly 
incorporate the principles 
of development 
effectiveness, including 
harmonization, alignment 
and accountability 
 
The new platform proposed 
will strengthen inclusive 
partnerships for HRH in the 
SDG agenda and Post 2015 
framework for global 
health.  Alignment and 
coordination might best be 
served by a mosaic body 
that permits 
measurements, 
investments, advocacy and 
technical capacities to align 
across all stakeholders 
 
The Global HRH strategy 
needs to deepen the 
limited analysis of the 
political economy of 
opportunities and threats 
to achieving a more 
coherent and aligned HRH 
approach 
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 Main Conclusions Recommendations Agenda for Action 

Accountability In the context of increasing and 
complex stakeholder dynamics, 
fragmented responses and 
multitude of HRH commitments, 
accountability is critical 
 
It is important to have a shared 
understanding of accountability 
in order to maximize its 
potential impact on 
strengthening HRH responses 
 
Labor market and its dynamics 
will impact on HRH mobility, 
incentives, investments and 
action.  This will require a robust 
platform for both measurement 
and accountability 
 
HRH measurements are critical, 
not only in health, but also to 
track commitments to human 
capital development in non-
health sectors at impact on the 
HRH and the health sector.  A 
robust measurement, tracking 
and accountability system is 
required 

Additional work needs to 
be done to refine high 
level, results focused 
indicators for HRH 
measurement and 
accountability process 
 
HRH accountability needs 
to be strengthened and 
integrated into the Country 
Accountability Framework 
and also into COIA 
 
Programmatic and 
count4ry lvel HRH 
accountability neds to 
reflect the key 
interventions and 
accountability for HRH 
from inputs, and of HRH 
for impact and quality of 
service delivered 

National Health Workforce 
account provides a robust 
platform to track and 
report on HRH indicators.  
In its development, efforts 
should be made to ensure 
linkages with other 
accountability platforms 
within the health sector, 
and across non-health 
sectors that impact on HRH   
 
Accountability for, and of 
HRH is important and 
should be integrated into 
the process of the National 
Health Workforce account 
at all its operational levels.  
Additional work is required 
to identify responsibilities 
and track indicators along 
this spectrum of HRH 
accountability 
 
HRH accountability needs 
to be both global and local.  
An exploration of the 
feasibility and practicability 
of the workforce 
implications of all 
resolutions of the World 
Health Assembly as a 
platform for supporting this 
two-way accountability 
should is required 

 
This robust and ambitious agenda is evolving very rapidly across programmes and initiatives in health, as well as 
across sectors and themes of the sustainable development goals and agenda.  Much work is still required for 
clarity and cross sector engagement that will define HRH action in the next decade.  There is a case for continued 
research and dialogue on accountability and alignment which should be reflected in the global HRH strategy.  
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2. Introduction 
This paper serves as a background report to inform the Global Strategy for Human Resources for Health (2015-

30).  It has been developed by a thematic working group (WG4) of experts drawn from various Global Health 

Workforce Alliance (GHWA) constituencies (listed in Annex A).  The current GHWA strategy runs to the end of 

2015, and a new long-term vision and strategy for 2016-2030 is being developed through a consultative, 

participatory process as set out in Figure 1.   

Figure 1: Consultation on the 2016-30 GHWA strategy   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

WG4 is one of eight working groups that are feeding into the strategy development process.  Other working groups 

cover the following themes: The drivers of change in health labour markets (WG1); The role of transformative 

education (WG2); Data and measurement of HRH availability, accessibility, acceptability and quality (WG3); 

Leadership, governance and policy alignment in public/ private health systems (WG5); The drivers of change in 

Fragile States (WG6); Improving health worker productivity and performance in the context of universal health 

coverage (WG7); Building on human capability beyond the health sector (WG8). 

WG4 focuses on accountability and alignment for post-2015: the roles and responsibilities of state and non-state 

actors.  This is an essential part of global- and country-level responses to strengthening HRH, not least in the 

context of increasing numbers of HR programmes and stakeholders (as described in section 2 below).  

Accountability has also been highlighted in the discussions on the post-2015 framework and Sustainable 

Development Goals (SDG); it is critical that GHWA’s approach on accountability is coherent and consistent with 

what is proposed through the SDG process in order to maximize the prospects of sustainable, effective, efficient 

implementation and to avoid duplication and fragmentation of accountability efforts.     
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This theme is also relevant to the focus of each of the above working groups, and can be seen as cross-cutting.  As 

highlighted in the following paper, alignment and accountability are critical issues in the context of complex health 

aid architecture1, increased attention to the role and importance of accountability in achieving health sector 

results, and in view of the persistent challenges of delivering on accountability commitments2.  It is appropriate 

and right that GHWA should give careful consideration to the alignment and accountability issues that its future 

strategy must tackle and advance. 

In this context, the specific objectives for this paper are to:   

1.      Map stakeholder contribution and dynamics for HRH; 

2.      Identify platforms and opportunities for improved linkages between HRH, health systems and social care as 

a part of the global efforts to strengthen health systems and improve coverage 

 3.      Examine existing and propose future accountability efforts for HRH and of HRH within global health and 

across sector related efforts at regional and national levels 

 4.      Work with other WGs to propose robust matrices and accountability framework for HRH in the Post 2015 

global health agenda 

3. Methodology 
To achieve the above objectives, a mixed-method approach was used in developing the evidence base and 

conducting analysis for this paper.  We reviewed relevant literature to help identify issues and content for three 

main sections of the report: 1) landscape and stakeholder analysis, 2) review of existing commitments on HRH, 3) 

existing accountability mechanisms, opportunities and threats.  Literature was identified in discussion with the 

WG members and with the GHWA secretariat; emphasis was placed on the high profile global reports that have 

been published since 2004 such as: documents from the Commission on Information and Accountability for 

Women’s and Children’s Health and iERG3; the WHO Global Code of Practice on the International Recruitment of 

Health Personnel4, and its monitoring document5; the Recife Health Workforce Commitments6.  To support data 

gathered through the literature review, an online web-survey was conducted by CHESTRAD and HWAI (using 

Survey Monkey) to collect Civil Society perspectives on issues relevant to alignment, accountability and state and 

non-state actors.  The survey was circulated to members of the Global Health South network, as well as HWAI and 

GHWA civil society networks; with 128 respondents, including from across each of the other GHWA working 

groups and a broad range of organisations across a range of functions/interventions relating to HRH.  It was open 

                                                           
1 http://www.internationalhealthpartnership.net/en/key-issues/  

2 http://www.oecd.org/dac/evaluation/evaluationoftheimplementationoftheparisdeclaration.htm; 

http://www.internationalhealthpartnership.net/fileadmin/uploads/ihp/Documents/Results___Evidence/IHP__Results/IHP_

Results_2012_Rpt.pdf  

3 http://www.who.int/woman_child_accountability/ierg/en/  

4 http://www.who.int/hrh/migration/code/practice/en/  

5 http://www.who.int/hrh/migration/code/code_nri/en/   

6 http://www.who.int/workforcealliance/forum/2013/hrh_commitments/en/  

http://www.internationalhealthpartnership.net/en/key-issues/
http://www.oecd.org/dac/evaluation/evaluationoftheimplementationoftheparisdeclaration.htm
http://www.internationalhealthpartnership.net/fileadmin/uploads/ihp/Documents/Results___Evidence/IHP__Results/IHP_Results_2012_Rpt.pdf
http://www.internationalhealthpartnership.net/fileadmin/uploads/ihp/Documents/Results___Evidence/IHP__Results/IHP_Results_2012_Rpt.pdf
http://www.who.int/woman_child_accountability/ierg/en/
http://www.who.int/hrh/migration/code/practice/en/
http://www.who.int/hrh/migration/code/code_nri/en/
http://www.who.int/workforcealliance/forum/2013/hrh_commitments/en/
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for a period of 4 weeks, from mid-September to mid-October 2014. Findings from the survey were used to inform 

stakeholder interviews, and roundtable discussions during the Health Systems Symposium meeting in Cape Town 

in October 2014.  In addition, HWAI organized a twitter chat to further broaden participation in the consultation7, 

and CHESTRAD-HWAI held a virtual meeting to discuss emerging findings and messages.  

Data collected through these approaches was reviewed and summarized using generic tools in the survey monkey 

and storify software (eg as presented in the word cloud in Figure 3); qualitative analysis is based on up to 128 

English responses – ie not including responses in French and Spanish (due to limited time available).  Analysis and 

findings were grouped in relevance to the three main areas this report: stakeholder and landscape analysis 

(section 2), existing HRH commitments and recommendations (section 3), accountability opportunities and 

threats (section 4). 

Figure 2: Overview of methodology 

   

 

 

 

 

 

 

 

 

 

 

 

Limitations 

We have not been able to adequately reflect on the role of the private sector in relation to alignment and 

accountability.  This is an important area, but one which we were unable to address due to time and resource 

constraints.  We have recommended that GHWA extends the analysis presented here to the private sector as part 

of the process of finalizing the GHWA global strategy (2015-30). 

The sample used for the e-survey, interviews and round tables did not attempt to be representative.  However, it 

is sufficiently broad for it to provide a valid and useful insights on alignment and accountability from the 

perspective of civil society and non-state actors. 

                                                           
7 https://storify.com/zmatza/hwai-twitter-chat#publicize  
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Figure 3: Word cloud depiction of key themes during HWAI-CHESTRAD twitter chat 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

4. Context – the changing landscape for GHWA’s 2016-30 strategy  
We have made significant progress since the JLI (2004), WHR (2006) and learned important lessons.  

In 2004, the report of the Joint Learning Initiative (JLI) identified the health workforce as neglected and 

overlooked8, under-recognised and under-appreciated.  In many ways, the JLI marked the start of a period of 

increased attention and effort to address the neglect of Human Resources for Health (HRH).  From that point 

onwards, HRH advocacy and policy dialogue have successfully placed HRH on the global health agenda.  Evidence 

of the increased recognition of the importance of HRH can be seen in a number of World Health Assembly 

Resolutions9, the focus of the World Health Report (2006)10, the establishment of GHWA itself (in 2006), the 

                                                           
8 http://www.who.int/hrh/documents/JLi_hrh_report.pdf 

9 WHA 57.19 International migration of health personnel: a challenge for health systems in developing countries (2004), 

WHA 58.17 International migration of health personnel: a challenge for health systems in developing countries (2005), WHA 

59.23 Rapid scaling up of health workforce production  (2006). 

10 http://www.who.int/whr/2006/en/ 

http://www.who.int/entity/workforcealliance/knowledge/resources/wharesolution_migration/en/index.html
http://www.who.int/entity/workforcealliance/knowledge/resources/memodg_migration/en/index.html
http://www.who.int/entity/workforcealliance/knowledge/resources/wha_scalingup/en/index.html
http://www.who.int/entity/workforcealliance/knowledge/resources/wha_scalingup/en/index.html
http://www.who.int/whr/2006/en/
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agreement of the WHO Global Code of Practice on the International Recruitment of Health Personnel11, three 

successful conclusion of three Global Forums on HRH – in Kampala (2008), Bangkok (2010) and Recife (2013).   

Responses to the WG4 e-survey highlighted that on a scale of 1-512, moderate to good progress has been made in 

the following areas13 (average response from 127 respondents are shown in brackets and data is shown in Table 

1): Advocacy and stakeholder engagement (3.17), Development of methods and tools (3.06), Production of HRH 

Guidelines (Code of Conduct, Retention, Transformational Education) (3.03). The response also showed the least 

progress has been made on14 Increased productivity and performance of the health workforce (2.38), Increased 

retention (2.12), and Reduction in migration (2.11). 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 1: Survey data from e-survey (Q1): In your opinion, please rank the progress made in the following domains through the 

past decade of action in human resources for health. 

