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This chapter identifies some of the most 

important performance challenges facing 

health systems and the global health work-

force today, examines the ways in which the 

health workforce is meeting them, and sug-

gests how these responses can be improved. 

These challenges are, first, to scale up interventions to attain the health-related 

MDGs; second, to shift successfully to community-based and patient-centred para-

digms of care for the treatment of chronic diseases; third, to tackle the problems 

posed by disasters and outbreaks; and fourth, to preserve health services in conflict 

and post-conflict states. 

They have been chosen because they provide a reasonable sample of 
the kinds of challenges that exist in many countries and settings. Each 
of the four sections of this chapter describes the main characteristics of 
one performance challenge, and how the health workforce is responding 
or can more adequately respond. 

High-priority services: human 
resources for health and the MDGs 
It is now widely accepted that the dire shortage of health workers in 
many places is among the most significant constraints to achieving the 
three health-related Millennium Development Goals (MDGs): to reduce 
child mortality, improve maternal health, and combat HIV/AIDS and 

other diseases, such as tuberculosis and malaria 
(1–6). Chad and the United Republic of Tanzania, 
for example, have less than half the workforce they 
require to meet essential health needs adequately 
(5). It is not only health service providers who are 
in short supply – shortfalls exist in all categories 
of health workers including laboratory technicians, 
pharmacists, logisticians and managers. 

The impressive mobilization of donor funds to 
achieve the health-related MDGs, and in particular 
to combat HIV/AIDS, has created a new environ-
ment in which a shortage of human resources has 
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replaced finance issues as the most serious obstacle to implementing national treat-
ment plans (7).

Achieving the MDGs will depend on finding effective human resources approaches 
that can be implemented rapidly (6). But simply training people to deliver disease-

specific interventions is unlikely to be sufficient. Such  
approaches should also consider the larger health systems 
challenges that are related to the pervasive disadvantages as-
sociated with low income. For example, there are huge dis-
parities between income groups in access to facility-based 
health services (see Figure 2.1). 

Systematic thinking in several areas is required to formulate 
ways of recruiting and retaining health workers to provide the 
necessary MDG-related health actions (see Box 2.1). More ef-
fective human resources efforts need to employ critical evalu-
ation of current behaviours. 

Epidemics of in-service training
The numerous projects and programmes created in response 
to the MDGs are replete with budget lines to train staff, but 
lack comprehensive workforce strategies. As a result, a great 
deal of effort is directed towards running short training courses, 
often held in hotels in other countries. The aim of most of these 
courses is to equip health workers or the trainers of health 
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Figure 2.1 From massive deprivation to marginal exclusion:
moving up the coverage ladder
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Dominican Republic 1996
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Côte d'Ivoire 1998

Côte d'Ivoire 1994

Guatemala 1998

Chad 1997

Bangladesh 1993

aAsset quintiles provide an index of socioeconomic status at the household level. They divide populations
into five groups (in ascending order of wealth from 1 to 5), using a methodology that combines information
on household head characteristics as well as household ownership of certain assets, availability of services,
and housing characteristics.

Source (8).
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workers with the skills to deliver specific interventions. While trainees may welcome 
an expense-free trip to a major urban centre, these trips pose significant opportunity 
costs. Staff are rarely replaced when they travel and often the same staff will attend 
several courses every year. Furthermore, the courses often have few links with 
local training institutions, and thereby opportunities are missed to involve faculty 
members or to contribute to the development of locally-based courses. Evaluations 
of short-term training in Africa in 2000–2001 led to the strong recommendation 
that training should be on-site as much as possible and delivered through local 
institutions (9). 

Overburdened district staff
National programmes to achieve disease-specific MDGs place many parallel demands 
on district health managers and service providers, such as reading documents, filling 
forms, writing reports, attending meetings and making field visits. These demands 
are often imposed by international donors, and can quickly overwhelm limited, 
underfunded and insufficiently supported district-level staff. Simply keeping up with 
the reporting requirements of various programmes can occupy between 10% and 
20% of a district health manager’s time (10). 

Two tiers of salaries
The onslaught of MDG-related programmes is also exerting 
severe pressure on salaries. In order to attract workers, well-
funded programmes that are implemented through nongov-
ernmental mechanisms – notably those focused on HIV/AIDS 
treatment – often pay salaries that exceed local wages in the 
public sector. As a result, two tiers of salaried workers are 
emerging, often within the same institution. This situation cre-
ates significant problems. The workers who receive less pay 
often feel aggrieved, resenting the fact that, for example, as an 
obstetric nurse they earn less than an HIV nurse. Furthermore, 
certain critical services may not be carried out if employers are 
unable to provide competitive salaries to attract and maintain 
staff.
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Several constraints face the health workforce in the deliv-
ery of interventions aimed at achieving the health-related 
Millennium Development Goals. The main problems can be 
summarized as follows:

inappropriate or inadequate training, with curricula that 
are not needs-based;
poor access to information and knowledge resources; 
inadequate numbers and skills of health workers;
uneven distribution of workers at different levels of ser-
vice delivery, from national programme officers through 
to health facility personnel;
low morale and motivation;

•

•
•
•

•

Box 2.1 Health workers and the Millennium Development Goals

unsafe conditions in the workplace;
poor policies and practices for human resources de-
velopment (poor career structures, working condi-
tions and remuneration);
lack of supportive supervision;
lack of integration of services with the private 
sector;
high attrition of health workers, as a consequence of 
death from the very diseases they work to cure, or 
because of migration.

Source: (2).

•
•

•
•
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Strategy 2.1 Scale up workforce planning
The enormous shortfall in the human resources needed to provide MDG-related 

services demands an accelerated expansion of the workforce. 
Three factors must be present for this kind of expansion to take 
place – political leadership, adequate financing and a compre-
hensive plan. 

