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Executive summary

This paper Efficiency and effectiveness of aid flows towards 
health workforce development: exploratory study based on 
four case studies from Ethiopia, the Lao People’s Democratic 
Republic, Liberia and Mozambique is organized into five main 
sections. After a brief introduction explaining the human 
resources for health (HRH) interest in aid effectiveness, the 
changing relationships between aid donors and recipients are 
reviewed and an outline given of the current aid effectiveness 
agenda. This is followed by a presentation of the findings 
from case studies in the four HRH crisis countries studied, 
which concludes that in those countries there is little evidence 
that HRH has benefited from the aid effectiveness agenda. A 
more nuanced conclusion is reached from an appraisal of the 
wider literature, which notes, in particular, advances in support 
for employment costs in selected countries. Nevertheless, 
a concluding section judges that the donor community has 
failed to respond to the poorest countries’ needs for assistance 
in scaling up the health workforce, and suggests remedial 
measures to be taken by both parties.

Introduction
The Paris Declaration on Aid Effectiveness (2005) (1) provided 
a guide to more harmonized and aligned donor support and 
accountability, and a set of commitments made by its signato-
ries. The World Health Organization (WHO) and, in particular, 
its Department of Human Resources for Health, was one of the 
agencies acutely interested in following up the commitments 
of the Paris Declaration. It was thought that one element of the 
evidence on health as a tracer sector could be an assessment of 
aid effectiveness in relation to human resources for health, with 
a view to assessing how donor behaviour affects countries’ 
efforts to strengthen and scale up human resources, and 
whether the recent aid effectiveness agenda was responding 
appropriately to the specific needs of HRH.  

The World Health Organization approached the topic along 
these lines by means of a series of country case studies (2).
The four countries chosen for the initial case studies were 
Ethiopia (3), the Lao People’s Democratic Republic (4),  
Liberia (5) and Mozambique (6). Initially, the country case 
studies were undertaken according to a common protocol 
covering four principal topics: 

1.  the key HRH challenges, and the existence of policies and 
  strategies responding to them; 

2.  the magnitude of resources provided for HRH from the 
  budget and aid flows, and the mapping of development 
  partners;

3.  the types of HRH activities undertaken with external 
  support, and their alignment with national priorities; and 

4.  an enquiry into whether aid contributes to strengthening 
  national capacity with a longer term vision of sustainable 
  HRH development activities.

The changing aid relationship
For four decades or more, the dominant mode of North-South 
aid delivery was the development project. By the 1990s, the 
project model was encountering a number of criticisms: lack of 
country ownership, which was often fatal to the sustainability 
of the project once it was handed over to national partners; 
the limited demonstration impact of isolated projects, which 
frequently appeared as an island of success in a sea of failure; 
dependence of the project design on unattainable levels of 
recurrent expenditure or technical capacity; the divergent poli-
cies of different donors confusing local actors, and overtaxing 
limited national implementation capacity; the profusion of 
project implementation units absorbing excessive resources; 
and the recruitment of local officials by donor agencies, which 
undermined government capacity. The solution offered was 
the Sector Investment Programme (SIP), a term which later 
gave way to the Sector-wide Approach (SWAp). The essential 
features of the SIP were that:

the investment programme should be sector wide in 
scope, and should embrace all relevant capital and 
recurrent expenditure;

there should be a coherent sector policy framework;

local stakeholders (in practice, the government) should be 
in control of the project;

all (major) donors should agree to participate;

they should use common implementation arrangements; 
and

there should be minimal long-term foreign technical 
assistance, but instead development of local management 
capacity.

A crucial step would be the transfer of responsibility for 
formulating the SIP from donors to the recipient government.

The vision of the aid relationship embodied in the Paris 
Declaration reflected the key principles underlying the SWAp. 
These included the notion of national ownership brought 
about by governments exercising leadership in setting out 
their development strategies, with donors aligning their 
assistance in support of country plans, using strengthened 
country systems for implementation, and harmonizing their 
efforts to reduce transaction costs. 

The signatories made two more commitments in the Paris 
Declaration: to strengthen the emphasis on managing for 
results; and mutual accountability. However, progress in 
implementing the Paris Declaration has been limited. The 
Accra High Level Forum on Aid Effectiveness held from 
2–4 September 2008, found that, “Evidence shows we are 
making progress, but not enough .... Without further reform 
and faster action we will not meet our 2010 commitments 
and targets for improving the quality of aid” (7).

v
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The question was posed whether aid contributes to a 
sustainable long-term vision of HRH development. In the 
context of the four countries studied, the answer would have 
to be negative. None of these countries was provided with 
long-term financial support for scaling up the health work-
force. However, technical assistance in plan formulation was 
provided to Liberia and Mozambique. Many of the donors’ 
contributions were piecemeal and time limited. 

