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Summary box

►► In 2015, only 36% of the 47 countries had developed 
human resource for health (HRH) policy.

►► From 2010 to 2015, the number of countries with 
HRH strategic plans increased from 20 to 34 which, 
however, did not meet the target to have all countries 
with HRH strategic plans by the end of 2014, as tar-
geted by the AFRO (WHO Regional Office for Africa) 
Regional Roadmap.

►► Regarding the content of the existing HRH plans, 
most of them are aligned with the six strategic areas 
of the

►► A good HRH strategic plan will serve as part of the 
vehicle for implementing universal health coverage 
within the broader national health policies and plans.

Abstract
Many African countries have a shortage of health workers. 
As a response, in 2012, the Ministers of Health in the WHO 
African Region endorsed a Regional Road Map for Scaling 
Up the Health Workforce from 2012 to 2025. One of the 
key milestones of the roadmap was the development of 
national strategic plans by 2014. It is important to assess 
the extent to which the strategic plans that countries 
developed conformed with the WHO Roadmap. We examine 
the strategic plans for human resource for health (HRH) 
of sub-Saharan African countries in 2015 and assess 
the extent to which they take into consideration the 
WHO African Region’s Roadmap for HRH. A questionnaire 
seeking data on human resources for health policies and 
plans was sent to 47 Member States and the responses 
from 43 countries that returned the questionnaires were 
analysed. Only 72% had a national plan of action for 
attaining the HRH target. This did not meet the 2015 
target for the WHO, Regional Office for Africa’s Roadmap. 
The plans that were available addressed the six areas of 
the roadmap. Despite all their efforts, countries will need 
further support to comprehensively implement the six 
strategic areas to maintain the health workers required for 
universal health coverage

Introduction
Sub-Saharan African (SSA) countries have 
the most severe shortage of human resource 
for health (HRH) in the world. More than 
60% of countries with an extreme shortage 
of HRH are found in the African region.1 In 
some countries, the shortage is so severe as to 
constitute a crisis in the health sector and to 
have a direct effect on the achievement of the 
sustainable development goals (SDGs) and 
particularly the realisation of the universal 
health coverage (UHC).2 3 Inability to meet 
the HRH creates a gap in service delivery 
that in turn impedes the delivery of primary 
healthcare in Africa to an acceptable level.4 It 
is dismay that less than 30% of the counties in 
the region are able to meet the target of 2.3 
health worker per 1000 people, which was set 
by the WHO.1

The shortage of health workers in SSA 
is attributed primarily to high attrition 
rates, inability to produce and recruit the 

appropriate cadres of health workers.5–9 A stra-
tegic, integrated and multifaceted approach 
is required in order to properly address the 
various factors that affect the shortage of 
health workers in the region.10

One of the steps taken to assist SSA coun-
tries for bridging the gap in their health 
workforce is the development of guidelines 
for preparing national HRH policies and stra-
tegic plans.11 The ownership of a comprehen-
sive national HRH strategy is an indication 
of a country’s commitment to address the 
HRH challenges and to build an effective, 
sustainable, resilient health system. The HRH 
strategic plans are necessary for attracting 
technical and other resource support from 
partners. The HRH plan is also useful for 
monitoring the performance, HRH coordina-
tion mechanism, deployment and retention 
in rural areas.12

In 2012, the Ministers of Health of the 
WHO African Region endorsed a Regional 
Roadmap for Scaling Up the Health Work-
force for Improved Health Service Delivery 
in the African Region: 2012–2025.13 The 
roadmap provided the guideline with six stra-
tegic directions that will assist countries in 
developing their HRH strategic plans by all 
countries by 2014.
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Figure 1  Countries in the African region with human 
resource for health (HRH) strategic plans, 2015.

The global attention to the critical shortage of health 
workers in the region in the early 2000s and the roadmap 
motivated the development of HRH plans.