Before necessary reforms can take place, political leaders, 
donors and governments alike must view the workforce as an 
investment to be nurtured, and not as a cost to be minimized. 
Along with strong leadership must come a commitment to de-
vote the necessary funds. This funding must not only cover 
health service providers, but also the management and support 
workers who provide crucial services to the front lines of the 
health system. 

The third requirement is a sensible strategy to boost the 
health workforce, one with short-term as well as longer-term 
performance goals. The strategy must be based on established 
human resources needs for priority programmes (2) and it must 

mobilize the institutions involved in both the production and management of the 
workforce (see Chapters 3 and 4). 

These three elements have converged in Malawi, where the Emergency Human 
Resources Programme has become a top priority for the Ministry of Health (see 
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Staffing in Malawi’s health service is inadequate to maintain 
a minimum level of health care, and is particularly low even 
by regional standards. It is also insufficient for the delivery 
of antiretroviral therapy and other HIV/AIDS-related services 
in response to demand. Of 27 districts, 15 have fewer than 
1.5 nurses per facility, and five districts do not have even 
one each, while four districts have no doctor at all. HIV/
AIDS-related attrition among the workforce compounds the 
shortage. In addition, up to 800 qualified nurses living in 
Malawi choose not to work in the health sector.

In April 2004, the Ministry of Health called for action to 
retain current staff and prevent brain drain as a top priority, 
highlighting the need to attract back into the system those 
who had left it and remained in Malawi. The 6-year Emer-
gency Human Resources Programme includes: improving 
incentives for recruitment and retention of Malawian staff 
by 52%, gross salary increases for 11 selected professional 
and technical cadres; external stop-gap recruitment of phy-
sicians and nurses; and significant expansion of domestic 
training capacity. The programme recognizes the need to 
address a range of non-financial factors affecting reten-
tion, including policies for postings and promotions, perfor-
mance management, regrading, opportunities for training 
and upgrading of skills, gender issues and quality of hous-
ing. Human resources planning and management capacity 

Box 2.2 An emergency programme for human resources in Malawi

in the Ministry of Health and at local level is also being 
strengthened. 

The programme, which is supported by the Global 
Fund to Fight AIDS, Tuberculosis and Malaria, the Unit-
ed Kingdom Department for International Development, 
the Malawi Government and other donors, is estimated 
to cost about US$ 278 million. Up to US$ 98 million will 
support salary top-ups, with a further US$ 35 million for 
improved staff housing, and US$ 64 million earmarked for 
expansion of training capacity.

While it is early days, the approach appears to be hav-
ing a positive impact. By the end of 2005, some 5400 
doctors, nurses and other key staff were receiving the 
salary top-up and there has been a reduction in the out-
flow of staff from the public sector. Over 700 new health 
staff have been recruited by the government since July 
2004, with interviews for nearly 200 further posts cur-
rently taking place. Plans for infrastructure expansion 
and additional teaching staff for Malawi training schools 
will increase training capacity by over 50% on average, 
triple the number of doctors and nearly double the num-
ber of registered nurses in training. While more Malawi-
ans are being trained, expatriate doctors and nurses will 
continue to be relied on to fill critical positions. 

Source: (11).
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Box 2.2). With the support of the international community, countries experiencing 
similar human resources crises should consider developing similar plans. 

Strategy 2.2 Capitalize on synergies  
across priority programmes 
In responding to the specific health challenges of the MDGs, given the urgency and 
the availability of financing, there is a tendency to plan the workforce around specific 
diseases or interventions. As mentioned, this sort of planning risks a number of inef-
ficiencies that result mainly from inadequate consideration of the systemic nature 
of human resources and health services delivery more broadly. Increasingly, this is 
being recognized and important innovations are emerging. 

In many cases, channels for delivering these interventions can be combined to 
use scarce human resources more efficiently. The term “piggy-backing” has been 
coined to identify ways in which services can be added to existing delivery vehicles 
rather than mobilization of workers for separate, single-purpose, community-di-
rected interventions. For example, the WHO Onchocerciasis Control Programme to 
prevent river blindness in west Africa used community-directed treatment projects 
to add vitamin A to ivermectin distribution. “Piggy-backing” of other treatment el-
ements is also a deliberate strategy of the WHO Global Programme to Eliminate 
Lymphatic Filariasis (12).

Strategy 2.3 Simplify services and delegate appropriately
Greater efficiencies in workforce performance can be achieved by applying two of 
the cardinal rules for scaling up interventions effectively: simplification and delega-
tion. Simplification often improves staff productivity by allowing more to be done, 
with greater consistency, and often by less skilled colleagues. Simplifying all basic 
tasks is the first element of the Global Polio Eradication Initiative, is crucial to the 
scaling up of oral rehydration therapy in Bangladesh (13), and is a core strategy of the 
WHO/UNAIDS 3 by 5 Initiative (14). Within the Polio Eradication Initiative, for example, 
all basic tasks were simplified as a result of strategic decisions, technological in-
novations and locally appropriate adaptation. All available human resources, from 
unskilled volunteers to highly skilled workers, both inside and outside the health 
sector, were considered to be potential “vaccinators” and, if necessary, surveil-
lance officers (15). The WHO/UNAIDS 3 by 5 Initiative has shown that people living 
with HIV/AIDS can make important contributions across the spectrum of HIV/AIDS 
prevention and treatment services (16). 

In many areas, programmes aimed at integrating skills among providers of pri-
mary care for children, adolescents and adults are taking place at the district and 
primary care level. WHO’s Integrated Management of Adolescent and Adult Illness 
(IMAI) and the HIV adaptation of Integrated Management of Childhood Illness (IMCI-
HIV) provide a novel approach to scaling up HIV prevention, care and treatment, as 
well as tuberculosis care and co-management of TB/HIV/AIDS patients (see Box 2.3). 
Despite these promising examples, increased efforts will be required to identify 
pragmatic ways of working across priority programmes. 