Some experiences from other countries 
Health aid is on a rising trend and there are some favour-
able developments in modes of delivery, although evidence 
specific to HRH is extremely difficult to identify. The myth 
that salaries take too large a share of the budget and crowd 
out other vital expenditure can be laid to rest. Considered 
in isolation, salaries and allowances often account for two 
thirds or more of the recurrent budget, and it is not unrea-
sonable to come to the mistaken conclusion that personnel 
costs are crowding out other vital expenditures, such as 
essential drugs and equipment. But this conclusion overlooks 
the fact that the public provider system is usually supported 
by a number of financing sources, including the development 
budget, donor funds and income from user fees. When 
these additional sources, which typically finance little, if any, 
basic salary costs, are added to the total expenditure base, 
the share of personnel costs generally falls to a much lower 
percentage.

While the greatest challenge is to scale up the health 
workforce, for the poorest countries, the macroeconomic 
constraint is so severe that the public sector could not, under 
any credible scenario of growth rates and budget shares, 
finance more than marginal increases in current employment.  
For these countries, the Millennium Development Goals 
(MDGs) will be totally unattainable, unless other means of 
relaxing the budget constraint can be found, such as long-
term general or sector budget support from external donors.

While employment costs and pre-service training are the 
areas of greatest need, donors more frequently support other 
components of HRH expenditure and, in particular, in-service 
training. The very large sums available for in-service training 
are regarded as something of a mixed blessing. The develop-
ment of skills is frequently a means of removing a critical 
bottleneck in service delivery, whether it be in a management 
process such as district level planning or a technical area 
like cold chain maintenance, antiretroviral therapy (ART) or 
reproductive health. But there are drawbacks. One effect 
is to shift health workers from their previous posts to new 
positions reflecting donor preferences, which may not 
coincide with national plans. Moreover, significant time is lost 
from ongoing service delivery whilst health workers’ attend 
training courses.

None of the above discussion on aid effectiveness is specific to 
the health sector, still less to HRH. It is worth considering the 
parties’ legitimate expectations of HRH if the commitments 
undertaken in Paris, France, and later in Accra, Ghana, were to 
be fully honoured. The recipients of aid could expect the donor 
community to acknowledge country leadership and attach the 
same high priority to scaling up the health workforce as set out 
in national plans. By extension, they might legitimately expect 
the donor community to recognize and assist in alleviating 
the fiscal constraints to scaling up the public sector health 
workforce; and to recognize and take appropriate corrective 
responses to mitigate the problems related to the volatility, and 
the lack of predictability and sustainability of aid flows. 

The donor community could legitimately expect national 
plans to: 

set out a clear and coherent vision of the connections 
between scaling up the health workforce, enhancing 
service delivery and improving health outcomes;

be realistic in terms of timescales, costs, consistency with 
service delivery roles and the regulatory framework; and

focus appropriately on managing for results.

Findings and issues from the country case studies
The challenges facing the crisis countries have many common 
themes. By definition, all crisis countries have an absolute 
deficiency of human resources. There are extreme variations 
in the geographical distribution of health workers relative to 
the populations to be served, with capital cities and other 
prosperous regions favoured at the expense of poor and 
peripheral regions, and urban centres favoured at the expense 
of rural hinterlands. Salaries of public sector health workers are 
invariably perceived to be low. Low salaries are associated with 
low morale and low productivity. Dual practice is common, 
and contributes to the pattern of geographical maldistribution. 
Working conditions are frequently unsatisfactory and often 
hazardous. The public sector is widely seen as an unresponsive 
employer, neither rewarding good performance nor sanc-
tioning poor performance. These conditions in turn lead to 
high rates of attrition, including emigration to richer countries. 
The training system has its own challenges.  

It is unclear whether national authorities have formulated 
appropriate policy responses and plans to counter these 
challenges, but donors appear not to have attached high 
priority to financing HRH development or enhancing national 
capacities to manage the challenges. 

A discussion of the concepts of volatility, predictability and 
sustainability of aid flows precedes a review of the experience 
in the four countries studied. One point that emerges clearly 
is that the duration of all aid commitments is limited, typically 
from three to five years
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It has not invested sufficiently in HRH even after it was 
identified as the principal bottleneck to the attainment of the 
MDGs, and it has not adapted its financing instruments to 
meet the critical condition of sustainability.

This conclusion gives rise to a number of recommendations 
to both donors and aid recipients. Donors are urged to 
reconsider the balance of their health spending, and be 
prepared to spend considerably more on relaxing the HRH 
constraints which currently cripple the performance of health 
services in poor countries. Donors should be prepared to 
substantially scale up the support which has been given in 
a few pioneering efforts to employment costs. They should 
also develop financing instruments that provide guarantees 
of long-term support to employment costs, without which 
recipient countries will fail in their efforts to achieve sustain-
able development.

For their part, recipient countries should exercise the leader-
ship role given to them by the aid effectiveness agenda by 
clearly articulating their needs for support, which means 
drawing up credible plans which link desired health out-
comes, via health service delivery objectives, to the necessary 
HRH inputs and the means of producing them. A clear 
analysis of the gaps between the total resource requirements 
and what the domestic economy can provide will then assist 
the donor community to identify the nature and magnitude 
of the contributions they can make. Developing countries 
should be assisted to develop the capacity to formulate 
appropriate plans and negotiate their financing.