 
– 

No 
Progress– 

Slight 
progress– 

Moderate 
Progress– 

Good 
Progress– 

Significant 
Progress– 

Total– Weighted 
Average– 

– 
Advocacy and stakeholder engagement 

2.4% 
3 

18.9% 
24 

41.7% 
53 

33.1% 
42 

3.9% 
5 

  
127 

  
3.17 

– 
Development of methods and tools 

1.6% 
2 

26.8% 
34 

39.4% 
50 

29.1% 
37 

3.1% 
4 

  
127 

  
3.06 

                                                           
11 http://www.who.int/hrh/migration/code/code_en.pdf?ua=1  

12 1 = No progress; 2 = Slight progress; 3 = Moderate progress; 4 = Good progress; 5 = Significant progress. 

13 Top three results shown. 

14 Bottom three results shown. 

http://www.who.int/hrh/migration/code/code_en.pdf?ua=1
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– 

No 
Progress– 

Slight 
progress– 

Moderate 
Progress– 

Good 
Progress– 

Significant 
Progress– 

Total– Weighted 
Average– 

Production of HRH Guidelines  3.9% 
5 

27.6% 
35 

36.2% 
46 

26.0% 
33 

6.3% 
8 

  
127 

  
3.03 

– 
Mobilizing political will and support 

4.7% 
6 

21.3% 
27 

52.0% 
66 

20.5% 
26 

1.6% 
2 

  
127 

  
2.93 

– 
Increased production of the professional health 
workforce 

6.3% 
8 

32.3% 
41 

43.3% 
55 

15.0% 
19 

3.1% 
4 

  
127 

  
2.76 

– 
Increased investments in the community health 
workforce 

5.5% 
7 

37.8% 
48 

40.2% 
51 

15.7% 
20 

0.8% 
1 

  
127 

  
2.69 

– 
Mobilization of investments to support HRH 
programmes 

7.1% 
9 

41.7% 
53 

40.2% 
51 

10.2% 
13 

0.8% 
1 

  
127 

  
2.56 

– 
Strengthened multi-sector action on human 
resources for health 

13.4% 
17 

42.5% 
54 

33.1% 
42 

10.2% 
13 

0.8% 
1 

  
127 

  
2.43 

– 
Increased productivity and performance of the 
health workforce 

12.6% 
16 

41.7% 
53 

40.9% 
52 

4.7% 
6 

0.0% 
0 

  
127 

  
2.38 

– 
Increased retention 

16.5% 
21 

58.3% 
74 

22.0% 
28 

3.1% 
4 

0.0% 
0 

  
127 

  
2.12 

– 
Reduction in migration 

23.6% 
30 

49.6% 
63 

20.5% 
26 

4.7% 
6 

1.6% 
2 

  
127 

  
2.11 

 

 

Stakeholders are more diverse…   

The landscape of actors participating in discussions on development and health has become more diverse and 

complex over the past decade.  This is on one hand a reflection of new players entering the field, and which was 

well reflected at in the negotiations on the Busan Partnership for Effective Development Cooperation15; on the 

other hand this reflects a better understanding of interventions and approaches that are needed to effectively 

strengthen the HRH response, such as the growing emphasis on accountability (see section 4 below).   

… and our understanding of the importance of non-state actors and of non-health actors has developed.   

From the perspective of service delivery, the importance of civil society, faith based organisations, and 

communities is well documented16.  With increased focus on HRH, the accelerated response on specific diseases 

such as HIV/AIDS, TB and Malaria, and associated policy initiatives such as skills mix expansion (task-shifting) and 

                                                           
15 http://www.oecd.org/dac/effectiveness/busanpartnership.htm  

16 http://www.who.int/civilsociety/documents/en/alliances_en.pdf; http://amref.org/download/5214bd0e2665d/; 

http://www.gavi.org/library/publications/gavi-fact-sheets/factsheet--gavi-collaboration-with-civil-society/; 

http://www.who.int/civilsociety/documents/en/CSICaseStudyE.pdf; 

http://www.pepfar.gov/documents/organization/195614.pdf   

http://www.oecd.org/dac/effectiveness/busanpartnership.htm
http://www.who.int/civilsociety/documents/en/alliances_en.pdf
http://amref.org/download/5214bd0e2665d/
http://www.gavi.org/library/publications/gavi-fact-sheets/factsheet--gavi-collaboration-with-civil-society/
http://www.who.int/civilsociety/documents/en/CSICaseStudyE.pdf
http://www.pepfar.gov/documents/organization/195614.pdf
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renewed focus on primary health care17, the importance of these groups has been underlined.  It has been 

increasingly evident that defining country/ regionally specific health worker cadres is important, so as to better 

define the needs for the populations at hand.  From the perspective of accountability, the UN Commission on 

Information and Accountability (COIA)18 and the associated Country Accountability Framework (CAF)19has 

highlighted the role that civil society, parliamentarians, the media can play in accountability for implementing 

commitments.  In addition to these initiatives’ focus on non-state actors, WHO’s guidelines on transformational 

education20 have stressed the need for multisector action.  The range of actors is highlighted in both preparation 

for this GHWA consultation21 and in the findings from the WG4 e-survey, summarized below.   

Responses to the WG4 e-survey emphasized the relevance of a multisectoral response as can be seen in Table 2 

and Table 3 below:   

 

 

 

 

 

 

 

 

 

 

 

Table 2: Survey data from e-survey (Q14): Please suggest the relevance of different stakeholders to each of the HRH actions 

listed below 

  
– 

Ministry of 
Health– 

Ministry of 
Finance– 

Ministry  
of 
Education– 

Public 
Service– 

Parliament– Development 
Partner– 

Civil Society– Professional 
Association– 

Private 
Sector– 

Multistakeholder 
platform– 

Total 
Respondents– 

– 65.6% 
61 

28.0% 
26 

37.6% 
35 

31.2% 
29 

41.9% 
39 

32.3% 
30 

48.4% 
45 

49.5% 
46 

22.6% 
21 

55.9% 
52 

  
93 

                                                           
17 http://www.who.int/whr/2008/en/  

18 http://www.who.int/woman_child_accountability/about/coia/en/  

19 http://www.who.int/woman_child_accountability/countries/framework/en/  

20 “Transforming and scaling up health professionals’ education and training” 

http://www.who.int/hrh/resources/transf_scaling_hpet/en/ 

21 http://www.who.int/workforcealliance/media/news/2014/Phase2consultation_note.pdf  

http://www.who.int/whr/2008/en/
http://www.who.int/woman_child_accountability/about/coia/en/
http://www.who.int/woman_child_accountability/countries/framework/en/
http://www.who.int/hrh/resources/transf_scaling_hpet/en/
http://www.who.int/workforcealliance/media/news/2014/Phase2consultation_note.pdf
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– 

Ministry of 
Health– 

Ministry of 
Finance– 

Ministry  
of 
Education– 

Public 
Service– 

Parliament– Development 
Partner– 

Civil Society– Professional 
Association– 

Private 
Sector– 

Multistakeholder 
platform– 

Total 
Respondents– 

HRH Policy 
Dialogue and 
Advocacy 

– 
Production of the 
professional 
health workforce 

67.7% 
63 

30.1% 
28 

53.8% 
50 

30.1% 
28 

19.4% 
18 

25.8% 
24 

22.6% 
21 

39.8% 
37 

28.0% 
26 

34.4% 
32 

  
93 

– 
Regulation and 
Accreditation of 
both training and 
service 

63.4% 
59 

4.3% 
4 

48.4% 
45 

24.7% 
23 

18.3% 
17 

7.5% 
7 

19.4% 
18 

51.6% 
48 

10.8% 
10 

29.0% 
27 

  
93 

– 
HRH Financing 

53.7% 
51 

81.1% 
77 

20.0% 
19 

20.0% 
19 

28.4% 
27 

28.4% 
27 

15.8% 
15 

13.7% 
13 

23.2% 
22 

36.8% 
35 

  
95 

– 
HRH Productivity 
and Performance 
Management 

71.7% 
66 

13.0% 
12 

13.0% 
12 

48.9% 
45 

12.0% 
11 

12.0% 
11 

25.0% 
23 

35.9% 
33 

18.5% 
17 

40.2% 
37 

  
92 

– 
HRH data, 
information and 
accountability 

73.6% 
67 

14.3% 
13 

20.9% 
19 

33.0% 
30 

15.4% 
14 

19.8% 
18 

25.3% 
23 

34.1% 
31 

17.6% 
16 

44.0% 
40 

  
91 

 

Analysis of the responses shown in these tables reveals that of the 6 categories of intervention relevant to the 

HRH response22, around 40% of respondents highlighted multisectorality.  This was emphasized through responses 

to the question of who should be held accountable for 5 categories of HRH intervention23: in all cases, 

multisectoral accountability was prioritized immediately after Health Sector accountability, and in the case of 

transformational education multisectoral accountability was the highest priority.  

HRH efforts at global & national levels need to engage this broader range of stakeholders in planning and 

implementation and evolve strategies that reflect this new reality. In addition, as health systems shift focus 

towards “wellness” and keeping people healthy, the need to address the Social Determinants of Health becomes 

evident. They can only be addressed effectively through engagement and partnerships with stakeholders across 

sectors, including inter alia education, agriculture, and business. 

Table 3: Survey data from e-survey (Q13): Which of the following stakeholders should be held accountable for HRH actions 

listed below? 

                                                           
22 HRH Policy Dialogue and Advocacy, Production of the professional health workforce, Regulation and Accreditation of both 

training and service, HRH Financing, HRH Productivity and Performance Management, HRH data, information and 

accountability. 

23 Tracking Commitments and Compliance with Global Guidelines, Transformational Education and the Production of a 

skilled and competent health team, Productivity of the skilled and motivated health team, Performance of the skilled and 

motivated health team, The accountable skilled and motivated health team. 
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– 

Ministry of 
Health– 

Ministry of 
Finance– 

Ministry of 
Education– 

Public 
Service– 

Parliament– Development 
Partner– 

Civil 
Society– 

Professional 
Association– 

Private 
Sector– 

Multistakeholder 
platform– 

Total– 

– 
Tracking 
Commitments and 
Compliance with 
Global Guidelines 

42.3% 
41 

2.1% 
2 

3.1% 
3 

1.0% 
1 

5.2% 
5 

4.1% 
4 

4.1% 
4 

2.1% 
2 

0.0% 
0 

36.1% 
35 

  
97 

– 
Transformational 
Education and the 
Production of a 
skilled and 
competent health 
team 

19.8% 
19 

2.1% 
2 

32.3% 
31 

2.1% 
2 

1.0% 
1 

1.0% 
1 

2.1% 
2 

5.2% 
5 

1.0% 
1 

33.3% 
32 

  
96 

– 
Productivity of the 
skilled and 
motivated health 
team 

42.7% 
41 

1.0% 
1 

6.3% 
6 

8.3% 
8 

0.0% 
0 

0.0% 
0 

3.1% 
3 

6.3% 
6 

1.0% 
1 

31.3% 
30 

  
96 

– 
Performance of the 
skilled and 
motivated health 
team 

48.4% 
46 

0.0% 
0 

3.2% 
3 

8.4% 
8 

1.1% 
1 

1.1% 
1 

2.1% 
2 

6.3% 
6 

1.1% 
1 

28.4% 
27 

  
95 

– 
The accountable 
skilled and 
motivated health 
team 

36.2% 
34 

1.1% 
1 

1.1% 
1 

5.3% 
5 

5.3% 
5 

1.1% 
1 

6.4% 
6 

6.4% 
6 

1.1% 
1 

36.2% 
34 
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As well as looking at the diversity of stakeholders involved, and the need for collaboration and joint working 

between these actors, it is also important to note the survey responses that relate to the performance of the 

skilled and motivated health team (Table 3).  As highlighted in a number of working groups, there is increasing 

emphasis on the mix of skills required to deliver Universal Health Care or healthy lives and wellbeing.  It is 

important that we acknowledge and accept that the right mix of skills to deliver these ambitious targets can only 

be achieved through a health team, not through focusing on individual healthworkers. This argument has been 

made for some time24, and is reinforced through the e-survey results.  We must ensure that the focus going 

forward is on a multidimensional workforce, through focusing less on more healthworkers and more on how they 

work together in teams.  This must be supported through multisectoral working.   

