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Topic 4. Improve healthcare systems for all
Physicians for Human Rights (PHR) commends the Commission for Africa for highlighting in its Consultation Document the importance of developing effective health systems, and for recognizing that human resources are one of the key areas in building effective health systems is addressing health sector human resources.  PHR urges that the Commission’s final report devote due attention to the health sector human resource crisis in Africa, and urges the G8 to launch an initiative to help resolve the crisis through financial and technical assistance, along with an agreement to stop recruiting health professionals from developing countries absent agreement with those countries.  This crisis must be resolved if Africa is to achieve the health-related Millennium Development Goals (MDGs), which will require more than a doubling of Africa’s skilled health workforce.
Health workforce crisis

The shortage of skilled health workers in Africa is fueled in large part by brain drain of health professionals out of Africa.
  For example, within 10 years of graduating from medical school, about three-quarters of Ghanaian physicians have emigrated from Ghana.
  Zambia has retained in its public sector only 50 of 600 physicians trained from 1978 to 1999.
  In 2002/2003, more than 3,000 nurses from South Africa, Zimbabwe, Nigeria, Ghana, Zambia, and Kenya registered in the United Kingdom.

The shortage is severe.  The Joint Learning Initiative on Human Resources for Health and Development (JLI), a collaborative effort of more than 100 experts from around the world, has found that to provide essential health interventions – essentially, those required to achieve the Millennium Development Goals – will require Africa to increase its health workforce by at least one million doctors, nurses, and midwives.
  This is a moderately conservative estimate.  A study using a different method estimated that Africa needs 1.4 million more doctors and nurses to reach the Millennium Development Goal of reducing child mortality,
 while the World Health Organization has reported for essential health services to be provided, sub-Saharan Africa needs a total of 2.5 million health care workers, more than a tripling of the current level of 600,000 health care workers.
  A study that examined the time it would take for health workers to carry out health interventions at the level of coverage required to achieve the MDGs found that Tanzania needed to nearly triple its health workforce to achieve the MDGs, while Chad would have to more than quadruple the size of its health workforce.

The health worker shortages are especially acute in rural areas and poor districts, as living conditions in these areas are less favorable than urban areas, and health infrastructure often more degraded.  For example, about half of Malawian doctors work in four central hospitals, although Malawi’s population is 87% rural,
 and nearly all Ugandan surgeons work in urban areas.
  In Southern Africa during the early 1990s, the richest districts had twice the number of nurses, more than six times the number of doctors, and 11 times the number of pharmacists as the poorest districts.

This extra severe shortage in rural areas is partially attributable to brain drain, for just as health workers migration from African countries to high-income countries, health workers tend to move from rural to urban areas.  Emigration contributes to this internal migration, as vacancies created by out-migration of urban-based health professionals create opportunities for rural-based health professionals to relocate to urban areas.  Along with this migration, health workers in Africa tend to move from the public to the private sector, including to donor-funded vertical programs, and from the poorer to the wealthier developing countries, such as South Africa and Botswana.
When health facilities have too few skilled health workers – or indeed, none at all – patients’ health suffers.  They might be unable to receive any health services at all, or if they do receive care, its quality is likely to be diminished.  The impact is readily measurable.  Countries very rarely achieve 80% coverage of measles immunizations without at least 150 skilled health workers per 100,000 population.  By contrast, countries with at least 200 skilled health workers per 100,000 populations rarely fail to achieve this level of coverage.
  Controlling for other factors, analysis finds that a slightly higher health worker density, 250 per 100,000 population, is critical to ensuring that 80% of births are attended by skilled health personnel, a level of coverage considered necessary to achieving the Millennium Development Goal on reduced maternal mortality.
  Health officials in Botswana have reported that just to achieve universal coverage of anti-retroviral therapy, the country needs to double its nurse workforce, triple its number of doctors, and quintuple its number of pharmacists.
  Meeting 2005 targets for combating tuberculosis has been hampered by staffing problems in 17 of the 22 countries with the most severe burden of the disease.

