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Health workforce indicators: let’s get real
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Health workforce indicators?1 Those should be easy. We just 
need to count the numbers entering from training institutions 
or through re-entry, the numbers working, and the numbers 
exiting. If we know where these people work, we have the 
distribution of health workers within a country, and if we also 
have information on their competencies, responsiveness and 
productivity, we can know about their performance.

Sound health workforce statistics enable countries to 
develop policies that ensure the equitable and effective distri-
bution of the workforce. They can be used to forecast needs by 
making projections and to plan accordingly. They can also be 
the basis for implementing policies to improve performance 
and the regulation of the public and private sectors. These 
statistics would also allow for reliable global monitoring of 
progress, including progress towards achieving benchmark 
targets,2 and for monitoring the implementation of the WHO 
Global Code of Practice on the International Recruitment of 
Health Personnel.3

And yet, health workforce statistics are fraught with 
measurement problems. This is not for lack of agreement on 
core indicators or because we do not know what needs to 
be monitored. And it is not because measuring indicators is 
complicated or costly, as is true in other areas of health. For 
some indicators, such as those that capture productivity, more 
work is needed, but many indicators are well established.4,5

Health workforce information systems fail to deliver 
comprehensive, reliable and timely data in many countries. As 
a consequence, planning and policy-making are often based 
on very limited evidence and global monitoring in areas such 
as the implementation of the Global Code and the setting of 
benchmarks is conducted with inadequate country statistics.

The challenges begin at the very basis: with the definition 
and classification of health workers. Indicators are intended 
for tracking progress over time, so country-specific definitions 
make it difficult to assess trends and conduct comparative analy-
ses. The International Standard Classification of Occupations of 
the International Labour Organization facilitates the mapping 
of country health labour data, but it does little to take the sta-
tistical dimension into account, as is done, for example, for the 
International Classification of Diseases (ICD).6 Some solvable 
issues are not well addressed, among them the classification 
of non-physician clinicians and community health workers.7

Measuring the size and distribution of the health work-
force involves drawing data from several sources, including 
sources outside the health sector.4 Currently too little is done 
to make use of these multiple, imperfect sources, reconcile the 
numbers and develop a best estimate. Human resources for 
health observatories aim to improve the information base,8 
yet to date they have had little impact on the quality of health 
workforce data and statistics.
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It’s time to get real. Reliable and comparable health 
workforce statistics are essential and global partners and 
countries simply have not invested enough. It is necessary to 
invest in health workforce registries. Carefully designed, these 
become timely and consistent sources of data on the health 
workforce. Creating such registries will take time. In addition, 
a census of health facilities should be conducted to update a 
database of the public and private sector workforce and lay 
the groundwork for a continuous health workforce registry. 
Such a census could also be used to collect information on 
characteristics such as infrastructure, medicines, diagnostic 
readiness and the observance of universal precautions for 
the prevention of nosocomial infections, and could therefore 
provide a comprehensive picture of service availability and 
readiness.9 Finally, investments in strengthening country 
analytical capacity are crucial for improving the quality of 
health workforce statistics. ■
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Towards universal health coverage: a health 
workforce fit for purpose and practice
James Campbella 

The finality of universal health coverage (UHC) is to ensure 
that all people are able to access the quality health services they 
need without suffering undue financial hardship. Margaret 
Chan describes it as the ultimate expression of fairness.1 The 
italicized words above should therefore frame the starting point 
for a contemporary discourse on human resources for health 
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in the post-2015 development agenda for health (2015–2030).
UHC is an aspirational concept. It establishes what is to 

be achieved but says little on how to get there.2 However, the 
first step in accelerating progress towards UHC – building a 
health workforce that is both fit for purpose and fit to practice 
– is relatively simple. How does one go about it? By develop-
ing the competencies and regulatory frameworks needed to 
deliver quality care in accordance with the burden of disease 
and health priorities. The planning and implementation lens 
is ex ante: What health workforce do we need by 2030 to at-
tain “effective coverage”3–7 of an agreed package of care that 
meets the needs of all people, be they rich or poor? This line 
of questioning, which is increasingly evident,8 generates the 
strategic intelligence to inform evidence-based decisions 
on human resources for health. Once need is quantified, a 
secondary but important policy consideration is pragmatism 
surrounding the available human and capital resources and 
fiscal space within national settings. Such pragmatism can 
inform the pace of acceleration towards UHC but should 
not undermine the initial workforce visioning process or the 
obligation of governments to deliver on the right to health.9

Existing thresholds for the required number of professional 
health workers (midwives, nurses and physicians) per 1000 
population – 2.28 and 3.45 according to the World Health Or-
ganization (WHO) and the International Labour Organization, 
respectively10–12 – provide valuable references for translating 
need into indicative workforce requirements, but they should 
be considered part of the process of planning the workforce to 
meet the needs of the population rather than an absolute target in 
countries currently below these thresholds. To promote effective 
coverage and deliver services closer to the client, it is essential 
to further analyse the availability or supply of the workforce; its 
accessibility in spatial, temporal and financial terms; its accept-
ability to clients; and its quality, in terms of performance. This 
entails using internationally recognized standards to classify the 
different occupations in the health workforce; gaining a better 
understanding of the health labour market within a country; 
moving beyond counting health workers to assessing their full-
time equivalent and available working time; and being more 
cognisant of the skill mix – and educational pathways – required 
for the workforce to become fit for purpose.

To an extent, The Kampala declaration and agenda for 
global action and the WHO Global Code of Practice on the 
International Recruitment of Health Personnel offer existing 
global benchmarks.13,14 The accountability report from the 
meeting of the G8 held in June 2013 in Lough Erne, Northern 
Ireland, provides evidence that some countries are monitor-
ing their recommended actions.15 However, the international 
community has yet to fully grasp the inherent value of these 
documents in fostering accountability. The 2013 progress 
report on the Global Code of Practice, for example, is a sober 
reminder that existing health workforce recommendations are 
not being implemented at scale in all WHO regions.16

A contemporary strategy on human resources for health, 
embedded within the post-2015 development agenda for health, 
is needed to accelerate progress towards UHC. Such a strategy 
should promote effective coverage with health services staffed 
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by a workforce that is both fit for purpose and fit to practice. 
This requires an accompanying accountability and reporting 
mechanism not only for tracking the stock or density of the 
health workforce or the coverage of health interventions, but for 
collating disaggregated data on the availability, accessibility, ac-
ceptability and quality of the workforce to meet population needs, 
ensure the delivery of quality care and achieve fairness for all. ■
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