However, whilst institutional arrangements to support the need for collaboration and partnership have evolved 

at global, regional and country level, they have so far proved to be inadequate to ensure effective action. 

As highlighted in GHWA consultation document, the process of engaging across stakeholders can be improved, 

both within agencies, as well as between agencies25.  Preliminary analysis by WG4 suggests that the current 

situation in 2015 and desired state in 2030 can be visualized as shown in Figure 4. 

                                                           
24 http://chestrad-ngo.org/pdf/For%20as%20long%20and%20with%20as%20much.pdf ; 

http://www.who.int/hrh/documents/JLi_hrh_report.pdf  

25 http://www.who.int/workforcealliance/media/news/2014/Phase2consultation_note.pdf 

http://chestrad-ngo.org/pdf/For%20as%20long%20and%20with%20as%20much.pdf
http://www.who.int/hrh/documents/JLi_hrh_report.pdf
http://www.who.int/workforcealliance/media/news/2014/Phase2consultation_note.pdf
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Figure 4: Current and desired future states of multisector HRH governance 

 
 

What opportunities exist to achieve more effective multisector stakeholder coordination and partnership? 

The WG4 e-survey findings provide an insight into which actors are relevant across different interventions that 

are important to the HRH response, and on which actors could/should be held accountable for aspects of that 

response.  It highlights that different actors are relevant on different HRH agenda, and similarly different actors 

should be held accountable for different HRH interventions.  Further to this, ideas have been set out in the GHWA 

consultations on how the governance of a multistakeholder platform might work26.   

There is a case for a global multi-sector and multi stakeholder platform for HRH, which can be made fit for 

purpose if designed and implemented with inter alia the following characteristics: 

- works with and enables the implementation of a nuanced understanding of collaboration and alignment, which 

seeks to align the self-interest of independent entities towards a mutually beneficially outcome: ie through 

seeking a win-win or live and let live solutions.   

                                                           
26 http://www.who.int/workforcealliance/media/news/2014/Phase2consultation_note.pdf 

Civil Society (CS) 

Development Partner (DPs) 

Ministry of Education (MoE) 

Ministry of Finance (MoF) 

Ministry of Health (MoH) 

Ministry of Public Service 

(MoPS)  

Parliament (MPs)  

Private Sector (PS) 

Professional Association (PA) 

http://www.who.int/workforcealliance/media/news/2014/Phase2consultation_note.pdf
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- conceived as a multi-stakeholder partnership or platform that sits at the peak of network of networks (similar 

to ideas that have been advanced in relation to the role of the Global Partnership on Effective Development 

Cooperation, GPEDC27).  This concept should recognise the diversity of functions required for the network to be 

fit for purpose.  The partnerhsip should not take on all the functions of the network, but should enable the 

function of each stakeholder, providing both adequate resources and visibility for each stakeholder. 

The concept of such a partnership needs additional work and nuance, not least because it is different in each 

country context, but it can be used as an input on how to engage and manage a multistakeholder platform.    

GHWA is well positioned to take on this role, including expanding process learning and analysing the political 

economy of engagement within sectors and across sectors. The call for multisectoral action is clear and loud in 

the ongoing negotiations around the SDGs and post-2015 framework.  Providing GHWA allocated sufficient time 

and resources to this important agenda, and works in coordination and alignment with other relevant initiatives 

and stakeholders, there is potential for progress in the area of governance. 

 

With increased complexity of stakeholder landscape, has come increased complexity of infrastructure of 

support 

Tools, strategies and actions to improve HRH management are many, but few of these have been evaluated for 

benefit and impact.  

Whilst the picture of diversity and the need for multi-stakeholder governance arrangements is an important 

finding from an analysis of the evolution of the HRH landscape; it is also important to note concerns around 

uncoordinated technical assistance which may be a product of the increased complexity of HRH stakeholder 

dynamics.  During the past decade, many tools and strategies of value have been produced28.  In the WG4 e-

survey, this was highlighted as an area of moderate to good progress and with the second highest average rating 

(3.06 out of 5).  However, there are concerns that the sheer volume and range of tools that exist presents an 

obstacle to access.  This is in part a challenge of knowledge management, but it is also a challenge of validation, 

credibility and tailoring support to meet individual circumstances.   There is a need to evaluate tools and guidelines 

to establish the most cost effective interventions, and what works in which contexts, in order to provide a clearer 

menu of options and possibly a basic package of HRH interventions that can scale investments and impact on 

universal access and coverage.   

 

 

Conclusions, Key Recommendations and Messages 

 The Global HRH strategy should give more thought to how current stakeholder, multi-sector and multi-

professionallandscape and dynamics will evolve over the next decade, and how the landscape can be 

influenced positively for HRH within health systems, social care and universal health coverage an access. 

 A multi-stakeholder platform such as GHWA remains critical bit needs to extend its partnership to all sectors, 

stakeholders and health worker cadre required for action.  Consideration should be given to a mosaic platform 

                                                           
27 http://effectivecooperation.org/ 

28 The Health Action Framework provides access to a range of tools developed by a range of different stakeholders: 

http://www.capacityproject.org/framework/ 

http://www.capacityproject.org/framework/
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with shared responsibility across its members as well as linkages to the key technical and financial agencies 

that will support scaled action and investment 

 Multi-sector and multi-stakeholder approaches need to be strengthened.  GHWA should synthesise available 

evidence on what forms of multistakeholder working are best in which contexts. 

 The Global HRH strategy should explore the concept of a multi-stakeholder, multi-sectoral collaborative 

platform that sits at the peak of a network of multi-stakeholder partnerships and recognises the diversity of 

functions and incentives amongst stakeholders. This should include a better understanding of the political 

economy of collaboration and alignment. 

 Evaluate tools and guidelines to establish the most cost effective interventions, and what works in which 

contexts, in order to provide a clearer menu of options and possibly a basic package of HRH interventions that 

can scale investments and impact on universal access and coverage.   

5. Alignment with existing commitments  
There is a real risk that increased activity leads to fragmentation in the HRH response, and some evidence that 

this is already happening. 

Whilst there is evidence of an increase in the number and diversity of the actors involved in the HRH response, 
there is currently no overview of the roles and contributions of each partner.  The Recife commitment process 
(see below) moves in this direction, but is neither comprehensive nor necessarily a reflection of any coordination 
by partners; indeed it has been noted that partner activities on HRH are often driven by their own priority 
programs through selective, vertical interventions.  The scale of the problem is not limited to fragmentation of 
the response between partners, but also extends to fragmentation within agencies – for example, within the UN 
there is limited coordination between the H4+ agencies (WHO, WB, UNICEF, UNFPA and UNAIDS), or bilateral 
agencies don’t necessarily have a consistent, coherent position in governance structures of multilateral agencies.   
 

The principle of alignment is an important response, which should be reflected in the global HRH strategy. 

Since the Paris Declaration on Aid Effectiveness (2005)29, alignment of donor programmes behind country plans 

and priorities has been held up as an important response to the fragmented support of multiple stakeholders30.  

Alignment is defined by OECD as “the commitment made by donors to base development assistance on partner 

countries’ national strategies, institutions and processes”31.  In the health sector aid effectiveness principles, 

including alignment, have been promoted since 2007 by the International Health Partnership (IHP+).  The IHP+ 

has placed limited emphasis on HRH issues, as these are the focus of other processes such as GHWA, but offers 

principles that are relevant to the challenges that GHWA faces on alignment and accountability.  Close 

collaboration between the IHP+ and GHWA secretariat would benefit the development of the GHWA strategy.  In 

                                                           
29 http://www.oecd.org/dac/effectiveness/parisdeclarationandaccraagendaforaction.htm  

30 See the following non-health example from Bangaldesh, which was highlighted at the Fourth High Level Forum on Aid 

Effectiveness (Busan, 2011): http://www.fragmentation-diversity.org/dokumente/BBFragmDiv_Bangladesh_CaseStudy.pdf  

31 http://www.oecd.org/dac/effectiveness/33981948.pdf  

http://www.oecd.org/dac/effectiveness/parisdeclarationandaccraagendaforaction.htm
http://www.fragmentation-diversity.org/dokumente/BBFragmDiv_Bangladesh_CaseStudy.pdf
http://www.oecd.org/dac/effectiveness/33981948.pdf
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particular, IHP+ has provided support to processes at both global- and country-levels, and with a strong emphasis 

on establishing ownership32 based on a framework of agreed commitments33 and priorities.  

 

But align with what and what are the prospects for achieving this? 

There are various opportunities for GHWA to establish a basis for alignment at the global level, such as with health 

systems plan, across the HRH investment in priority programmes in the health sector, across investments in 

human resource/capital which are managed by other sectors.  The diversity of opportunities for alignment further 

underlines the need for a multisectoral approach, and the need for an overarching framework to strengthen 

coherence and alignment.  Of particular relevance to this agenda are the commitments made at the 3rd Global 

Forum in Recife, Brazil in November 2013, and the recommendations made through the GHWA strategy working 

groups.   

Recife HRH commitments 

In preparation for the Third Global Forum on Human Resources for Health in Recife, Brazil, the Global Health 

Workforce Alliance (GHWA) initiated a call for country governments and other institutions to develop health 

workforce commitments to be announced at the Forum.  GHWA provided countries with a commitment template 

that included pathways or bundles of investments in health workforce that would yield measurable results.  

GHWA/WHO, various donors, and implementers provided technical assistance to countries to draft their 

commitments.  57 countries and 26 institutions announced commitments at the 3rd Global Forum34 (WHO 2013) 

as well as publishing of the Recife Political Declaration on Human Resources for Health35.   Based on responses to 

the e-survey, there are weaknesses in the implementation of these commitments – expressed as gaps in the HRH 

response, which are summarized in Box 1. 

 

 

 

 

 

 

 

Box 1: Gaps in the HRH response, identified by the WG4 e-survey 

In response to the question: In your opinion, what have been the key gaps in advocacy, programmes and 

investment in human resources for health? 97 respondents highlighted the following gaps: 

 Equitable distribution of the health workforce 

                                                           
32 Defined by OECD as “the effective exercise of partners’ authority over their development programmes including when 

they rely, entirely or partially, on external resources to implement them. Achieving this requires a concerted effort on 

behalf of partners and donors to clarify and formalise their respective roles and responsibilities within their partnership”. 

http://www.oecd.org/dac/effectiveness/33981948.pdf  

33 In the IHP+ these have been defined in a Global Compact and in country compacts. 

http://www.internationalhealthpartnership.net/en/key-issues/compacts/  

34 http://www.who.int/workforcealliance/forum/2013/hrh_commitments/en/  

35 http://www.who.int/entity/workforcealliance/forum/2013/3gf_finaldeclaration/en/index.html  

http://www.oecd.org/dac/effectiveness/33981948.pdf
http://www.internationalhealthpartnership.net/en/key-issues/compacts/
http://www.who.int/workforcealliance/forum/2013/hrh_commitments/en/
http://www.who.int/entity/workforcealliance/forum/2013/3gf_finaldeclaration/en/index.html
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 Training and retention 

 Incentives for HR in hard to reach areas 

 Recruitment 

 M&E, including dissemination of needs assessments 

 Workforce data gaps 

 Stakeholder & social accountability 

 Collaboration of professional organizations & all stakeholders 

 Unaligned & poorly integrated vertical programmes; donor commitment aligning with long-term country 

initiatives; coordination and ownership.  