Simplification facilitates but is not a prerequisite of task delegation. Tasks related 
to service delivery can often be carried out as or even more efficiently by less senior 
staff. Task delegation is especially important in resource-constrained settings where 
skilled staff are in very short supply. The delegation of malaria diagnosis to volunteer 
health workers using village-based microscopy in Myanmar and the Philippines, for 



The World Health Report 200624

example, has been shown to be reliable and to improve the treatment 
of malaria, while at the same time raising the morale and self-esteem 
of workers (18, 19). 

Plans to simplify and to delegate tasks require careful assessment 
of the intended impact. In the 1970s and 1980s, for example, tens of 
thousands of traditional birth attendants were trained throughout the 
developing world (20) in the hope of improving the survival of mothers 
in settings where professional midwives were rare. But, after more than 
three decades of well-meant attempts, there is no convincing evidence 
that the training strategy has reduced maternal mortality rates (8). 

Strategy 2.4 Secure the health and  
safety of health workers 
In several southern African countries, death from HIV/AIDS is the larg-

est cause of worker exits from the workforce. Those who remain often work in under-
staffed health facilities that are overburdened with patients (many with HIV/AIDS) and 
that have inadequate means to treat them. These working conditions, in turn, fuel low 
morale, burn-out and absenteeism. In light of this fact, efforts are now under way to 
address occupational health and safety risks through the prevention of needle-stick 
injuries, post-exposure prophylaxis, and increasing the supplies of protective equip-
ment. More and more countries are making provisions to ensure treatment access 
to workers who become infected with HIV (21), and in 2005 the International Labour 
Organization and WHO agreed to joint guidelines designed to help workers involved 
in the global struggle against HIV/AIDS stay healthy (see Chapter 5).

Preparing the workforce for the growing 
burden of chronic diseases and injuries
As well as those diseases which form the primary focus of the MDGs, the world is 
faced with a massive and growing burden of chronic diseases, which are among 

More than 25 countries in Africa are now using a set of 
simplified operational guidelines from WHO’s Integrated 
Management of Adult and Adolescent Illness (IMAI) to train 
health workers. These guidelines clearly define the tasks 
required for chronic HIV/AIDS prevention, care, and anti-
retroviral therapy (ART), as well as tuberculosis care and 
co-management of TB/HIV/AIDS patients; they allow these 
interventions to be delivered by nurses, clinical officers, 
midwives and various cadres of medical assistants, working 
together in a clinical team in the hospital outpatient facility 
or in peripheral health centres.

Shifting tasks between health care workers and expand-
ing the clinical team can relieve short-term human resource 
limitations in settings with low resources. Rapid scaling up 
involves: 

shifting tasks to the lowest relevant cadre;
expanding the clinical team by including people living 
with AIDS;

•
•

Box 2.3 Task shifting in the health care workforce

placing strong emphasis on patient self-management 
and community involvement.
Based on this approach, tasks in many health care 

settings can be shifted from specialized (and there-
fore scarce) workers to less specialized ones. The most 
important task shift is to the patients themselves (i.e. 
self-management). The community can be progressively 
involved in managing HIV/AIDS care and antiretroviral 
therapy for such tasks as treatment support, repeat drug 
prescriptions and simple monitoring.

IMAI training focuses on the needs of the clinical team. 
The training uses adult participatory training methods 
that emphasize the acquisition of skills and case prac-
tice, rather than just knowledge. It also considers people 
living with HIV/AIDS as experts in their own illness and 
as a valuable educational resource to support the training 
of health workers. 

Source: (17).

•
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the world’s leading causes of death and disability. Trends indicate that they are 
likely to become even more important over the next decade (22). The epidemiologic 
importance of such conditions is matched by their direct and indirect social and 
economic consequences.

New paradigms of care  
require a workforce response
In recent years, the traditional focus on acute, inpatient and sub-specialty care 
has given way to new paradigms of care emphasizing self-management, and com-
munity-based patient-centred pre-hospital care (23) (see Figure 2.2). This evolution 
has been accompanied by a recognition by experts, professional bodies and health 
workers themselves of both the inadequacies of traditional training and deployment 
of the workforce, and the imperative for new approaches (25–29).

Strategy 2.5 Deploy towards a continuum of care
Five core competencies for long-term patient care have been identified: patient-cen-
tred care, partnering, quality improvement, information and communication technol-
ogy, and a public health perspective (see Box 2.4). The challenge is to translate these 
into practice through the institutions that produce and deploy the health workforce. 
Changes in the curriculum, new teaching methods, and innovative training models 
are necessary (31–33). 

Decisions surrounding training and recruitment must also reflect the continuum of 
care and take into account the distribution and type of workers required to meet the 
health care needs of the population. Provision of community mental health services 
for example relies heavily on effective education outreach programmes for police of-
ficers, religious healers and social workers. Non-professional workers can help meet 
some of the demand for care as long as they are competent and supervised, and can 
draw upon professional staff when necessary to deal with complex cases.

Patient-centred care
Learn how to negotiate individualized care plans with 
patients, taking into account their needs, values, and 
preferences.
Learn how to support patient self-management efforts.
Learn how to organize and implement group medical vis-
its for patients who share common health problems.

Partnering
Work as a member of a multidisciplinary health care 
team.

Quality improvement
Design and participate in health care quality improve-
ment projects.

•

•
•

•

•

Box 2.4 Core competencies for long-term patient care 

Information and communication technology
Develop information systems (e.g. patient registries), 
even if paper-based, to ensure continuity of care and 
planned follow-up.
Use available technology and communication systems 
to exchange patient information with other health 
care workers and to consult specialists from primary 
health care.

Public health perspective 
Work in a community-based setting and conduct 
community outreach to promote healthy lifestyles, 
encourage responsible and safe behaviour, and re-
duce the stigma associated with physical disability 
and mental illness.
Learn to think beyond caring for one patient at a time 
to a “population” perspective.
Hone skills for clinical prevention.

Source: (30).