In this analytical paper, we identified SSA coun-
tries with HRH strategic plans and policies up to and 
including 2015. We then reviewed the plans and assessed 
the extent of conformity with the WHO African Region’s 
Roadmap for HRH, which has its goal, to ensure that 
skilled and motivated health workers are available for 
UHC of essential health services. SSA countries were clas-
sified according to size, health system (decentralised or 
centralised), the evolution of the national health system 
and health system situation (distortion due to conflict 
or not distorted). Twelve countries (Benin, Cameroon, 
Democratic Republic of Congo, Ethiopia, Guinea Bissau, 
Seychelles, Sao Tome and Principe, South Africa, Rwanda, 
Togo, Tanzania and Uganda) were then randomly 
selected to ensure that these categories were represented 
in our analysis (online supplementary appendix)

HRH policies and strategic plan
In 2015, only 17 countries (representing a mere 36%) 
in the African Region had a policy specifically for HRH 
but 34 had strategic plans (figure  1). Six of those that 
did not have policy plans and 10 without strategic 
plans had commenced the process of developing them. 
Normally, policies have a time frame of implementation 
after which new ones are developed. We note that some 
countries embed the strategic plan in the policy, while 
others retained the expired policy and paid attention to 
develop a new strategy. This may be responsible for the 
difference in the number of policies that were available 
relative to the strategic plans14 over time and between 
2010 and 2015.

Countries are keener to invest in developing strategic 
plans than making new policies when an old one expires, 
perhaps due to perceived continuity of the political 
and economic landscape. Sadly, the region did not hit 
the mark set in the WHO Regional Office for Africa's 
Roadmap requiring all SSA countries to have HRH policy 

and strategic plans by the end of 2014. Only 14 coun-
tries had comprehensive national HRH strategic plans by 
the end of 2014, still a far cry from the target. Neverthe-
less, the increase in the number of countries with stra-
tegic plans is gladdening as it shows that countries are 
prioritising the commitment to address workforce issues. 
Countries with well-developed plans can use them for 
advocating for investment in health from domestic and 
global stakeholders.15–17 A strategic approach to HRH 
planning and management will make a significant contri-
bution to the rapid attainment of a UHC and influence 
the achievement of health-related SDGs.18 19

Six of the 11 countries in which the shortage of health 
workers was not critical had policy plans indicating 
that the possession of policy plans probably influence 
the achievement. The strategic plans were comprehen-
sive and had a specific time frame for implementation 
(figure 2). Two of the countries had a time frame that is 
less than 5 years; 72% had a time frame of 5–9 years and 
the remaining had time frame of more than 10 years.

Leadership and governance capacity of the health 
workforce
Strengthening leadership and governance capacity 
entails improving policy dialogue and establishing clear 
mechanisms for coordination between line ministries, the 
private sector and other stakeholders. All the HRH plans 
(policy or strategic) identified leadership and govern-
ance as one of the strategic areas that the plans would 
address (figure 3). They also described a wide range of 
activities for developing the capacities of the leadership 
and management at central, provincial and district levels. 
The Cameroon HRH plan included the strengthening 
of the capacities of decision-makers and HRH managers 
on governance and ethics skills. Only 25% of the plans 
emphasised the need to decentralise HRH manage-
ment to align with the country’s governance structure, a 
third explicitly described how they will manage financial 
sustainability to address HRH. Only 8.3% of HRH plans 
mentioned establishing a national finance committee 
to analyse and advise on health expenditure in terms 
of health workers and the financing of workforce devel-
opment. Less than 10% of the plans anticipated that a 
country’s growing gross domestic product will increase 
the health budget, which will subsequently increase HRH 
salaries.

Leadership and governance have a major influence 
on HRH challenge in the region. Leadership and gover-
nance ensure effective coordination and harmonisation 
of activities in addition to check listing the plans into clear 
deliverables.20–22 It was not clear whether the leadership 
and governance of HRH referred to the health system or 
national governance of it, which is an important factor 
with respect to sustainability and effectiveness.23 24 Coun-
tries will require an appreciable increase in funding of 
the implementation of their plans as well as ensure the 
sustainability of financing for the strategic plans to come 
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Figure 2  Proportion of human resource for health (HRH) 
strategic plans with stated time frames.