 Fluctuating political will at global and national levels. 

 Broad stakeholder involvement. 

 Sustainable models to suit country context 

 Capacity building for HRH, including mentoring and supervision. 

 Multisector response, including private sector and broad stakeholder involvement. 

 

We have made a preliminary attempt to categorise these by each of the GHWA Working Groups in Annex B. We 

believe that, with further work, this could be developed in collaboration with other WG co-chairs to identify and 

address weaknesses in current WG papers. 

 

In addition to the commitments made at Recife, there are a number of other existing global strategies, such as 

Every Woman Every Child (EWEC)36, FP202037, and the UN Commission on Information & Accountability (COIA)38 

that must also be considered.  This message was highlighted at the Cape Town round table discussion39 which 

highlighted the consistent message on the need to strengthen harmonization and alignment of such initiatives. 

 

GHWA working groups 

Whilst the seven other GHWA working groups have made additional recommendations for action on HRH, and 

offer a potential framework for alignment – this potential will only be realized if the WG recommendations 

themselves are internally coherent (amongst the WGs) and are aligned with the range of commitments described 

above.  This is an important area for reflection and analysis as the GHWA strategy is refined and finalised WG4 

undertook an initial analysis of WG recommendations through an alignment and accountability lens, which is 

summarized in Table 4 below.   

 

The headline messages from this preliminary analysis are that: 

 Only 1 working group has explicitly included monitoring and evaluation considerations in their reporting 

and analysis.   

                                                           
36 http://www.everywomaneverychild.org/  

37 www.familyplanning2020.org/  

38 http://www.who.int/woman_child_accountability/about/coia/en/  

39 Cape Town round table. 

http://www.everywomaneverychild.org/
http://www.familyplanning2020.org/
http://www.who.int/woman_child_accountability/about/coia/en/
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 References to Recife commitments and other commitment frameworks are limited, with the exception of 

the SDGs. 

 
Table 4: Summary overview of Working Groups 1,2,3,5,6,7: alignment and accountability 

WG Key conclusions & 

recommendations  

Key actions or interventions for 

GHWA  

Alignment  Accountability 

1 Future of 

Health Labor 

Markets 

Mismatches in the needs, demand 

for, and supply of health workers, 

Narrow focus of projections and on 

production capacity. 

Ever increasing health care costs. 

Management and professional 

administration staff, scientific staff 

should be included in policy and 

planning. 

HRH policy action to align 

employment, education & 

immigration policies.  

Align market forces and 

population expectations 

towards primary prevention 

and community and home-

based models of care.  

Align interventions with 

individual worker preferences 

and expectations. 

No indicators 

proposed for 

tracking 

progress or 

measuring 

impact 

2 

Transformative 

education 

Policy: Increased demand for 

health services; inadequate 

capacity to effectively plan and 

manage HRH. 

Instructional: Outdated, 

unresponsive curriculum; lack of 

adequate quality assurance of 

health education. 

Institutional: Educational 

institutions focus on tertiary 

healthcare; infrastructure; 

inadequate leadership and 

management capacity  

Coordination: Inadequate 

collaboration between ministries 

involved in education and poor 

coordination between public and 

private health sectors 

Policy: scale-up implementation of 

global recommendations & 

guidelines; develop HRH planning, 

regulatory systems; expand the 

Global HRH agenda beyond the health 

universe to other forums 

Instructional: policies to reform post-

graduate training towards balance of 

generalist and specialist; recruit and 

train community-based practitioners 

as teachers and mentors; redesign 

pedagogy to include social and gender 

issues 

Institutional: establish more HRH 

education institutes in rural areas; 

formulate good governance; 

Accreditation (public and private);  

Coordination: Establish a National, 

regional and global coordinating 

mechanism; encourage 

interdisciplinary learning 

environment in health education 

institution 

No discussion of alignment. No indicators 

proposed for 

tracking 

progress or 

measuring 

impact 
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3 Data and 

measurement 

HRH estimate and planning 

approaches;                                                                                                                                                                                                                                                                        

Increase the use of standardized 

definitions, raise data 

comparability and guide country 

efforts towards inter-operability. 

New technologies and issues of 

people, processes, and cultures will 

compound the complexity.   

Strengthen analytical capacity of 

HRH and health system data  

A new discourse on HRH, aligned 

with a public policy agenda on 

governance, accountability and 

equity and emerging approaches to 

develop strategic intelligence on 

the global labour market. Improve 

decision-making processes for the 

future of the health workforce. 

Policies and guidelines need to be 

available to guide countries in the 

process of standardization and 

inter-operability. 

Data should include a comprehensive 

overview of the workforce 

characteristics  

Stimulate demand for and proactive 

use of health workforce data in 

international public policy  

WHO to collaborate with relevant 

partners to develop a National Health 

Workforce Account. 

WHO and partners to stimulate 

creation of interoperable datasets 

and an ‘open access’ culture.  

Create incentives for the collection, 

reporting and analysis of workforce 

data to inform transparency and 

accountability.  

Take a focused group of low-income 

countries to scale with mutlisectoral 

partnerships and rewards  

Professionalise the development, 

management and analysis of health 

workforce data and policy analysis. 

Develop a professional education 

programme on workforce 

science/surveillance.  

Monitor and regularly assess the 

impact of the interventions in terms 

of process, outcomes, and 

investments. 

HRIS and HIS structure is often 

determined by stakeholder’s 

goals, roles and interests 

rather than by the 

requirement to function as a 

comprehensive, unique and 

inter-operable structure. 

Globally, observatories lack 

standardization and 

therefore, their data are not 

comparable. 

Need to cooperate with a 

growing range of 

stakeholders. 

Innovation will likely arise 

from innovative frameworks 

that will reduce the 

transaction costs of 

collaborating. 

Synergies between sectors 

and between stakeholders 

can boost standardization, 

health information exchange 

and inter-operability. 

Request the UN 

Secretary-

General’s office 

to ensure the 

SDG 

accountability 

framework and 

the health 

targets include 

specific 

language on the 

health 

workforce 

implications; 

including 

recommendatio

ns and metrics 

on the health 

workforce data 

needs in order 

to be able to 

track progress 

on HRH and 

report on it as 

part of the 

future SDG 

reporting. 

5 Stewardship, 

leadership and 

governance 

Dimensions of the HRH challenge 

are complex, well-known, under-

appreciated by most key country 

stakeholders.  

HRH investment is a matter for 

Heads of State and political 

leadership at the country level 

The role of technical and 

professional leadership is critical 

Build health human resource 

management as a profession  

Improve the conditions for health 

workers to deliver the needed 

services 

Enhance HRH planning and 

Monitoring Information Systems 

Build and nurture coalition of public 

and private sources of HRH funding. 

No discussion of alignment. No indicators 

proposed for 

tracking 

progress or 

measuring 

impact 

6 Responding 

to the needs of 

fragile states 

The resilience of health systems is 

tested by major disruptive events.  

Severe shortage of trained health 

workers, teaching faculty, 

supervisors and managers are 

common 

Of all health system elements, the 

health workforce is most likely to 

be critically weakened by failing 

state ability to govern and once 

health workforce is depleted it 

takes years to rebuild it.  

There is a need for donor 

coordination and for a mixture of 

short and long term approaches.                          

Capacity development must be 

country led. Rebuilding a sustainable 

workforce must focus on educating 

managers, developing health 

institutions. 

Each fragile state is unique, solutions 

have to be developed accordingly,  

Address governance issues from a 

health systems framework 

Use health workforce development 

tools but with cautions 

No discussion of alignment. No indicators 

proposed for 

tracking 

progress or 

measuring 

impact 
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7 Improving 

health worker 

productivity 

and 

performance. 

Limited research on the 

relationship between health 

worker and health care 

improvement. 

Health professional regulation 

entails defining and setting rules 

regarding standards for 

professional practice and 

education  

Community involvement is 

important for community health 

workers' performance. 

Recognition system: Non-

monetary incentives are as 

important as financial incentives 

Standards: further research to test 

strategies for helping healthcare 

providers perform according to 

evidence-based standards. 

Quality improvement: further 

research on the effect of quality 

improvement approaches. 

Regulation: Adopt a system-based 

approach to develop regulatory 

structures that align with changing 

health, education, and social needs 

No discussion of alignment. No indicators 

proposed for 

tracking 

progress or 

measuring 

impact  

 

Conclusions, Key Recommendations and Messages 

 In the context of multiple commitments and strategies, alignment is an important consideration for the GHWA 

strategy, including for the other GHWA working groups.  This needs greater attention as the GHWA strategy 

is refined and finalized. 

 The Global HRH strategy should explicitly incorporate principles of aid/development effectiveness, including 

on harmonization, alignment and accountability. 

 Whilst there are numerous clear commitments and strategies that can be used as the basis for alignment, 
there is no overarching mechanism to bring these together and ensure coherence on HRH. 

 Clearer roles of the different stakeholders, improved measurements of HRH progress and impact will result in 

greater accountability to strengthen advocacy, policy and resource mobilization efforts of the strengthened 

and inclusive partnership for HRH in the Post 2015 development framework 

 The incentives for alignment and coherence across multiple stakeholders are weak.  The Global HRH strategy 
needs to undertake political economy analysis of opportunities and threats to achieving a more coherent, 
aligned HRH approach.   

 Other groups, including IHP+, COIA, and SDGs are thinking about how to address this issue and there is scope 
for joint thinking and collaboration. 
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6. Accountability –opportunities and threats  
In the context of increasingly complex stakeholder dynamics, fragmented responses and multitude of HRH 

commitments, accountability is critical.   

Accountability has, like the HRH agenda, been subject to increased attention and action since 2004.  Many of the 

existing accountability initiatives have been mentioned in this paper already, including IHP+40, COIA independent 

Expert Review Group41, the CAF42; and there are others such as inter alia THEnet’s work on social accountability43, 

the PMNCH commitment tracking processes44, the Global Partnership on Effective Development Cooperation45, 

the Health Worker Access Initiative (HWAI)46, WEMOS47,the work of Medicus Mundi48, Frontline Healthworkers 

coalition49, the campaign for 1 million Community Health Workers50, Save the Children’s work51 and work by 

ACOSHED52.   

Importantly, the accountability agenda is a key and recurring theme in the UN Secretary General’s recent report 

on the SDGs53: 

“Implementation is not just about quantity. It is also about doing things together, uniting around the problem. Inclusive partnerships must 

be a key feature of implementation, at all levels: global, regional, national and local. We know the extent to which this may be 

transformative. The sustainable development goals provide a platform for aligning private action and public policies. Transformative 

partnerships are built upon principles and values, a shared vision, and shared goals: placing people and planet at the center. They include 

the participation of all relevant stakeholders. Mutual accountability is at the center. This means principled and responsible public-private-

people partnerships.”  

It is important to have a shared understanding of accountability in order to maximize its potential impact on 

strengthening HRH responses.   