Causes and solutions

What has caused this shortage in Africa?  Simply put, African health care workers are all too often unable to meet their own needs or those of their patients.  Their salaries are inadequate.  They lack the supplies and gear to protect them from acquiring HIV while on the job, and often lack access to confidential health services for themselves for HIV-related health services.  They face tremendous stress at work.  Their training does not prepare them for the conditions in which they find themselves, and they have too few opportunities to develop themselves professionally.  Poor management contributes to late pay, poor supervision, and other troubles that interfere with their own job satisfaction and their ability to care for their patients.  Meanwhile, health care workers often face the unbearable situation where they have training to help their patients, but cannot do so because they lack basic medicines, supplies, and equipment.
Many of the solutions to this shortage are readily understood once the causes of health worker disaffection are identified: living wages and decent benefits; effective infection prevention and control, including gloves and other gear to protect health workers from HIV and other occupational infections, along with post-exposure prophylaxis; psychosocial support and health care, including confidential health services; better pre-service training and professional development opportunities and clearer career paths; better supervision and management, and; the investments in basic infrastructure that will ensure that health care workers have the medicines, supplies, and equipment needed to perform their jobs. 
The conditions at the root of the shortage have multiple causes, including inadequate attention to planning and management of human resources and, most significantly, the enormous underfunding of health systems by national governments and their international partners.  In Uganda, for example, health spending by the government and donors needs to triple in order for Uganda to provide a package of minimum health services to its entire population; the cost grows when anti-retroviral therapy is included.
  
Obstacles that must be overcome if government and donor spending are to increase to the necessary levels to substantially bolster Africa’s health workforce are the ceilings on government spending, including its wage bill.  Ostensibly designed to ensure macroeconomic stability, ceilings on overall government spending agreed to between the International Monetary Fund and many national governments result in sector ceilings, including a limit on spending on the overall health sector and on health sector wages.  These ceilings must be re-examined in light of the significant new spending by poor countries, through their own and donor resources, needed to achieve the MDGs.  The current constraints need to be changed so that economic targets do not interfere with countries’ ability to promote human development and meet their human rights obligations.  As the JLI report stated, “Without lifting macroeconomic ceilings, workforce expansion, salary improvements, and incentive payments will be impossible, no matter what the volume of funds pledged by donors.”

The many manifestations of poor working conditions lead to severe problems in retaining health professionals, as many are driven to move abroad or leave their profession entirely.  This attrition is accelerated as health facilities and agencies in wealthy countries – including the G8 countries of, more prominently, the United Kingdom, the United States, and Canada – recruit health professionals from Africa (and other developing countries) to meet their own health care needs.  Many wealthy countries are themselves experiencing shortages of nurses and doctors, with the nursing shortage becoming particularly significant.  For example, the United States reports having had 111,000 too few registered nurses in 2000, predicting that the gap will increase to 270,000 by 2010 and 808,000 by 2020.
  Higher-income countries are increasingly turning to lower-income countries to bridge the gap, such that countries including Malawi, Nigeria, Ghana, and South Africa are essentially training their nurses – and paying for that training – for work in wealthy countries. 
Through advertisements, African country offices, and other means, agencies and hospitals from developed countries entice African doctors, nurses, and pharmacists to leave their homes.  Most likely largely because of recruitment, migration to the United Kingdom from a number of African countries has soared in the past six or so years.  For example, the number of nurses from Malawi who migrated to the United Kingdom grew from 1 to 75 from 1999 to 2002, and from Zimbabwe grew from 52 in 1998/99 to 382 in 2000/01.
 Recruitment of nurses to other countries, including the United States, is growing as well.  Commendably, the United Kingdom has developed a code of practice to strongly discourage the National Health Service from recruiting from developing countries absent an agreement with them.  However, perhaps because the code did not cover the independent sector, it seems to have done little to slow the migration of nurses from Africa to the United Kingdom.  PHR applauds the United Kingdom for encouraging all organizations, including those in the independent sector, to adhere to the revised code published in December 2004.

Along with difficulty retaining health workers, many African countries lack the capacity to train sufficient numbers of skilled health workers.  Eleven countries in sub-Saharan Africa, for example, do not even have a single medical school, while two dozen have only one.
  Health training institutions in countries such as Ghana, Malawi, and Zimbabwe have been limited in the number of new doctors, nurses, and pharmacists they could train because they have too few lecturers.
  This training capacity needs to increase.
Besides training traditional categories of health workers, such as doctors and nurses, countries will also have to examine the roles and potential contributions of other skilled health workers, such as enrolled comprehensive nurses, medical assistants, and clinical officers, as well as the important contributions of community health workers and home care givers in providing health care.  National strategies should include these and other related cadres of health workers, who will have to be trained, remunerated, and adequately supervised.
What the G8 can do in partnership with Africa
The G8’s partnership with Africa in resolving the health workforce crisis is indispensable.  If the G8 offers this partnership, the G8 summit in July could be a turning point in this dire situation.  