Figure 3  Percentage of human resource for health (HRH) 
plans in line with regional roadmap strategic areas.

into fruition. Previous studies on HRH plans documented 
similar inadequate calculation of planned activities.25 
HRH receives less than 30% of the total Development 
Assistance for Health, thus, limiting the fund for imple-
menting HRH plans.26 Although external investment is 
necessary for addressing workforce issues at the initial 
stage, sustaining it depends on the government’s innova-
tiveness and strategies for mobilising domestic resources 
to fund both activities that the plans had identified as 
critical.27

HRH regulatory capacity
The HRH regulatory capacity implies the establishment 
of a professional and regulatory mechanism such as 
health professional councils that will assure the produc-
tion of the quality health workforce and provide contin-
uous on the job support to health workers. Approxi-
mately 55% of the HRH plans addressed some aspects 
of HRH regulatory capacity as shown in figure  3. Half 
of the HRH plans identified improving processes for the 
accreditation of training institutions and licensing health 
professionals as a priority. About 17% of the HRH plans 

recognised the need to extend regulation to allied health 
workers such as Allied Health Professionals and Clinical 
Associates through legislation. There was no mention of 
the traditional health professionals. Less than 10% of 
the plans indicated the strengthening of the capacity of 
members of the regulatory bodies on good governance 
as a priority. A similar proportion of the HRH plans indi-
cated strengthening the capacity of regulatory council 
members’ leadership responsibility but without stating 
the mechanism for carrying it through, nor do they 
provide details of how the councils will ensure the quality 
of in-service training. Some of the plans mention the 
development of a legal framework to regulate the private 
sector and adopt a regulation for a National Health 
Council.

Strengthening HRH regulatory capacity was addressed 
by less than 60% of the plans. Despite this, it had been 
shown that many countries in the region do not have 
enough capacity or resources to strengthen regulation 
for HRH.28 In addition, there has been an increase in the 
creation of mid-level and low-level cadre of health workers 
which need to be regulated.29 The plans that acknowl-
edged the need to strengthen regulatory councils and 
professional bodies did not specify how they would be 
supported to carry through the recommended respon-
sibilities. Countries should focus on developing policies 
and practices to strengthen existing regulatory councils 
and to establish regulatory councils for emerging cadres 
of health professionals.

Scaling up education and training of health workers
The production of health workers is dependent on 
matching investment into the process of training with 
meeting the demand for the different cadre of health 
workers. One of the strategic areas that all the HRH plans 
included was the scaling up of the process for producing 
an adequate number in various categories to meet the 
demand through health worker education and training 
(figure 3). These plans included increasing the number 
of health workers to meet the WHO target but only 42% 
of the plans specifically identified the cadres of health 
workers that they would want to be increased. Examples 
are anaesthetic technicians, surgical technicians and emer-
gency surgical officers. Most plans stated the scaling up of 
production of health workers through teacher training, 
developing infrastructure and increasing teaching equip-
ment. It is important to identify the relative distribution 
of one health cadres compared with another per popula-
tion based on demand. The plans noted to use incentives 
for attracting trainees especially for cadres where there is 
critical shortage such as midwives. Improving the quality 
of education was emphasised in 67% of the HRH plans. 
However, only 33% of the plans specifically mentioned 
adapting and improving curricula for training institu-
tions based on the needs of the health system. In addi-
tion, the skill mix of graduates was cited as an approach 
to align with the population needs by 33% of the plans. 
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While education and training are important to many 
countries, strategic plans should address retention of 
HRH and continuous quality assurance of personnel 
through improving the training curricula.

Optimising utilisation, retention and performance of 
the available health workers
A strategy for attracting professionals and retention of 
health workers as well as ensuring high-quality service 
delivery is essential in policy and strategic plan. We scru-
tinised the plans for factors that will influence attrition 
and performance of the existing health workers, retain 
skilled health workers and attract new ones especially to 
rural areas where demand is often highest. All the plans 
prioritised improving utilisation, retention and perfor-
mance of the available health workers (figure  3). The 
plans particularly emphasised equitable distribution of 
health workers to rural and hard-to-reach areas and to use 
incentives to recruit and retain them to those areas. Some 
(58%) prioritised using financial incentives to improve 
deployment to rural, difficult to access areas. Only 8% of 
plans mentioned formally integrating community health 
workers into the health system in order to meet the short-
fall in or to train and integrate them to assure equitable 
distribution of health workers throughout the country.