                                                           
40 http://www.internationalhealthpartnership.net/en/key-issues/monitoring-evaluation/; 

http://www.internationalhealthpartnership.net/en/key-issues/mutual-accountability/  

41 http://www.who.int/woman_child_accountability/ierg/en/  

42 http://www.who.int/woman_child_accountability/countries/framework/en/  

43 http://thenetcommunity.org/wp-content/uploads/2013/05/The-Monograph.pdf  

44 http://who.int/pmnch/activities/accountability/reports/en/  

45 http://effectivecooperation.org/about/global-monitoring-framework/  

46 http://www.hwai.org/  

47 http://www.wemos.nl/Eng/  

48 http://www.medicusmundi.org/en/contributions/campaigns/2013/health-workers-for-all-and-all-for-health-workers  

49 http://frontlinehealthworkers.org/  

50 http://1millionhealthworkers.org/  

51 http://healthworkers.savethechildren.net/  

52 http://www.who.int/workforcealliance/members_partners/member_list/acoshed/en/  

53 http://www.un.org/disabilities/documents/reports/SG_Synthesis_Report_Road_to_Dignity_by_2030.pdf  

http://www.internationalhealthpartnership.net/en/key-issues/monitoring-evaluation/
http://www.internationalhealthpartnership.net/en/key-issues/mutual-accountability/
http://www.who.int/woman_child_accountability/ierg/en/
http://www.who.int/woman_child_accountability/countries/framework/en/
http://thenetcommunity.org/wp-content/uploads/2013/05/The-Monograph.pdf
http://who.int/pmnch/activities/accountability/reports/en/
http://effectivecooperation.org/about/global-monitoring-framework/
http://www.hwai.org/
http://www.wemos.nl/Eng/
http://www.medicusmundi.org/en/contributions/campaigns/2013/health-workers-for-all-and-all-for-health-workers
http://frontlinehealthworkers.org/
http://1millionhealthworkers.org/
http://healthworkers.savethechildren.net/
http://www.who.int/workforcealliance/members_partners/member_list/acoshed/en/
http://www.un.org/disabilities/documents/reports/SG_Synthesis_Report_Road_to_Dignity_by_2030.pdf
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With increased attention and effort comes the potential for confusion, fragmentation and duplication.  One 

important way to mitigate this risk is to have a clear, shared understanding about how accountability functions 

and what changes are needed in order to maximize the potential effects of accountability on strengthening HRH. 

The accountability framework used by COIA (Figure 4) highlights provides a useful starting point in this regard, 

highlighting key constituent parts of effective accountability: monitor, review, and act.  We have used these 

headings to organize the findings from our data collection and analysis, below as they were key areas of enquiry 

in the WG4 e-survey. 

Figure 5: Country Information & Accountability (COIA) Framework54 

 

Monitor – including the importance of a shared agenda 

In section 3 on alignment, the existence of commitments and strategies has been discussed.  As noted above, 

whilst these provide an opportunity to develop a shared agenda, this does not currently exist at the global level.  

A shared agenda should be owned and be able to be used as the basis for coordinated action.  The Recife 

commitments provide a basis from which a shared agenda could be developed, and the GHWA strategy 

development should be grasped as a key opportunity to do this.  There is also potential to use the agreement of 

World Health Assembly (WHA) resolutions to strengthen a shared agenda on HRH – through exploring the 

feasibility and practicability of reviewing all WHA resolutions for HRH implications. 

At the country level, there is a mixed picture on the extent that a shared HRH agenda exists.  As highlighted above, 

the principle of ownership is important.  The shared agenda should be owned by national stakeholders, and has 

been defined by the OECD as “the effective exercise of partners’ authority over their development programmes 

                                                           
54 See the 2012 iERG report: http://www.who.int/woman_child_accountability/ierg/reports/2012/en/  

http://www.who.int/woman_child_accountability/ierg/reports/2012/en/
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including when they rely, entirely or partially, on external resources to implement them.  Achieving this requires 

a concerted effort on behalf of partners and donors to clarify and formalise their respective roles and 

responsibilities within their partnership”55.  In most countries, there is work to be done to strengthen and develop 

a shared agenda that is ‘owned’ at all levels.  For example, academic institutions need to “own” their responsibility 

to align with national needs and produce a fit for purpose workforce with a significant number of graduates ready 

to work in underserved areas; this further emphasizes the need to strengthen the alignment of the education and 

health service delivery sectors. 

In practical terms, the development of a shared agenda should start with tracking commitments and could include 

the development of acceptable matrices for advocacy, action and investment and accountability.  More 

specifically, the Guidelines produced by WHO (Code of Conduct, Retention, Transformational Education etc.) 

should form a part of the investment/resource/commitment tracking sections of this accountability framework.  

This should be linked to health impact and overall sustainable development goals, including the global health core 

indicators56 and fits with the sustainable development goals. 

Through this process, building on work that GHWA has already started57, the goal should be the development of 

an agreed framework for action with clear understanding of the contributions and roles of all relevant actors, 

including in other sectors: who has committed to do what, with what resources, over what time, in which 

countries, with what results and indicators.  For example, what can the education sector be held accountable 

for?58  At present this kind of framework does not exist. 

Review – including availability of data and relevant indicators 

Tracking the right information to enable accountability on range of commitments, and ultimately that there is 

progress on strengthening the AAAQ of HRH is essential.  This has been the subject of a separate Working Group 

paper (WG3), but was also covered in the WG4 e-survey.  The WG4 e-survey sought respondents’ views on the 

relevance and measurability of 7 indicators that could be included in the Country Information & Accountability 

Framework and the SDGs, five of which were drawn from the recently proposed list of 100 core indicators59.  

Findings give some suggestions on which could be substituted in that core list: 

 Three indicators were considered most relevant (Table 5) (% of 103 respondents that considered them 

relevant are included in brackets): Increase substantially health financing and the recruitment development, 

training and retention of the health workforce in developing countries, especially in LDCs and SIDs (96.1%), 

Ratio of health professionals to population (MDs, nurse midwives, nurses, community health workers, EmOC 

                                                           
55 http://www.oecd.org/dac/effectiveness/33981948.pdf 

56 

http://who.int/healthinfo/country_monitoring_evaluation/GlobalRefListCoreIndicators_V5_17Nov2014_WithoutAnnexes.p

df 

57 http://www.who.int/workforcealliance/media/news/2014/Phase2consultation_note.pdf  

58 Cape Town round table. 

59 

http://who.int/healthinfo/country_monitoring_evaluation/GlobalRefListCoreIndicators_V5_17Nov2014_WithoutAnnexes.p

df 

http://www.oecd.org/dac/effectiveness/33981948.pdf
http://who.int/healthinfo/country_monitoring_evaluation/GlobalRefListCoreIndicators_V5_17Nov2014_WithoutAnnexes.pdf
http://who.int/healthinfo/country_monitoring_evaluation/GlobalRefListCoreIndicators_V5_17Nov2014_WithoutAnnexes.pdf
http://www.who.int/workforcealliance/media/news/2014/Phase2consultation_note.pdf
http://who.int/healthinfo/country_monitoring_evaluation/GlobalRefListCoreIndicators_V5_17Nov2014_WithoutAnnexes.pdf
http://who.int/healthinfo/country_monitoring_evaluation/GlobalRefListCoreIndicators_V5_17Nov2014_WithoutAnnexes.pdf
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care givers) (88.3%), Patient satisfaction (Proportion of survey respondents who report to be satisfied or very 

satisfied with the health services) (85.4%).  However, respondents were split on the ease of measurement 

patient satisfaction: 48.5% considered this indicator difficult to measure, compared with 36.4% (health 

financing) and 15.8% (Ratio of health professionals to population).  Further work therefore appears to be 

needed to establish the feasibility of using the patient satisfaction indicator. 

Table 5: Survey data from e-survey (Q4): The following indicators and sub-targets have been proposed for HRH in the global 

list of indicators for the Country Information and Accountability framework and the Sustainable Development Goals. In your 

own opinion, please indicate the relevance of each one for HRH results tracking and accountability in the Post 2015 framework 

and Sustainable Development Goals. 

  
– 

Not sure– Not Relevant– Relevant– Total– 

– 
Increase substantially health financing and the recruitment, 
development, training and retention of the health workforce in 
developing countries, especially in LDCs and SIDs 

2.9% 
3 

1.0% 
1 

96.1% 
99 

  
103 

– 
Ratio of health professionals to population (MDs, nurse midwives, 
nurses, community health workers, EmOC care givers) 

7.8% 
8 

3.9% 
4 

88.3% 
91 

  
103 

– 
National HRH self-sufficiency (Proportion of foreign trained non-
national health workers – dentist, midwives, nurses, pharmacists, 
general practitioners, specialists and physician associated) 

15.5% 
16 

11.7% 
12 

72.8% 
75 

  
103 

– 
Patient satisfaction (Proportion of survey respondents who report to 
be satisfied or very satisfied with the health services) 

10.7% 
11 

3.9% 
4 

85.4% 
88 

  
103 

– 
Hospital re-admission rates (Proportion of unplanned or unexpected 
re-admissions for tracer conditions) 

28.2% 
29 

23.3% 
24 

48.5% 
50 

  
103 

– 
Mortality Reviews (peri-natal, neonatal and maternal) 

16.5% 
17 

5.8% 
6 

77.7% 
80 

  
103 

– 
Morbidity Reviews 

20.2% 
20 

7.1% 
7 

72.7% 
72 

  
99 

 

Other notable findings include: 

 When responses on relevance (Table 5) and feasibility (Table 6) are combined, this highlights two indicators 

that clearly appear to be more feasible than others: Increase substantially health financing and the 

recruitment development, training and retention of the health workforce in developing countries, especially 

in LDCs and SIDs, Ratio of health professionals to population (MDs, nurse midwives, nurses, community health 

workers, EmOC care givers). 

 Similarly the indicator on “Hospital re-admission rates” clearly appears to be less feasible than others.  This 

indicator was considered relevant by 48.5% of respondents, and difficult to measure by 52%. 

 Provider/staff satisfaction was also highlighted in ‘other responses’ (4/21 or 19%), which has also been 

highlighted in the work of the African Learning Sites on HRH60. 

                                                           
60 http://www.chestrad-ngo.org/reg/HR%20as%20the%20Driver.pdf  

http://www.chestrad-ngo.org/reg/HR%20as%20the%20Driver.pdf
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 A further indicator that was highlighted in the Cape Town roundtable and in the virtual meeting is: 'Universal 

and equitable access to life saving health inputs and coverage by quality health care service, delivered through 

strengthened health systems, supported by skilled health team with engaged community action'. 

 Whilst not explicitly part of the e-survey because the survey had concluded before WG3 recommendations 

were publicly available, WG4 members support the WG3 proposal that a National Health Workforce Account 

should be developed that extends the Minimum Data Set to a comprehensive account of key performance 

indicators on the health workforce labour market (as per Figure 6). 

Figure 6:  A comprehensive health labour market framework for universal health coverage61 

 

 

In addition the Cape Town table top discussions, which reflected on the findings of the e-survey, highlighted the 

importance of integrating data collection exercises of different agencies62.  It is important to ensure a coordinated, 

strategic approach in order to improve the effectiveness and efficiency of process to make the right information 

available.  As highlighted in WG363 this is not solely a question of which indicators to track, it is also a question of 

what data is available for each of these indicators.  The importance of baseline data cannot be overlooked.  

Functions and objectives should be standardised to ensure that data can be compared within regions and globally. 