•

•

•

•

•
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Village volunteers are another largely untapped but potentially valuable resource. 
In Ghana in 1999, for example, the WHO Nations for Mental Health Project launched a 
three-year pilot project that trained volunteers selected by their communities to identify, 
refer and follow-up people in their villages who had mental disorders. The government 
has now adopted the project and it is being extended to other districts (24). 

It is important to recognize that the shift to community-based care should not 
overlook the other end of the continuum, i.e. specialist and sub-specialist care. In 
many parts of the world, the critical shortage of such specialists is a major constraint 
to the integrity of the continuum of care concept. The shortages of specialists, such 
as psychiatrists, in many parts of the world, means that care is often not available. 
Psychiatrists have a crucial role to play in managing and treating complex cases of 
mental disorders, in providing ongoing supervision and support to non-specialists 
working in the mental health field, and in teaching and training other mental health 
professionals (see Figure 2.3). 

The shift from hospital-based to community-based care, and the new emphasis 
on multidisciplinary and intersectoral approaches, means changing roles for staff 
as well. These changing roles present challenges for managers, health workers and 
regulatory agencies. Scope-of-practice regulations, designed to establish minimum 
standards and protect patients, can become impediments to the pursuit of change. 
Managers need to engage actively with health workers, listen to their requirements 
and present the case for service reform and new, evidence-based ways of working. 
The challenge for health workers is to embrace change as an opportunity for further 
learning and personal and professional development, given their legitimate concerns 
related to personal status and income. 
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Strategy 2.6 Foster collaboration 
Inherent in the new paradigm of care is a strong emphasis on collaboration and 
teamwork between health worker and patient. Creating a relationship that values 
the patient as a partner in his or her own care has been frequently shown to improve 
health behaviour and clinical outcomes. Extensive evidence shows that interventions 
designed to promote patients’ roles in the prevention and management of chronic 
diseases can lead to improved outcomes (31, 35, 36). What patients and their families 
do for themselves on a daily basis, such as engaging in physical activity, eating 
properly, avoiding tobacco use, sleeping regularly, and adhering to treatment plans, 
significantly influences their health. Health workers are instrumental in helping pa-
tients to initiate new behaviours and to self-manage their conditions more effectively, 
and thus serious attention must be paid to their communication skills (33).

A team approach is required not only in the management of individuals with 
chronic conditions but in addressing these public health challenges more broadly. In 
general, care for chronic diseases is best delivered with a collaborative effort involv-
ing public health specialists, policy and service planners, researchers, information 
technology designers, and support personnel. The multidisciplinary team in mental 
health includes psychiatrists, psychologists, nurses, general practitioners, occupa-
tional therapists and community/social workers who can share their expertise and 
collaborate with each other (37). 

Figure 2.3 Global distribution of psychiatrists

0–0.05
0.05–0.6
0.6–2
2–9
9–28.5

Source: (34).Per 100 000 population



The World Health Report 200628

Strategy 2.7 Promote continuous  
learning for patient safety
As health services for chronic conditions have evolved, so too has their 
complexity. Although much has improved, the volume of information, the 
number of medications, and the myriad of providers has led to a number 
of unintended consequences. There may be, for example, errors related 
to dosages, misidentification of patients, insanitary or unhygienic prac-
tices related to hand washing or equipment, or inadequate follow-up of 
patients. Studies show that errors in health care are not only frequent 
but are also leading causes of mortality and morbidity (33).

Although awareness of errors and unsafe practices is an important 
first step in dealing with the complexities of care provision, there is also 
a need to develop evidence-based approaches to deal with them more 

effectively, such as risk management programmes, patient-centred approaches, and 
patient empowerment (38) (see Box 2.5). 

A growing body of research evidence suggests that unsafe 
patient care is very common in health care systems glob-
ally. No country – rich or poor – can claim to be coping fully 
with the problem.

Caring for patients involves a complex interplay of peo-
ple, technology, devices and medicines. Health care work-
ers must make many decisions and judgements on a daily 
basis, and things can and do go wrong. 

Experience in both health care and other high-risk in-
dustries shows that errors and mistakes are often provoked 
by weak systems. Deficiencies in system design can cre-
ate problems at many levels including the individual clini-
cian, health care team, organization and health care system. 
Such deficiencies can include a lack of clear protocols for 
treating patients, lack of knowledge and experience among 
health care workers, poor supervision of junior staff, frag-
mented patient information and poor coordination. 

A completely risk-free health care environment is prob-
ably unattainable. Much can be done, however, to improve 
the “error wisdom” of front-line staff. In particular, health 
care workers who are educated and trained to work to-
gether well can reduce risks to patients and themselves. 
Three core knowledge and performance requirements are 
suggested below. 

Communicate effectively and honestly with patients and 
their families about the risks of health care interventions, 
especially when things have gone wrong. Unintended 
harm to patients is often made worse by the defensive 
way that many health care organizations respond to pa-
tients and their families after a serious event. In some 
countries, secretiveness on the part of health care orga-
nizations is associated with increased litigation.

•

Box 2.5 Patient safety

Identify risks and hazards in the health care environ-
ment and act to reduce their potential to cause patient 
harm. At its simplest this requires ways in which staff 
can report hazards and events within the health care 
organization. Identifying problems should be seen as 
a source of learning, not blame. Reporting is of little 
value, however, if no action is taken. Strategies to 
minimize identified risks and hazards are also vital. 
Work safely as part of a team. Even where human re-
sources are limited, effective teamwork can promote 
good communication, willingness to share information 
and effective interpersonal relationships. Effectively 
transferring information between health care work-
ers is increasingly recognized as an important part of 
improving patient safety. Problems in teamwork can 
lead to diagnostic delays and poor management of 
life-threatening events. 

It is vital to ensure that patient safety is a key compo-
nent of educational curricula, training programmes and 
induction schemes. Organizations have a responsibility 
to provide the appropriate systems and support to enable 
their workforce to learn and apply the skills and knowl-
edge required for patient safety. Strong organizational 
leadership for patient safety is important.