Some of the plans (33%) identified the use of perfor-
mance-based strategies to increase motivation, while 17% 
of the country plans had established a performance and 
management system previously to improve the perfor-
mance of health workers.

Addressing the working conditions and remunera-
tion of health workers was also included in the strategy. 
However, these plans were not explicit enough as to how 
they would specifically improve the working conditions 
and remuneration of health workers. The plans included 
improving standards of staffing in order to optimise 
utilisation of health workers, particularly in using the 
Workload Indicators of Staffing Needs, a WHO tool for 
determining staffing need at the health facility level.

Although the interventions and polices were based on 
guidelines, adaptation to country context is unclear.30 31 
Countries need to ensure policies improve performance 
and are tailored to country needs.

Health workforce information and knowledge 
management
The capacity of many countries to generate, analyse, 
disseminate and use HRH data for policymaking is 
still inadequate. Almost all plans (92%) addressed the 
challenges of improving health workforce information 
and evidence-informed processes (figure  3). The most 
common option that countries wanted to employ to 
address the issue was improving existing human resource 
information system (HRIS). Only 8% of the countries 
wanted to assess its HRIS and to scale it up for compre-
hensively addressing the HRH issues in all health facil-
ities, including those in the private sector. The plans 

recognised that their respective HRIS was not func-
tioning at optimal capacity. About 17% of the plans stated 
the need to develop the capacity of human resources 
to collect, analyse and disseminate results. Half of the 
plans identified the needs for research and described 
the plan to establish a health database. Evidence from 
an HRH database, research and periodic evaluation is 
an invaluable support for assessing the HRH needs not 
only by different category of the healthcare system but 
its distribution across health facilities and the country for 
meeting the UHC.

Health workforce partnership and dialogue
In SSA countries, policy dialogue among line ministries, 
stakeholders and partners are limited. Internally mobi-
lised resources are not enough for the requisite produc-
tion and employment of health workers. Approximately, 
73% of the plans mentioned strengthening partnerships 
and dialogues with various stakeholders in the health 
workforce (figure 3). A partnership was considered crit-
ical to the implementation of strategies and the plans 
described a wide range of none-state actors, ranging from 
civil societies, the private sector, academia, professional 
associations, with which partnership will be developed. 
Additionally, the policies indicated fostering intersec-
toral collaboration with other government agencies such 
as Education, Finance and Public Service whose activities 
affect HRH issues.

A few (less than 10%) of the plans include devel-
oping public–private partnerships for HRH through 
outsourcing of highly skilled healthcare professionals or 
through coordinating the use of public health facilities 
by private training institutions for students’ practicum.

Strengthening health workforce partnership and 
dialogue seemed to be a priority in many of the plans. 
Besides the Ministry of Education and training institu-
tions being linked to developing appropriate curricula 
and training modalities, the plans were not explicit on 
how a partnership between the two institutions would 
focus on building capacity and mobilising resources 
despite its potential influence on harmonising effect on 
implementation.32 The important role that the profes-
sional associations will play in the implementation of the 
plans should be given prominence in HRH policy and 
strategic plans.

Conclusion
The WHO roadmap has encouraged the development 
by African countries, the policy and strategic plans for 
addressing the dire shortage of human resources for 
health in the region. This is the first step of laying the 
foundation and erecting the pillars for building the 
mainframe for sustainable UHC. The conformity with 
the roadmap allows a common yardstick for reviewing 
the progress of each country towards comprehensive 
healthcare. Comparable HRH policy and strategic plans 
will make training and exchange of health professionals 
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within the region less challenging. Using these common 
denominators in spite of the differences in health systems 
will make deployment across health systems potentially 
possible and contributes to the much-mouthed integra-
tion of African health systems.

With these plans, completed, efforts must be mobil-
ised to encourage investment in the implementation in 
order to encourage other counties that are yet to finish to 
complete theirs, while motivating the health systems that 
have developed these comprehensive policies and stra-
tegic plans that will support their attainment of the UHC.
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