                                                           
61 http://www.who.int/bulletin/volumes/91/11/13-118927/en/  

62 Cape Town Round table 

63 http://www.who.int/workforcealliance/media/news/2014/TWG3_Paper_07Dec14.pdf?ua=1  

	Source: Sousa, Boerma et al, 2013.  

http://www.who.int/bulletin/volumes/91/11/13-118927/en/
http://www.who.int/workforcealliance/media/news/2014/TWG3_Paper_07Dec14.pdf?ua=1
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Table 6: Survey data from e-survey (Q5): For the indicators listed above, please also indicate if each of these indicators are 

easily measureable 

  
– 

Not 
measurable– 

Difficult to 
measure– 

Easy to 
measure– 

Total– 

– 
HRH sub target in the Sustainable Development Goals Indicators 

7.5% 
7 

48.4% 
45 

44.1% 
41 

  
93 

– 
Increase substantially health financing and the recruitment, 
development, training and retention of the health workforce in 
developing countries, especially in LDCs and SIDs 

3.0% 
3 

36.4% 
36 

60.6% 
60 

  
99 

– 
Ratio of health professionals to population (MDs, nurse midwives, 
nurses, community health workers, EmOC care givers) 

1.0% 
1 

15.8% 
16 

83.2% 
84 

  
101 

– 
National HRH self-sufficiency (Proportion of foreign trained non-
national health workers – dentist, midwives, nurses, pharmacists, 
general practitioners, specialists and physician associated) 

3.0% 
3 

35.0% 
35 

62.0% 
62 

  
100 

– 
Patient satisfaction (Proportion of survey respondents who report 
to be satisfied or very satisfied with the health services) 

5.0% 
5 

48.5% 
49 

46.5% 
47 

  
101 

– 
Hospital re-admission rates (Proportion of unplanned or 
unexpected re-admissions for tracer conditions) 

3.0% 
3 

52.0% 
52 

45.0% 
45 

  
100 

– 
Mortality Reviews (peri-natal, neonatal and maternal) 

2.0% 
2 

28.3% 
28 

69.7% 
69 

  
99 

– 
Morbidity Reviews 

3.1% 
3 

38.8% 
38 

58.2% 
57 

  
98 

 

Act – including importance of oversight, participation 

The WG4 e-survey devoted 7 questions to exploring existing accountability opportunities, and civil society 

engagement with these.  Some interesting findings emerge: 

Health sector platforms64 

 There is relatively low awareness of the 5 country-level health sector policy and planning processes, platforms 

and mechanisms that were listed in the survey: 34% of 104 respondents were aware of none of options 

provided.   These increasingly provide the opportunity for accountability, and CS participation in these 

platforms is low: from 50 respondents, at most 46% of respondents had participated in a joint annual health 

sector review, compared with the lowest response of 22% that had participated in the Country Accountability 

Framework on Every Woman, Every Child.  This suggests that CSOs are not taking advantage of accountability 

opportunities that already exist. 

                                                           
64 Defined in the survey as: Country Health Sector Coordination Platform; Joint Annual Health Sector Reviews; Country 

Accountability Framework on Every Woman, Every Child; Country Coordination Framework; Country Coordination 

Mechanism 
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 The extent to which these platforms were considered to have satisfactorily addressed HRH programmes or 

initiatives was mixed and consequently difficult to interpret.  For example, more than 20% of respondents 

reported that three of the platforms did not include HRH: Country Accountability Framework on Every 

Woman, Every Child (36%); Country Coordination Framework (28.6%); Country Coordination Mechanism 

(20%); whereas the same platforms were judged to have significantly addressed HRH: 28%, 57.1% and 43.3% 

respectively.  It is important to note that the sample size for each response is small, and that respondents 

were likely to have considered their particular country context when responding (further reducing the sample 

size).  This is however, an area that warrants further, more systematic investigation. 

Consultative forums65 

 Only two of the nine forums highlighted in the survey were known to more than 50% of respondents: StopTB, 

UNAIDS.  Four66 were known to less than 31% of the 103 respondents, or less.   

 Even in the context of relatively low awareness, the participation of CS in these forums is very low.  39% of 82 

respondents reported that they had not participated in any of the nine listed forums.  Only two forums 

(PMNCH, HRH Observatory) were participated in by more than 25% of respondents. 

 As with health sector platforms, the clarity of the picture on whether these forums address HRH issues is 

limited by a small number of responses for each forum.  But a stronger picture appears to emerge of no or 

insignificant attention to HRH: in only two of nine forums (PMNCH, HRH Observatory) do more than 50% of 

respondents report that HRH issues are significantly addressed.  The strongest indication is that most forums 

address HRH in some but insignificant ways: % of responses range from 36.4% to 61.1%. 

Relevance and accountability responsibilities of key actors 

As highlighted above, the WG4 e-survey also explored the relevance and accountabilities of a range of 

stakeholders (p21 and p23).  Headlines from the analysis above emphasise that different actors are relevant and 

should be accountable for key HRH interventions.  The importance of multistakeholder responses emerges as a 

strong finding.  This was underlined in discussions at the Cape Town round table, which stressed the importance 

of participation from a broad range of relevant stakeholders, including CSOs (as technical partners as well as 

representatives of communities), Parliaments, Media, the private sector67; and from other sectors, including 

education, finance, public service, planning.  This discussion also recognized that organized CSO action can 

leverage greater accountability, for example through demanding greater access to relevant data (as has been seen 

in Indonesia68). 

An accountability framework for HRH 

                                                           
65 Defined in the survey as: IHP+ CS Forum, GAVI CS Forum, PNMCH, StopTB, UNITAID, RBM, UNAIDS, HRH Observatory, 

World Bank Civil Society Consultative Group. 

66 IHP+ CS Forum, UNITAID, RBM, World Bank Civil Society Consultative Group. 

67 The Cape Town round table also recognised that the mechanisms to hold private sector organisations to account are less 

clear.  This warrants further consideration, possibly by GHWA. 

68 Cape Town Round table 
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The COIA framework provides a valuable way to think about how accountability functions, and its constituent 

parts.  However it does have limitations in meeting the accountability needs of HRH in the context of the SDGs 

and post-2015 framework.  These limitations include: emphasis on outcomes over process, lack of clarity on where 

multisectoral accountability lies and the key actors within accountability (including who is accountable to whom), 

and the lack of attention to corrective/remedial action as a critical part of the accountability process.  A coherent 

framework is needed that addresses these limitations, as well as to help coordinate collaboration on this agenda.  

Such a framework needs to: 

 take forward the Recife Commitments alongside other commitments on HRH ensuring the balance and/or 

integration/alignment with existing and emerging accountability mechanisms, such as the IHP+ Mutual 

Accountability Process, CIAF, Country Platforms on Information and Accountability and the iERG, the post-

2015/SDG accountability mechanism.  

 balance a multi-sector and multi-stakeholder accountability roles, from commitment to action and input 

(investment in HRH for health systems) through process, output, outcome to impact (access and coverage. 

 be applicable to, relevant to and accessible by stakeholders at global- national- and sub-national levels. 

 provide a framework that can be used across all WGs, as well as to high level matrices proposed or developed 

in WG3  

 draw on and be consistent with work on the 100 core indicators69 and the national health workforce account 

(see box 2) 

 

 

 

 

 

 

 

 

 

 

 

 

 

Box 2: The National Health Workforce Account 

One of the key health workforce challenges at country level is the availability, completeness and quality of data 

to support evidence-based policy, planning and accountability functions. A variety of  stakeholders across different 

sectors and functions at the national level need to be consulted to acquire key information on the size, 

characteristics and dynamics of the health workforce. However, data quality and interoperability are often limited.  

Despite the reasonable progress achieved in strengthening HRH information, greater efforts are needed to 

                                                           
69 

http://who.int/healthinfo/country_monitoring_evaluation/GlobalRefListCoreIndicators_V5_17Nov2014_WithoutAnnexes.p

df 

http://who.int/healthinfo/country_monitoring_evaluation/GlobalRefListCoreIndicators_V5_17Nov2014_WithoutAnnexes.pdf
http://who.int/healthinfo/country_monitoring_evaluation/GlobalRefListCoreIndicators_V5_17Nov2014_WithoutAnnexes.pdf
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improve definitions and classification of all health and social care providers to increase harmonization, improve 

data collection and simplify comparisons across sources, countries and time. Moreover, even when the quantity 

and quality of the information is adequate, there are further limitations on the effective use of these data for 

strategic planning and policy-making by dedicated health system professionals.   

The Global Strategy on HRH puts forward the concept of a national 

health workforce account (NHWA) as a harmonized, integrated 

approach for annual and timely collection of health workforce 

information. This mirrors the success of the WHO-OECD-Eurostat 

programme on a National Health Account (NHA) to trace health 

expenditures. Fundamentally, the purpose of HWA is to structure the 

information architecture and interoperability, to define core workforce 

indicators, to enable strategic workforce planning and to facilitate 

comparability of the health workforce landscape (within countries, 

across regions and engaging stakeholders working across sectors). 

When implemented, HWA can yield broader gains in accountability, 

transparency and improved equity in resource allocations; these gains 

could be achieved through integration of the HWA in the HRH 

accountability framework that proposed by WG4 

The HWA builds on the WHO-USAID-CDC collaboration to develop a ‘Minimum Data Set for National Health 

Workforce Registry’ which defines standardization of data values in human resources for health information 

systems (HRIS) and enables data interoperability. The NHWA extends the MDS to a comprehensive account of key 

performance indicators as well as projections on the health workforce labour market (e.g. with modules on 

education, employment, retention, salaries/remuneration, productivity etc.).   

A measurement and accountability digital tool will be developed to support national reporting efforts with 

appropriate linkages to national health-related systems and to the Global Health Observatory as well as 

compatibility and comparability with other health workforce related information systems. In the longer-term, the 

progressive development of the NHWA at the national level will accelerate and support new metrics on measuring 

workforce availability, accessibility, acceptability and quality, with a lens of measuring a ‘connected’ accountable 

workforce and its indisputable impact in relation to the attainment of UHC, as well global health accountability.   

To this end, WG4 proposes the following framework (Figure 7) for consideration and consultation, which could, 

following further work and consultation, be placed at the heart of the GHWA 2016-30 strategy.   

Figure 7: Proposed accountability framework for GHWA 2016-30 strategy 
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Whilst the framework appears to show the accountability process as linear and simple, it is important to note it is 

an abstraction of a complex, multidimensional process, designed to provide a big picture perspective.  It 

framework emphasises the need for accountability for HRH, to ensure that the commitments described above are 

implemented; and accountability of HRH, which recognises that HRH should be accountable to individuals and 

communities for the work that they are contracted to deliver. Further work is needed to refine the content and 

concepts to ensure the right balance between comprehensiveness and accessibility (ie avoiding being too 

detailed); to unpack the framework for each of the constituents and actors that are reflected in it; and to deepen 

understanding on key questions such as: who is responsible for what and to whom? E.g. Who are education 

institutions accountable to: governments; communities; accreditation bodies etc.? And for what? 

Conclusions, Key Recommendations and Messages 

 Labor market and its dynamics will impact on HRH mobility, incentives and investments.  Analysis of this will 

require a robust platform for both measurement and accountability 

 HRH measurements are critical, not only in health, but also to track commitment and action in non-health 

sectors that impact on HRH.  A robust cross sector measurement, tracking and accountability systems are 

critical. 

 The National Health Workforce Account Provides a platform to track and report on HRH indicators. In its 

development, efforts should be made to ensure linkages with other accountability platforms within the health 

sector and also in non-health sectors that impact on HRH  

 Accountability for, and of HRH is important and should be integrated into the process of the National Health 

Workforce Account at all its operational levels 

 Additional work needs to be done to refine high level, results-focused indicators for HRH accountability 

process 
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 HRH accountability needs to integrated into the process of the Country Accountability Framework and also 

the COIA. 

 Explore the feasibility and practicability of reviewing all WHA resolutions for HRH implications. 

  

 Programmatic and country level HRH accountability needs to reflect the key interventions and accountability 

points from inputs to impact.   

7. The next decade: the agenda for action 
As highlighted above, the next decade is likely to be characterized by continuing change in the landscape of action 

to strengthen HRH at the centre of an effective health and social care system.   The diversity of the actors involved, 

the country contexts, the needs and priorities of each stakeholder make this a complex process to navigate 

successfully.  Establishing strong mechanisms of governance to ensure that shared, owned frameworks for action 

exist, and can be used to guide evidence-based decision making and implementation is essential.  This will form 

the basis of a coherent, flexible, multi-stakeholder response and accountability for implementation.   