Aid in health sector human resource assessments and strategy development

While the general picture of the health worker shortage in Africa is now well known, as outlined above, the exact nature of the problem, and therefore the solution, will vary by country. Therefore, as a first step, the G8 could offer such technical and financial assistance as countries in Africa require to assess their human resources for health situations, including relevant aspects of the overall health system.  The assistance should also cover a needs assessment of how many and what skills mix of health workers are required to achieve the health-related Millennium Development Goals, and as appropriate, other national health goals.  Recognizing that the evolution of the health system in the coming years could change exactly what is needed to meet these goals – for example, due to efficiency gains or the introduction of a new cadre of health workers – the G8 and countries could develop a strategy to work towards meeting these needs.  These strategies could follow the UN Millennium Project’s recommendation of developing a comprehensive three-to-five year strategy within the context of a ten year framework.


Provide significant financial assistance

Like the health professional who is trained to heal her patients but lacks the medicine and equipment to do so, plans without the resources and political commitment to implement them will improve no one’s health.  Therefore, it is imperative that besides assisting African countries in assessing their needs and developing strategies to meet them, the G8 pledge to provide the resources that are needed to enable poor countries to implement these plans.  The G8 need not provide all the resources – other wealthy nations will have to contribute as well.  And unless the resource-constrained countries themselves commit to resolving their health workforce crisis, in part by prioritizing their own resources accordingly, the severe health worker shortages will persist whatever external assistance is offered.  But more than doubling Africa’s health workforce, in terms of an increased wage bill, changes in working conditions required to retain a much larger workforce, and training costs, will be expensive, running well into the billions of dollars annually.  A fundamental transformation of the health human resources situation in Africa cannot happen with G8 financial assistance.  Coordination among donors and coordination with national governments in Africa will be critical given the scope of interventions required and impact they will have on entire health systems.  
PHR encourages the G8 to involve the World Health Organization (WHO) in this work by offering such resources to WHO as it may require to provide technical assistance in areas including health human resource and overall health system assessments; human resources strategy development, implementation, monitoring, and evaluation; human resource planning and management, and; collecting and sharing of good practices in human resources for health.


Support the Global Fund to Fight AIDS, Tuberculosis and Malaria

The Global Fund to Fight AIDS, Tuberculosis and Malaria has an important role in investing in health sector human resources, including salaries.  The Global Fund encourages applicants to apply for grants to develop their health infrastructure.  The G8 should therefore pledge to meet the resource requirements of the Global Fund, which will be about $4.4 billion in 2006 assuming the Board approves Round 6 as expected.  The G8 should provide technical assistance to country coordinating mechanisms, the national bodies that submit proposals to the Global Fund, to enhance their ability to apply for human resource funding, and to help ensure the successful implementation of Global Fund-support programs to recruit and retain health workers.  The G8 should also use their connections with and participation on country coordinating mechanisms to ensure that they are well aware of the opportunity the Global Fund provides to help meet their human resource needs.


Remove macroeconomic constraints

Through their influence with international financial institutions, in particular the International Monetary Fund (IMF) and the World Bank, the G8 countries should ensure that budget and wage ceilings and other macroeconomic constraints do not interfere with the ability of countries in Africa, and low-income countries elsewhere, to achieve the Millennium Development Goals.  It would be both tragic and scandalous if the G8 and other wealthy nations committed the resources to meeting these goals – including the significant funds required to add quickly at least one million doctors, nurses, and midwives to the health workforces of Africa – but macroeconomic constraints prevented countries from accepting the assistance.
The G8 should endorse a simple principle, and then use their collective votes and voice at the IMF and World Bank to ensure that the principle is implemented:  Macroeconomic constraints must not stand in the way of the ability of countries to spend, through their own and donor resources, such sums of money necessary, in the ways necessary – such as an increased wage bill for health workers – to achieve the Millennium Development Goals.
  The IMF and World Bank have both endorsed the Millennium Development Goals.  They must ensure that their policies facilitate these goals, and are not obstacles to achieving them.


Reform donor policies and practices

Along with committing the needed financial and technical resources and ensuring that countries can accept them, the G8 should ensure that their foreign assistance policies are aligned with the realities of today.  At least three reforms in foreign assistance are necessary.  First, many of the world’s poorest countries will need donor assistance for some years to come.  Without confidence in receiving that assistance, they will be wary of enacting necessary but relatively expensive reforms, such as increasing their wage bills significantly so as to accommodate a larger workforce with health workers who are paid living wages. The G8 should therefore make long-term commitments of financial assistance to help countries recruit and retain skilled health workers and encourage their equitable distribution.