The WHO World Alliance for Patient Safety is leading 
the global work on patient safety. Launched in October 
2004, the Alliance provides a vehicle for international 
collaboration and action to coordinate, spread and ac-
celerate improvements in patient safety worldwide. This 
includes international action on patient safety education 
and training. More information is available at www.who.
int/patientsafety.

Sources: (39, 40).

•

•
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To improve the quality of long-term care more generally, continuing education 
in chronic disease management is necessary. Lifelong learning is a cornerstone of 
continued fitness to practice, and is closely connected to the quality of care and 
patient safety (25, 28).

Mobilizing for emergency needs:  
natural disasters and outbreaks
At least 40 countries worldwide are at risk of being affected by severe natural disas-
ters and no country is immune to an outbreak of a highly infectious disease. Sudden 
catastrophic events can quickly overwhelm local and national health systems, espe-
cially those that are already suffering from staff shortages or lack of funds. During 
disasters, local communities are the first to respond, followed by local and national 
governments. Because no society has the resources to be prepared adequately at 
all times, no nation can manage a major disaster or outbreak on its own. Qualified, 
experienced, and well-prepared international health personnel are usually needed 
to help (see Box 2.6)

Furthermore, when the immediate priority of humanitarian assistance is to save 
lives, partnership with, and strengthening of, local institutions is often seen by ex-
ternal actors as an obstacle that delays the delivery of relief. Early investment in na-
tional staff is rarely considered a necessary component of an emergency response. 
Sub-Saharan Africa, the area of the world most severely affected by natural and 
man-made disasters, is particularly vulnerable in this regard (42). An international 
emergency response workforce has not yet been organized in a systematic way. As 
a result, human resource shortages remain a serious constraint to achieving better 
humanitarian and health outcomes. 

Preparedness plans can help 
The loss of life, illness and disease caused by outbreaks and other natural disasters 
can be reduced if preparedness plans are in place and easily and quickly activated. 
Emergency preparedness requires the availability of an up-to-date database of the 

The WHO Regional Office for the Western Pacific is based 
in Manila, Philippines. In responding promptly to the SARS 
threat, it formed an outbreak response and preparedness 
team. This initially drew on the expertise of WHO staff in the 
region, but was quickly complemented by professionals in 
the field of epidemiology, infection control, laboratory diag-
nosis and public information. 

WHO teams of epidemiologists and infection control 
experts fanned out across the region to China, Hong Kong 
(China), the Philippines, Singapore and Viet Nam. Infection 
control equipment, such as masks and gowns, was dis-
patched from Manila to newly affected countries and to 
those considered vulnerable to an attack.

The region was fortunate to have a network in place  
before SARS struck called the Global Outbreak Alert and 

Box 2.6 Responding to infectious disease outbreaks – SARS 

Response Network, which was established in 2000. This 
was very important as it provided operational support 
teams with specific tasks, from coordination through to 
resource mobilization, including human resources. WHO 
support to countries consisted of providing technical 
guidelines, on-site expertise and resource mobilization. 
It was important that the kind of expertise developed 
matched the needs in each country. Among the lessons 
learnt were the need to have one focal point to coordinate 
partners who share a commitment and common goals, 
and the need for transparent policies and political com-
mitment at the country level. 

Source: (41).
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actual competencies of health personnel, knowledge about how to 
communicate risk effectively, and a way of prioritizing training needs, 
policies and actions to ensure the safety of health personnel.

Comprehensive preparedness plans should include components 
related to the way the health system needs to react, and those related 
to preparing the overall workforce response. Three general responses 
are critical during a disaster or outbreak situation: a “command and 
control approach”, collaboration across sectors, and risk communica-
tion. In turn, the plans for health workforce response should include 
training of appropriate staff, adequate deployment and match of skills, 
and protection of health workers. 

Strategy 2.8 Take a “command and control” 
approach

A “command and control” approach to management is critical if resources are to 
be directed in a timely manner. Coordination and team work are essential but once 
consensus has been reached, the speed of an intervention can be enhanced if action 
is triggered in a directive fashion. In such situations, feedback channels must be 
established so that corrective action can be taken when new situations during an 
unfolding crisis demand changes in the direction of action. Simple management tools 
for supportive staff supervision using equally simple indicators facilitate the flow 
of information in such situations. This approach calls for the integration of existing 
resources, thus avoiding duplication or unnecessary diversion of human resources. 
It also requires the mapping of all existing resources including appropriate back-up 
support and response scenarios in case of loss of resources or sudden increase in 
demand.

Another essential action that is required in order to control the rapid spread of fear 
and panic during disease outbreaks is risk communication. This includes conveying 
information about risks of infection to health workers, lay people and the media, in a 
way that is transparent, honest, credible and compassionate (43). 

Strategy 2.9 Help remove sector boundaries
An “all out” response to a disaster or outbreak requires the removal of boundaries 
between health workers in different sectors. Preparing the workforce at all levels 
of the system and coordinating with other sectors greatly reduces the impact of 
the emergency. Collaboration with other sectors permits the best use of existing 
resources, prevents the often observed confusion found during initial intervention 
periods, and allows rapid implementation of life-saving measures. Planning specific 
roles and functions for staff in the military, transport and education sectors mini-
mizes confusion and maximizes the input of scarce human resources. Moreover, as 
the tsunami of December 2004 and the earthquake in South Asia of October 2005 
have shown, international support must be mobilized and coordinated. 

At international level, the Global Outbreak Alert and Response Network (GOARN)� 
provides an operational framework that links international networks and institutions 
and keeps the international community alert to the threat of outbreaks and ready 
to respond.