 

Working Group 4 has highlighted important characteristics of the framework for action that needs to be put in 

place:  

 It must be coherent, bringing together the range of commitments and strategies that currently exist, and 

based on a clear understanding of roles and responsibilities for implementation; of course it is essential 

that this is relevant to anticipated future change, and consistent with SDG processes; 

 it must be shared and owned by a broad group of stakeholders, including representative civil society 

organisations; 

 it must reflect a multisectoral approach and constituency, and support ways of working that promote and 

enable working across sectors; 

 it must measure the right indicators, in a coherent, efficient, effective way: the proposal for national 

health workforce accounts is relevant and should be taken forward. 

 It must harness the success in advocacy efforts of the past decade, to enable countries and global 

stakeholders to scale investments in HRH against concrete interventions at country, regional and global 

levels and centrally position HRH investment and indicators in the global health discussions towards the 

Post 2015 framework and the development agenda  

This is an ambitious agenda that is not necessarily as well understood as it needs to be.  There is a case for 

continued research on important questions relating to accountability and alignment, which WG4 encourages 

GHWA to support and continue.   

8. Summary of Recommendations  

 GHWA should give more thought to how current stakeholder landscape and dynamics will evolve over the 

next decade, and how the landscape can be influenced positively for HRH. 

 Multi-sector and multi-stakeholder approaches need to be strengthened.  GHWA should synthesise available 

evidence on what forms of multistakeholder working are best in which contexts. 

 GHWA should analyse and explore the concept of a multi-stakeholder, multi-sectoral collaborative platform 

that sits at the peak of a network of multi-stakeholder partnerships. This should include a better 

understanding of the political economy of collaboration and alignment. 
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 Evaluate tools and guidelines to establish the most cost effective interventions, and what works in which 

contexts, in order to provide a clearer menu of options and possibly a basic package of HRH interventions.   

 Alignment is an important consideration for the GHWA strategy, including for the other GHWA working 

groups.  This needs greater attention as the GHWA strategy is refined and finalized. 

 The GHWA mandate should explicitly incorporate principles of aid/development effectiveness, including on 

harmonization, alignment and accountability. 

 GHWA should develop an overarching mechanism to ensure coherence and alignment on existing HRH 
commitments and strategies.  This should include clear roles of the different stakeholders, improved 
measurements of HRH progress and impact. 

o Note the importance of understanding /counting the workforce cadres that are serving in various 

regions and their skills mix. In other words the “Accelerated Medically Trained Clinician” (ie physician 

assistant, clinical officer, associate clinicians, health assistant, etc.). This cadre has globally variable 

titles but all have similar function and serve primarily in the rural, marginalized communities providing 

frontline medical care. These need to be ‘counted’ in the HRH process, as defining adequate numbers 

of MDs, RNs, Mid-wives, CHWs, EMoC providers per 10,000 does not include this cadre that has in 

many places sustained community primary care70. 

 Other groups, including IHP+, COIA, and those working on the SDGs are thinking about how to address this 
issue and there is scope for joint thinking and collaboration. 

 GHWA should explore the feasibility and practicability of reviewing all WHA resolutions for HRH implications. 

 Additional work needs to be done to refine high level, results-focused indicators for HRH accountability 

process 

 HRH accountability needs to integrated into the process of the Country Accountability Framework and also 

the COIA. 

 Programmatic and country level HRH accountability needs to reflect the key interventions and accountability 

points from inputs to impact.   

  

                                                           
70 see http://whoeducationguidelines.org cases which is a platform that is starting to catalogue and demonstrate the 

breadth of this type of health worker 

http://whoeducationguidelines.org/
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A. List of Working Group members 
 

Core Group 

SN Name Affiliation 

  Dr Lola Dare Co-Chairs 

  Ann Phoya Co-Chairs 

1 Anke Tijtsma Wemos 

2 Victoria Kimotho African Medical Research Foundation (AMREF) 

3 Prof. Shiv Mathur Asia Pacific Action Alliance on Human Resources for Health (AAAH) 

4 Gugu Wanjau International Federation of Medical Students (IFMSA) 

5 Robert Johnstone President, International Alliance of Patients Organization 

6 Gary Cohen Global Business Coalition for Health 

7 David Weakliam 
Development Partner/Funding Agency (Preferably a bilateral).  Also consider 
the European Union 

8 Mrs Ansa Ogu Federal Ministry of Health, Nigeria 

11 Dr. Elsheikh Badr Ministry of Health, Sudan 

14 George Shakarishvili The Global Fund  

15 Kadiatou Toure Partnership for Maternal and Child Health 

16 Dr. Finn Schleimann World Bank 

17 Sana de Courcelles World Health Organization 

18 Pape Gaye IntraHealth 

19 
Professor Tarek 
Meguid 

iERG/Commission on Information and Accountability 

20 Yet to be identified International Labor Organization 

Reference Group 
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SN 
Name Affiliation 

1 Smita Baruah Save the Children 

2 
Kate Tulenko IntraHealth 

3 Margaret Mungerera World Medical Association (WMA) 

4 
Frank Nyonator Health Systems International 

5 
Damilya Ngumanova Association of Family Physicians, Kazahstan 

6 
Prof. Hamid Rushwan International Federation of Gynaecologist and Obstetricians (FIGO) 

7 Judith Shaiman International Council of Nurses (ICN) 

8 
Deliwe Nyathikazi International Council of Midwives (ICM) 

9 
Mandy Folse Frontline Health Worker Coalition 

10 
Crystal Lander Management Sciences for Health 

11 
Anita Pirani Management Sciences for Health 

12 
Shiela Davis Partners in Health 

13 Alison Foster University Research Cooperation, ASSIT Project 

14 Andrew Mitchell Office of the Global AIDS Coordinator, United States of America 

15 
Shinjiro Nozaki World Health Organization 

16 Yet to be identified China 

17 Hugo Mercer To be identified 

18 Charles Godue Pan American Health Organization 

19 Yet to be identified 
Japanese International Cooperation Agency (JICA) 

20 Yet to be identified 
Children’s Investment Fund Foundation (CIFF) 

21 Yet to be identified 
Ford Foundation 

22 Yet to be identified 
Gates Foundation 
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23 Contact Anders 
Nordstrom Swedish International Development Agency (S(DA) 

24 Yet to be identified 
UK Department for International Development (DfID) 

25 Yet to be identified 
Canadian International Development Agency (CIDA) 

26 Yet to be identified 
United Nations Children's Educational Fund (UNICEF) 

27 Yet to be identified 
United Nations Fund for Population Activities (UNFPA) 

28 Yet to be identified 
United Nations Development Programme (UNDP) 

29 Contact Dr. Seth 
Berkeley 

GAVI 

30 Andre-Jacques Neusy Chief Executive Officer, Training for Health Equity Network (THENet) 

31 Nadia Cobb University of Utah School of Medicine 

32 Sue Bree Board Member, International Confederation of Midwives 

33 Yet to be identified International Hospitals Federation 

34 Yet to be identified International Association of the Pharmacists 

35 Polly Pittman George Washington University 
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B. Analysis of GHWA working groups 
WG Key conclusions & 

recommendations  

Key actions or interventions for GHWA  Alignment  Accountability 

1 Future of Health 

Labor Markets 

Global mismatches in the needs, 

demand for, and supply of health 

workers, leading to inequitable 

distribution and deployment of 

health workers. 

Efforts to address health 

workforce issues have tended to 

focus narrowly on the needs-

based projections of health 

workforce requirements, and on 

addressing the production 

capacity to increase the supply of 

health workers to meet these 

projected needs. 

The current trajectory and skills 

bias toward high-end technology 

will lead to an ever increasing 

health care costs that may serve 

the needs of the few who can 

afford the care. 

Management and professional 

administration staff , scientific staff who do 

not have normal patient contact, such as 

laboratory technicians, and other support 

staff are critical to effective health systems 

and should be included in policy and 

planning. 

HRH  policy action involving 

multisectoral coordination to align 

employment, education & 

immigration policies.  

Align market forces and population 

expectations towards primary 

prevention and community and 

home-based models of care. 

Effective solutions will need to align 

these interventions with the 

individual worker preferences and 

expectations, as well as with the 

broader labor market and economic 

conditions of the country. 

No indicators proposed for tracking 

progress or measuring impact 

2 Transformative 

education 

Overarching policy dimensions: 

increased demand for health 

services due to economic growth, 

ageing and UHC movement; 

inadequate capacity to effectively 

plan and manage HRH; 

inadequate evidence generation 

and communication to influence 

policies and lack of critical analysis 

on horizontal and vertical 

integration of training in favour of 

overspecialization. 

Overarching policy dimension: declare a 

national personnel agenda, policies and 

strategies; Strengthen and scale-up the 

implementation of WHO recommendations 

on rural retention, WHO guideline on 

Transformative education for HRH education 

reform and WHO Global code of practice on 

international recruitment of health 

personnel; formulate and implement plan for 

development of sustainable capacity for HRH 

planning, development  and mgt; develop 

and support regulatory systems to ensure 

academic quality; expand the Global HRH 

No discussion of alignment. No indicators proposed for tracking 

progress or measuring impact 
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Instructional dimension: 

Outdated curriculum not 

responsive to health needs and 

national health system; attempt 

at moving towards global 

standards in resource constraint 

settings creating social equity; 

lack of adequate quality assurance 

of health professional education. 

Institutional dimension: 

Educational institutions are 

located in big cities and focus on 

tertiary healthcare; inadequate 

teaching and learning 

infrastructure in resource poor 

setting; questionable quality of 

training institutes; inadequate 

leadership and management 

capacity of academic institution 

and professional bodies 

Coordination: Inadequate 

collaboration between ministries 

involved in education and poor 

coordination between public and 

private health sectors 

agenda beyond the WHO health universe to 

other forums 

Instructional dimension: advocate for 

nationwide movements among educational 

institute and devt towards transformative 

learning; policies to reform post-graduate 

training towards balance of generalist and 

specialist; recruit and train community-based 

practitioners as teachers and mentors; 

redesign pedagogy to include social and 

gender issues 

Institutional dimension: invest in 

establishing more HRH education institutes 

in rural areas; formulate good governance in 

institutional management and financial 

reform; monitor and assess institutional 

progress while institutionalizing gains 

towards sustainability; Accreditation and 

reaccreditation across public and private 

institutions; develop and implement valid 

and competency based national licensing 

Coordination: Establish a National 

coordinating mechanism btw producers and 

users of HRH in public and private sectors, 

with active participation of all key 

stakeholders; create and strengthen regional 

and global coordinating mechanism among 

donors and other stakeholders towards a 

strategic approach to support the 

transformative education agendag 

assessment as well as relicensing measures; 

encourage interdisciplinary learning 

environment in health education institution 

3 Data and 

measurement 

HRH estimate and planning 

approaches:                                                                                                                                                                                                                                                                       

(i)Health labour market analysis  

(ii) Forecasting (supply and 

demand)  for estimating future 

pressures on services 

Data should include a comprehensive 

overview of the workforce characteristics 

and capture remuneration patterns, workers‘ 

competences ; performance ; monitor 

absence and absenteeism and their root 

HRIS and HIS are often in  

fragmented structureas structure is 

often determined by stakeholder’s 

goals, roles and interests rather 

than by the requirement to function 

Request the UN Secretary-General’s 

office to ensure the SDG 

accountability framework and the 

health targets include specific 

language on the health workforce 

implications; including 
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(iii) Benchmarks for country 

comparison  

(iv) Geography of health 

workforce to accounts for 

population distribution  

(v) Modelling supply, need and 

demand of health workers. 

Scaling up WHO’s MDS would 

increase the use of standardized 

definitions and expanding the use 

of the ILO ISCO classification will 

raise data comparability and 

guide country efforts towards 

inter-operability. 

It is also necessary to accept that 

new technologies and issues of 

people, processes, and cultures 

will compound the complexity.   