Second, much of the donor community has historically been reluctant to fund recurrent costs, including salaries for health care workers not associated with particular donor projects.  In at least some G8 countries, this reluctance continues today.  This policy is not tenable in light of the health workforce crisis, where health workers frequently cite low salaries as one of the top reasons for their flight and wage bills must expand to accommodate the expansion in the workforce needed to meet the Millennium Development Goals.  Salaries for health workers must be recognized for what they are: one of the most important elements in retaining health workers, whose paucity is the chief constraint to scaling up essential health interventions.  

The United Kingdom has recognized the importance of health worker salaries, as demonstrated by its recent announcement that it will support the training and retention of health personnel in Malawi with $100 million over six years, a significant portion of which will go to increasing health workers’ salaries.
  As chair of the G8 this year, the United Kingdom is therefore especially well-positioned to take the lead on this issue.
 
Other donors are also beginning to recognize that economic incentives and other benefits have a significant role to play in retaining health workers and achieving their equitable distribution.  In 2003, the Netherlands began to provide hardship allowances, housing allowances, and several other benefits to Zambian physicians to encourage them to work in Zambia’s most rural provinces.  An early report indicates that the incentives are working.
  The United States appears to have also agreed to contribute to this program in Zambia.
Third, donors need to rethink the health worker training that they support. Donors typically favor in-service training, often provided offsite. Some offsite, in-service training will continue to be necessary. But other forms of training require far higher priority than donors typically give them. Donors should provide any necessary assistance to countries in Africa so that they can reform pre-service training curricula so as to minimize the need for in-service training, for example, by including comprehensive HIV/AIDS management in the pre-service curricula.  Unlike in-service trainings, which often are provided to health care personnel in an ad hoc fashion, pre-service training should reach all providers.  And unlike off-site in-service training, pre-service training does not remove health workers from their posts, an important consideration given the severe health worker shortage.  Support for pre-service training can also be used to help expand the capacity of health training institutions, which will result in a larger health workforce, a benefit not associated with in-service training.  
Meanwhile, where possible, when providing in-service training, donors should commit to support on-site training.  On-site training is less expensive than off-site training, as it avoids travel and other costs, and is potentially more effective, because health care workers will be training under the same conditions in which they actually practice. 

End active recruitment

Other G8 efforts to enhance recruitment and retention of health workers in Africa will be needlessly hampered if G8 countries continue to actively recruit health workers from Africa.  With its leadership role in attempting to end recruitment of health professionals from countries that cannot afford to lose even a single health worker, the United Kingdom is in a strong position to place this issue on the G8 agenda.  While legally enforceable restrictions against active recruitment would be ideal, at the very least the G8 should commit to promulgating strong codes of practice that prohibit recruitment of health professionals from developing countries absent agreement with those countries.  Alternatively, rather than developing their own codes, though this might be necessary during an interim period, the G8 could agree to this principle in the context of an international code of practice on the international recruitment of health professionals, which the 57th World Health Assembly requested the Director-General of WHO to develop.
  To be effective, the code(s) must cover both the government and private sectors.  
Given that even the UK code of practice has not yet had a clear impact on migration of African nurses to the United Kingdom, any code, whether national or international, must include mechanisms to monitor, report, and strongly encourage adherence to the code.  Meanwhile, to make such codes possible in light of the health professional shortages that even many of the G8 countries face, G8 countries should commit to redouble their efforts to increase their domestically trained health workforce.
Historic opportunity
The crisis of the severe shortage of skilled health workers is hardly the only obstacle that many African countries face to achieving the Millennium Development Goals, but it is one of the most significant.  Physicians for Human Rights urges that the Commission for Africa do what it can to ensure that the G8 summit this July will be looked upon as a milestone in addressing this crisis.  Working with African counterparts, it is one of the most important things that the Commission and G8 can do to improve health and save lives in Africa.
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If the Commission would like Physicians for Human Rights to provide further information on the health workforce crisis in Africa and suggestions for ways that the G8 and European Union can address this most urgent situation, please contact:

Eric A. Friedman

Physicians for Human Rights

1156 15th Street, NW, Suite 1001

Washington, DC 20005

USA

Phone: 1-202-728-5335 ext. 303

Fax: 1-202-728-3053

E-Mail: efriedman@phrusa.org
Website: http://www.phrusa.org or http://www.healthactionaids.org
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