�	 http://www.who.int/csr/outbreaknetwork/en/.
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Strategy 2.10 Train appropriate health staff for 
emergency response
Mounting immediate and effective responses to disasters and outbreaks as varied as 
earthquakes, tsunamis, hurricanes, floods, SARS and avian influenza requires an ag-
ile workforce with highly specialized skills. These include the ability to carry out rapid 
diagnosis, surveillance, organization and logistics, containment, communications 
and emergency surgery, and to create temporary facilities. But emergency prepared-
ness must go beyond identification of skills. Training institutions and programmes 
must be designated where these skills are generated and updated (see Box 2.7). 

A weakness found in many countries is a scarcity of planning and management 
capacity, both to prepare for emergencies and to deal with them when they happen. 
Many countries simply do not have enough human resource planners and manag-
ers, so new ways must be developed to produce them and to activate them when 
the need arises. One approach is to give supplementary training on the manage-
ment of emergencies to managers who already occupy key positions in agencies or 
organizations likely to be involved in an emergency response. These organizations 
usually include hospitals, ministries of health, local government, the military, those 
responsible for transport and communications, civil protection, social welfare and 
so on. This supplementary training can be conducted by national government or 
nongovernmental agencies. 

Priority should also be given to the development of new cadres focused on 
emergency planning and management within the various agencies and institutions 
responsible for emergency management. These new cadres could be developed 

Thailand is a middle income country (with a per capita GDP 
of US$ 2000) that in recent years has been affected by 
SARS, the tsunami of December 2004 and avian influenza. 
In the avian influenza epidemic, 60 million chickens were 
killed and the government paid US$ 120 million to farmers 
in compensation. A vertical plan for avian influenza was ap-
proved by the cabinet in January 2005, for US$ 120 million 
for three years, with an intensive human resources compo-
nent. In the recent epidemic, Thailand called on its 800 000 
village health volunteers to assist in bird surveillance. These 
volunteers have existed in Thailand’s villages since the era 
of primary health care. The country also used its network of 
100 000 health centres, 750 public hospitals, 95 provincial 
hospitals and 1330 teams in every district, who were on call 
24 hours a day. 

Balanced distribution of health workers is of the utmost 
importance in the rapid response to infectious diseases and 
disasters. Inequitable distribution leaning towards urban 
centres makes an effective response difficult: during the 
tsunami it was possible to recruit from districts around the 
capital, because health workers were equitably distributed. 
Incentives are important to facilitate balanced distribution: 
a newly graduated medical doctor receives US$ 1500 per 
month to go to the most remote districts, which provides 
very strong encouragement to serve in such areas. 

Box 2.7 Thailand’s response to epidemics and disasters

It is also important to strengthen the limited speciality 
of “field epidemiologists”, as they are the first group to 
move into disaster areas. Thailand’s Field Epidemiology 
Training Programme (FETP) was launched in 1980 to train 
epidemiologists with an interest in public health and to 
improve epidemiological capacity within the Ministry of 
Public Health. The programme requires three years’ train-
ing after graduation from medical school. FETP trainees 
have responded rapidly to 353 health threats to date, and 
the government has started to double the intake. 

Thailand’s field epidemiologists were mobilized when 
the tsunami hit in December 2004. They carried out ac-
tive disease surveillance in all affected districts. Data 
were collected from all medical facilities, two shelters for 
displaced persons, and two forensic identification cen-
tres. FETP trainees visited each site daily and collected 
individual case-report forms that included information on 
disease syndrome, age, sex and nationality. These teams 
analysed data and identified events requiring further ac-
tion. Given the threat of pandemics, governments need 
to invest now in their human resources, before the epi-
demics arrive.

Sources: (44, 45).



The World Health Report 200632

through training, capacity assessment exercises, simulations and 
using emergencies as opportunities for learning by doing. All these 
actions should be part of a national strategy for capacity develop-
ment which is attuned to the different risks and levels of prepared-
ness of individual countries.

At the global level, training of interagency and national country 
teams needs to emphasize the importance of working effectively, 
efficiently and safely, and according to agreed benchmarks and 
standards. To that end, WHO and other members of the Inter-Agency 
Standing Committee are developing a Health Emergency Action Re-
sponse Network,� one component of which is a specialized training 
course aimed at improving the skills of humanitarian personnel 
working in the field. The training programme includes the necessary 
mix of scientific knowledge, technical skills, attitudes, behaviours 
and field know-how, and familiarity with standard operating proce-
dures and support platforms.

 
Strategy 2.11 Develop an emergency deployment 
strategy for different kinds of health workers
Strategies for the deployment of different types and cadres of health workers with 
specific roles and functions during a crisis period is an essential component of an 
emergency preparedness plan. The plan should include a distribution of tasks across 
the health workforce which matches skills and capacities to anticipated health inter-
ventions. Table 2.1 lists the various types of health personnel that were redeployed 
within Turkey’s public health care delivery system during the recent avian influenza 
outbreak. In addition to ministry of health personnel, those in other sectors must 
also be mobilized. 

In responding to major natural disasters or disease outbreaks, skilled disaster 
coordination teams are essential, particularly to manage the large number of trained 
volunteers that are deployed in these situations. Given the scarcity of skilled work-
ers and overwhelming demand, efficient triage is imperative. Transferring simplified 
tasks and skills to the right members of the workforce and avoiding “de-skilling” 
of highly qualified staff are essential components of an effective deployment of the 
health workforce during emergencies.

Strategy 2.12 Ensure adequate support for front-line 
workers
Staff dealing with emergencies must be supported with sufficient transport, supplies 
and communications equipment. These should all be specified in the emergency 
response plan. In the case of pandemics, providing access to prevention and treat-
ment for the health workforce is a priority (46). Information about infection control 
measures needs to be made available and taught regularly. In accordance with clear 
guidelines, medicines or vaccines should be made available to front-line workers.

Emergencies demand extra working hours beyond the call of duty, often leading 
to physical and mental exhaustion (21). Incentives and rewards, both financial and 
personal, have to be provided to compensate health workers for their extra efforts. 
This helps to boost morale and maintain levels of service commitment at the highest 
level possible. Planning for losses will further enhance preparedness (47). 