It is important that countries 

invest in strengthening their 

analytical capacity of HRH and 

health system data to inform 

evidence-based decisions on 

workforce and health system 

planning. HRIS need not be 

complex or costly but should be 

seen as a facilitator of 

interoperability and the overall 

strengthening of HRH data and 

measurement. 

The post-2015 agenda requires a 

new discourse on HRH, aligned 

with a public policy agenda on 

governance, accountability and 

equity and emerging approaches 

to develop strategic intelligence 

on the global labour market. This 

discourse should use the 

‘opportunity’ provided by new 

causes ; describe labour dynamics of mobility 

; monitor HRH trends and movements. 

2. Stimulate demand for and proactive use of 

health workforce data in international public 

policy, e.g. 

a. Encourage a global discourse on “what are 

the health workforce implications?” to 

trigger demand for and analysis of workforce 

data. 

b. Member States of the WHO establish a 

governance mechanism so that all future 

resolutions presented at WHA and regional 

committees include an impact assessment of 

the health workforce implications. 

c. The World Bank, GFATM, GAVI, USAID, 

DFID and other development partners 

establish equivalent governance mechanisms 

so that all grants/loans include an impact 

assessment of the health workforce 

implications and how specific programming 

will contribute to strengthening HRH. 

3. WHO to collaborate with relevant partners 

(e.g. GHWA, WB, OECD, ILO etc) to develop a 

National Health Workforce Account that 

extends the Minimum Data Set to a 

comprehensive account of key performance 

indicators on the health workforce labour 

market. 

a. Develop and publish the National Health 

Workforce Account by end  of 2015. 

b. Member States support the adoption and 

implementation of a National Health 

Workforce Account through a WHA 

resolution in May 2016. 

c. Establish milestones for progressive 

implementation by Member States, with 

progress reports in 2020, 2025 and 2030. 

WHO and partners to stimulate creation of 

interoperable datasets and an 

as a comprehensive, unique and 

inter-operable structure. 

Efforts were made to establish HRH 

observatories as congregating 

structures where a common vision 

could be developed, relevant data 

and valid information could be 

gathered and evidence could be 

translated into policies. Globally, 

observatories differ in terms of 

objectives and functioning and 

lacking standardization of their 

approaches and therefore, their 

data do not provide a comparable 

picture around the world. 

One of the keys to success in digital 

health will be the need to cooperate 

with a growing range of 

stakeholders. Innovation will likely 

arise from innovative frameworks 

that will reduce the transaction 

costs of collaborating and hybrid 

public-private cooperation that 

enables technological 

transformation in an economically 

sustainable manner, as well as being 

transparent and serving the public 

good. 

Synergies between sectors and 

between stakeholders can boost 

standardization, health information 

exchange and inter-operability. 

recommendations and metrics on 

the health workforce data needs in 

order to be able to track progress on 

HRH and report on it as part of the 

future SDG reporting. 
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information and evidence to 

influence the global agenda and 

improve decision-making 

processes for the future of the 

health workforce. 

Policies and guidelines need to be 

available to guide countries in the 

process of standardization and 

inter-operability. 

- WHO’s Minimum Data Set and 

ILO’s ISCO need to be 

disseminated and incorporated 

into the main data collection 

processes. 

- Countries experiences, capacities 

and stages of implementation of 

inter-operability need to be 

considered when implementing 

international guidelines – allowing 

for 

country-specific adjustment of 

guidance and policies. 

- Government and stakeholder 

involvement and long-term 

commitment are essential. 

- HRH needs to be considered 

within the context of other 

sectors and considered as a 

‘transnational business’ factor for 

inter-operability of HRH data. 

Improvements in HRH information 

architecture and inter-operability 

can generate core indicators 

based on the four critical 

dimensions - availability, 

accessibility, acceptability and 

quality (AAAQ) that will allow to 

plan a fit for purpose, fit for 

practice health workforce and 

‘open access’ culture. All workforce data 

(respecting personal confidentiality) 

are to be viewed as a global public good and 

shared in the public domain by 

governments, health care professional 

associations and development partnersa. 

Norms and standards should be developed 

by WHO to guide this 

process. 

b. Public access for different levels of 

decision-making and research 

should be fit for purpose (e.g. for facility 

managers, regional health 

authorities, national decision- and policy-

makers and with the 

international community). 

c. Create incentives for the collection, 

reporting and analysis of 

workforce data to inform transparency and 

accountability. The 

incentives must account for the roles of the 

public, private and faithbased 

sectors and could consider social impact 

bonds and multilateral 

funding instruments to stimulate a data 

revolution. 

d. Walk the talk” – take a focused group of 

low-income countries to scale 

with mutlisectoral partnerships and rewards 

Professionalise the development, 

management and analysis of health 

workforce data and evidence-informed 

policy analysis. 

a. WHO and appropriate partners (e.g the 

World Bank, OECD and others) 

to develop a professional education 

programme for government and 

development partners on workforce 

science/surveillance. This 
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help monitor the pathway 

towards effective coverage and 

social protection . This  will 

facilitate comparability of the 

health workforce landscape 

(within and across countries).                                               

professional programme, accredited as a 

post-graduate qualification, 

should be available with a vocational 

fellowship programme. 

b. The workforce science should inform 

national and sub-national policy 

and planning, with linkages to Global Health 

Security; the return on 

investment from domestic resources; and 

the Geography of HRH) 

Monitor and regularly assess the impact of 

the interventions (e.g. technology 

development; implementation of the MDS; 

HRIS development;) in terms of 

process, outcomes, and investments. Include 

a feedback loop where 

information can constantly inform decision 

making and allow regular 

adjustments (e.g. use platforms that allow 

adaptation as HRH scenarios and 

decision making process changes) 

5 Stewardship, 

leadership and 

governance 

Dimensions of the HRH challenge 

are complex but well-known 

however under-appreciated by 

most key country (rich and poor) 

stakeholders. There are workforce 

imbalance in distribution 

profession, geography, institution, 

public/private and by gender 

HRH investment is a matter for 

Heads of State and political 

leadership at the country level. 

Political leadership is needed to 

establish national business case 

for HRH , negotiate and 

harmonize targeted technical and 

financial assistance from donors 

in order to meet priority health 

Build health human resource management as 

a profession for talent and quality 

development to develop technical and 

professional leadership for health systems 

and for HRH 

Improve the conditions for health workers to 

deliver the needed services 

Enhance HRH planning and Monitoring 

Information Systems: Address 

maldistribution of health workers and 

strengthen IT systems 

Build and nurture coalition of public and 

private sources of HRH funding. 

No discussion of alignment. No indicators proposed for tracking 

progress or measuring impact 
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system needs as defined by the 

country 

The role of technical and 

professional leadership is critical 

6 Responding to 

the needs of fragile 

states 

Health systems and health 

workforce: The resilience of 

health systems is inevitably tested 

by major disruptive events. For 

natural disasters, the health 

system has to be able to respond 

rapidly and sustain a response as 

system is rebuilt. Much of initial 

donor funding will aim at 

resolving humanitarian crisis and 

there will often be a drop in 

resources after initial early 

enthusiastic donor support. In 

fragile states, severe shortage of 

trained health workers, teaching 

faculty, supervisors and managers 

are common 

The challenges of rebuilding the 

health workforce: Of all health 

system elements, the health 

workforce is most likely to be 

critically weakened by failing state 

ability to govern and once health 

workforce is depleted it takes 

years to rebuild it. Rebuilding 

sustainable health systems and 

supporting the goal of universal 

coverage will ineveitably take 

time, collaboration and smart on-

the-ground programs supported 

by a policy and legislative 

framework. 

There is a need for donor coordination and 

for a mixture of short and long term 

approaches that will build governance 

capacity in the long term, while emergency 

measures are being implemented.                          

Capacity development must be country led 

with long term assistance that leads to 

strong institutions that are politically 

acceptable. Rebuilding a sustainable 

workforce must also focus on educating 

managers and developing health institutions. 

Understand the type of  fragile state and 

implications of this on interventions:  Each 

fragile state is unique, solutions have to be 

developed accordingly, and the typologies of  

fragile state can guide strategies and 

actions.Without a strong central system of 

governance, health workforce  and indeed 

health system changes may be more 

effectively targeted at a decentralized  level, 

where results can be seen more quickly, and 

lessons learned for scaling up. 

Use the window of opportunity: Consider 

the breadth of interventions planned, and an 

innovative multi-faceted response that 

addresses not only the health workforce but 

the other elements of the health systems 

and how change will be planned, 

implemented and measured 

Address governance issues from a health 

systems framework: Ensure that strategic 

policy frameworks exist and are combined 

with effective oversight, coalition building, 

regulation, attention to system design and 

No discussion of alignment. No indicators proposed for tracking 

progress or measuring impact 
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accountability to manage all the building 

blocks of a health systems 

Use health workforce development tools 

but with cautions:  Effective health 

workforce development requires good 

governance across all the elements of the 

health sector. Adhere to the principles of 

governance, involve all stakeholders, seek 

consensus on strategic vision for change and 

hold government accountable for its actions 

7 Improving health 

worker 

productivity and 

performance. 

There is limited research on the 

relationship between health 

worker and health care 

improvement in low resource 

settings. 

Health professional regulation 

entails defining and setting rules 

regarding standards for 

professional practice and 

education to ensure that health 

professionals are competent to 

practice at a standard acceptable 

to the public who are recipients of 

that care 

Community involvement is 

important for community health 

workers' performance. 

Recognition system: Non-

monetary incentives are as 

important as financial incentives 

Standards: further research to test strategies 

for helping healthcare providers perform 

according to evidence-based standards. 

Quality improvement: further  research on 

the effect of quality improvement 

approaches. 

Regulation: Adopt a system-based approach 

to develop regulatory structures that align 

with changing health, education, and social 

needs 

No discussion of alignment. No indicators proposed for tracking 

progress or measuring impact  
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C. Preliminary grouping of gaps GHWA working groups 
In response to the question (#2 in the WG4 e-survey): In your opinion, what have been the key gaps in advocacy, programmes and investment in human 

resources for health? 97 respondents highlighted the following gaps: 

S/N TWG Gap 

Advocacy Programmes Investment 

1 Drivers of change 

in health labour 

market 

Paradigm shift: Task shifting Equitable distribution  

2 Transformative 

health personnel 

 Training and retention  

 Incentives for HR in hard to reach 

regions 

 

 Recruitment process  

3 Data measurement 

of HRH 

availability, 

accessibility, 

acceptability and 

quality 

Dissemination of information 

generated from need assessment  

Monitoring and evaluation  

 Workforce data gap  

4 Accountability and 

alignment 

Collaboration of professional 

organizations & all stakeholders 

Stakeholder accountability Stakeholder accountability 

 Promote social accountability Unaligned & poorly integrated 

vertical programmes 

Donor commitment aligning 

with long-term country 

initiatives 

5  Leadership and 

governance 

Fluctuating political will  Innovative management of existing 

HRH 

Local ownership of problem 



 

47 

 

S/N TWG Gap 

Advocacy Programmes Investment 

Local ownership of problem Implementation of plan Resource allocation to health 

sector 

Coordination  Coordination International and national 

commitment 

 Broad stakeholder involvement  

6 Responding to the 

need of fragile 

states 

Models to suit country context Unrealistic targets  

  Ensuring safety (Health & security) 

concerns 

 

 Sustainable models to suit local 

context 

 

7 Improving HW 

productivity and 

performance in 

context of UHC: 

standards, QI & 

regulation 

 Knowledge, skills and competence of 

HRH 

 

 Mentoring and supportive 

supervision 

 

8 Building capacity 

beyond health 

sector to deliver 

UHC 

Multi-sector response Strengthening public-private 

partnership 

Broader stakeholder 

involvement 

  Private sector driven initiatives 

 