�	 For more information, see http://www.who.int/hac/techguidance/training/hearnet/en.
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Table 2.1 �Deployment of state-employed health personnel in response to avian 
influenza outbreak in Turkey

Competencies 
required in an 
outbreak of  
avian influenza

Type of health professional with respect to work locale

MOH 
(Central)

District health 
directorate

Secondary and tertiary 
level health care 

(hospitals)
Primary level health care

(health centres)
PHS/
GP/N/

NM PHS GP N/NM IDS
Other 

S GP N PHS 
Other 

S GP N/ NM HO EHT
Operations 
management 
Surveillance
Identification of cases
Verification of cases *
Isolation of new cases
Treatment of new 
cases ** **

Quarantine of contacts
Management of health 
personnel information
Risk communication
Management of media 
and public information ***

Veterinary containment 
(culling chickens)
Intersectoral issues 
(transport, tourism)

*	 By central national reference laboratories.
**	 In Turkey only infectious disease specialists have the legal right to prescribe Tamiflu.
***	Nobody but high-level MOH officials have the authority to speak to the media. 

EHT: Environmental health technician: 4 years of high school training with special emphasis on environmental health issues.
GP: General practitioner: graduate of 6 years of medical school with a licence to practice medicine.
HO: Health officer: same as nurse but only high school graduates.
IDS: Infectious disease specialist: medical school graduate with 4–5 years of training.
N: Nurse: 4 years of high school or university training; no difference in employment or job definitions though more college graduates  
employed in hospitals.
NM: Nurse/midwife: same as nurse but trained more specifically to provide MCH services, including home deliveries.
Other S: Other specialist: internal medicine, pediatrics, etc.: medical school graduate with 4–5 years of training.
PHS: Public health specialist: medical school graduate with 3–4 years of community medicine and public health training.
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Working in conflict and  
post-conflict environments
Conflict often causes severe and long-lasting damage to the health 
workforce. Qualified personnel may be killed or forced to abandon 
their jobs. In protracted conflicts, a number of destructive tenden-
cies emerge. Civilian workers flee health centres and hospitals in 
dangerous areas, and those in safer areas become overstaffed. 
Management systems collapse, working environments deteriorate 
and professional values decline (48). Health workers desperate 
to make a living may slide into practices such as taking under-

the-table fees or embezzling drugs. In long-lasting conflicts, relief agencies, whose 
main objective is often to recruit personnel to care for refugees, may compete for the 
few available health workers. In such situations the local public services are almost 
invariably the losers (49). 

A severe crisis, especially if it is protracted, can radically distort the composition 
and diminish the competence of the health workforce. “Crash courses” intended to 
prepare health workers to cope with epidemics of infectious diseases and sexual 
violence during the acute phase of a crisis are often inadequate. Improvised training 
tends to continue through the post-conflict reconstruction period, as the complexities 
of educating health personnel are ignored and hasty initiatives – involving abbrevi-
ated courses of study – are taken to fill the gaps of key staff, such as doctors and 
nurses. Such distortions – which hamper the recovery of the health sector after 
conflicts have ended, and often demand aggressive, sustained and well-resourced 
strategies to remedy them – can be minimized through effective stewardship.

Strategy 2.13 Obtain and maintain strategic information
In the ever-changing environment of complex emergencies, those with stewardship 
responsibilities in the health sector have to invest from a very early stage in obtain-
ing and updating strategic information on the health workforce. This means finding 
out how many health workers there are, where they are, and what their capacities 
are. Such assessments, drawing on quantitative and qualitative information, should 
include all categories of health workers, whatever their status or qualifications (not 
just those in the public sector). A frequently made mistake is to launch ambitious and 
detailed field studies or inventories which take too long to be useful and carry heavy 
opportunity costs. Efforts to obtain strategic information should be pragmatic, and a 
stimulus to action. Such information, even if incomplete, can help maintain a human 
resource focus in wider sectoral plans or initiatives.

Strategy 2.14 Invest in advanced planning and focused 
interventions 
The establishment of a high-level focal point for human resources for health within 
the ministry of health – as in Afghanistan, where it was placed at General Directorate 
level – or within the body which is acting as health authority, can be a useful rallying 
and reference point (50). Such a move makes it more likely that advance plans for the 
rehabilitation of human resources will be considered when spending priorities and 
public expenditure management are reviewed. Mozambique, for example, made hu-
man resources for health plans before conflict had ended and was able to introduce 
corrective measures in a timely manner (51). At the same time, action needs to be 
focused on and geared towards the specific context. In phases of acute conflict the 
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protection of human resources will be paramount. Similarly, in 
times of protracted conflict, repair will be essential, as will be 
rehabilitation during transition phases. 

Strategy 2.15 Protect what works
During acute conflict the focus should be on maintaining and 
supporting what works. Box 2.8 highlights the importance of 
protecting health systems and services during conflicts. The 
workforce must be marshalled to support institutional islands 
of dependable critical services, particularly medical supply 
depots and hospitals. Maintaining a number of centres of 
good clinical and managerial practice is paramount for safe-
guarding the concept of what a functioning hospital, health centre or operational 
district really means. Donor funds should be channelled into structures that are 
still functioning in order to keep them adequately supplied and maintained. This 
is  better than using them hastily to introduce new modes of intervention, such 
as mobile clinics, or to launch population-wide immunization campaigns. All this 
works better if it is done with the full involvement of nongovernmental organiza-
tions and humanitarian agencies, and with short-term planning horizons such as the  
90-day cycle used in Darfur (Sudan) and Liberia. 

Even in countries in crisis, there are many professionals working tirelessly at field 
level, often without salaries. To make progress the first need is cash to get institu-
tions working, to enable those who work in them to feed themselves, and to prevent 
recourse to levying of user charges or pilfering of supplies. Paying decent wages to 
local workers is far cheaper than bringing in foreign volunteers.

 
Strategy 2.16 Repair and prepare
Protracted conflicts and complex emergencies require the initial focus to be on re-
pair, on getting things working, and not on reform. Offering minimum health services 
in rural areas requires immediate strengthening of the health care system and the 
workforce. This is a difficult process to manage and depends partly on identifying 
incentives (such as monetary or career incentives) to encourage health workers to 
take positions in less desirable locations. 

Keeping a focus on repairing and preparing means: 
redeploying health workers on an area per area or district per district basis (rather 
than programme per programme), in a pragmatic and flexible fashion;
providing protection and support to health workers; 
taking early measures to avoid commercialization of the health sector. User 
charges are inefficient and have perverse effects; 
obtaining the commitment of the donor community and all the other major ac-
tors to reach a consensus on human resource planning criteria and standards 
concerning support for existing networks, salary scales, contracts, and essential 
drug guidelines.

Strategy 2.17 Rehabilitate when stability begins
Once a crisis situation has begun to stabilize, the first need is to adopt measures to 
correct distortions in the labour market. These include the following:

Establish systems to assess the level of competence of health workers emerging 
from the crisis, in combination with a review of categories, job descriptions and 
training programmes that have proliferated during the crisis. 

■

■

■

■

■

Even in countries 
in crisis, many 
professionals work 
tirelessly and often 
without salaries
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Establish retraining to fill gaps. Health workers who have received mostly class-
room training should receive clinical training, while people who received hands-
on training should in turn obtain the classroom background necessary to gain 
more autonomy.
Limit further unregulated workforce expansion. If the size of the workforce is too 
great, freeze recruitment and pre-service training and invest in in-service train-
ing. Consideration should be given to whether it is preferable to train additional 
staff or whether priority should be given to retrain existing staff with limited 
qualifications. 
Emphasize medical and nursing education quite early in post-conflict situations, 
to re-establish educational standards, and avoid the mass training of poorly quali-
fied doctors and nurses. 
Continue to redeploy personnel and establish health care networks in the areas 
that have remained excluded. 
Extend the supply of health services, offer access to all, regardless of ability to 
pay, and protect against any financial consequences of seeking care.

Conclusion 
The challenges highlighted in this chapter illustrate the spectrum of needs to which 
the health workforce is expected to respond. Viewing these challenges from a work-
force perspective helps identify both opportunities and constraints. The specific as-
sessments reveal a tremendous amount of diversity and at the same time a number 
of commonalities – working across sectors, simplification of tasks, adequate support 
to health workers. 

Importantly, for the theme of this report, the imperative of working together 
emerges repeatedly. Collaboration across sectors for chronic diseases and emergen-
cies, striking synergies across programmes for the MDGs, and bringing stakeholders 
together to reach consensus on strategies to protect what works in the context of 
conflicts makes the case for working together abundantly clear.

■

■

■

■

■

Uses and misuses of biomedical and public health knowl-
edge during time of war or armed conflict are commonplace. 
Public health and medical crimes such as diverting medical 
supplies and human resources, abuse and torture, medi-
cal killing in the name of science, and eugenics for social 
goals, have been perpetrated with the complicity of health 
and medical professionals in countries such as Bosnia and 
Herzegovina, Cambodia, Nazi Germany and Rwanda. Much 
more frequent, though, are cases in which health profes-
sionals are victims themselves. The attack against Vukovar 
Hospital on the eve of the war in the former Yugoslavia, in 
1991, underscores the extreme vulnerability of health facili-
ties and medical personnel operating in war zones. 

Since the Nuremberg Code in 1947 concluded the judge-
ment of the Doctors Trial – the Medical Case of the subse-
quent Nuremberg Proceedings – and founded bioethics as 
an independent discipline, dozens of binding treaties, dec-
larations and other texts have drawn up very specific provi-

Box 2.8 Protecting health systems and biomedical practice during conflicts

sions that protect the public and biomedical practitioners 
from harm (and from doing harm) both in peacetime and 
in times of conflict. In June 1977, for example, 27 articles, 
which are known as the “principles of medical neutrality” 
in times of war, were added to the body of International 
Humanitarian Law, the Protocols Additional to the Geneva 
Conventions. The most recent reformulation of aid work-
ers’ competencies and responsibilities in times of conflict 
and man-made disasters appears in the Sphere Hand-
book, a document that aims to improve the quality and 
the accountability of the humanitarian system.

The protection of health systems and biomedical 
practice from harm requires a universal commitment. 
As prerequisites to such a commitment, formal educa-
tion curricula for health professionals should gradu-
ally incorporate studies in bioethics, human rights and 
humanitarian law.
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Examining each from a workforce perspective reveals important insights not only 
about needs but also exciting innovations. The efforts to integrate clinical manage-
ment of adult illness and the shift to competencies arising from the new paradigm 
of chronic care management represent important innovations in the training and de-
ployment of the workforce. Harnessing and nurturing these insights and innovations 
should be a primary focus of more systematic planning for the health workforce. 

Planning for the health workforce both within these major challenges and across 
them is a key message that emerges from this chapter. As suggested, in conflict/
post-conflict situations, a human resources assessment is an important first step. 
When shortfalls in the existing total of health workers related to achieving service 
delivery targets are known, appropriately scaled (as opposed to incremental) re-
sponses can be articulated. The findings of such assessments help create a more 
realistic, broader picture of the needs of the health sector.

These specific analyses, however, point to the need for more comprehensive 
planning of the workforce along the lines of the entry, stock and exit model (see 
Overview). The call for new types of skills, workers, better standardization of skills, 
new programmes and retraining, places significant demands on the health worker 
training institutions. These are discussed in more depth in Chapter 3. The importance 
of effective “skills to tasks” management, information on performance, and the use 
of different management approaches, from delegation to collaboration to command 
and control, are among the challenges in optimizing the performance of the work-
force in situ (see Chapter 4). Finally, the need to ensure the health of the workforce 
and plan for adequate respite or even demise of individual workers are important 
dimensions of managing outflows (see Chapter 5).
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