For those donors reluctant to follow the course advocated 
above, there are opportunities elsewhere to support the 
scaling up of HRH. Minimal commitments, both in terms of 
cost and time, would be to support, mostly with technical 
assistance, comprehensive health workforce planning and 
management, together with its necessary precursor, a health 
workforce information system. This could usefully include 
reforms to the regulatory systems covering the licensing 
of health professions and the accreditation of training 
institutions. Much could also be accomplished with modest 
sums to pilot incentive schemes to foster redeployment and 
productivity gains. 

However, donors have not totally refrained from supporting 
the scaling up of the health workforce. A short account is 
given in this study of examples in Kenya, Malawi and  
Zimbabwe. Although these pioneering efforts to directly 
address a major constraint are welcome, they raise acute 
concerns about sustainability because of their limited duration.

In other situations, two donor practices tend to erode 
national capacity. One is the frequent inability to agree on 
the scale of supplementation for nationals employed in 
donor-funded projects; and the other is the appropriation 
of the most able civil servants by donor agencies and their 
implementing partners.

Policy discussion
The evidence is that HRH receives a very small percentage of 
the total external aid for health. Much of that part of health 
aid which is spent on HRH focuses on in-service training for 
donor-preferred interventions, especially for disease specific 
programmes.  The corollary is that relatively little is spent on the 
two most important areas: pre-service training capacity, and the 
expansion of employment capacity, both of which are essential 
if the scaling up of the health workforce is to become a reality.

While development of pre-service training capacity could 
be undertaken within the framework of a project, and 
with short-term commitments, it is impossible to expand 
manpower capacity with external assistance on the same 
basis. So far, donors have not been willing to make funding 
commitments for the length of time needed to increase the 
size of the labour force. 

There is a fundamental disconnect here. On one hand, 
the international community has been urging developing 
countries to scale up their efforts to meet the MDGs. On the 
other hand, up to now, it has been slow to invest in what 
have been identified as critical bottlenecks to achieving the 
MDGs, which are the shortage and low productivity of the 
health workforce. 

It is hard to resist the conclusion that the donor community 
has totally failed to live up to its commitments in the 
Millennium Declaration. It has subscribed to the end, the 
attainment of the MDGs, but has not provided the means.  
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assess whether previous evidence on constraints to scaling 
up HRH (particularly in relation to financing) is leading to 
a change in behaviour at country level; and 

collect illustrations of countries that are successfully 
working with donor partners to overcome these constraints 
and mobilize long-term funding and appropriate technical 
support for HRH.

Initially, the country case studies were undertaken according 
to a common protocol covering four principal topics: 

1. the key HRH challenges, and the existence of policies and 
strategies responding to them; 

2. the magnitude of resources provided for HRH from 
budgets and aid flows, and the mapping of development 
partners;

3. the types of HRH activities undertaken with external 
support, and their alignment with national priorities; and

4. an enquiry into whether aid contributes to strengthening 
national capacity with a longer term vision of sustainable 
HRH development activities, including issues of disbursement 
and utilization of external funds; and the volatility and 
sustainability of aid. 

The four countries chosen for the initial case studies were 
Ethiopia, the Lao People’s Democratic Republic, Liberia and 
Mozambique. All four of these countries are found in the 
list of least developed countries; all four rank among the 
countries with the lowest income per capita and life expec-
tancy; and three of the four have a history of civil war. 

This report not only reflects the findings of these case 
studies, but also the wider literature on aid flows to HRH 
development. It is intended to provide a basis for discussions 
to promote more effective aid towards HRH. 

The changing aid relationship

The retreat from projects

For four decades or more, the dominant mode of North-South 
aid was development aid. The underlying theory was that 
developing countries were short of capital for investment in 
productive capacity and social infrastructure and there was, 
therefore, a need to endow them with that capital. The typical 
project was conceived and executed by the donor agency or 
lender, and after an initial development phase, it was handed 
over to the recipient government to operate and maintain. 

By the 1990s, the project model for delivering aid was encoun-
tering increasingly severe criticism. A World Bank seminal paper 
(9) identified several problems related to reliance on projects: 

Introduction

Over the last decade, it has become increasingly clear that the 
health workforce deficit is an important obstacle to achieving 
the Millennium Development Goals (MDGs), and that signifi-
cant investment is needed to scale up the health workforce as 
emphasized in the World Health Report 2006 (8), at the first 
High-Level Forum (HLF) on Health Millennium Development 
Goals held in Geneva from 8 to 9 January 2004, and at 
successive G8 summits.

While the need for increased investment in health and, 
specifically, the health workforce is more widely understood, 
the HLF also highlighted the failure of current approaches 
to strengthen the health sector, and revealed fundamental 
problems with the ways in which aid for health is delivered. 
The financing and administrative issues that were identified 
during HLF meetings, which need to be addressed, include: 

volatility, predictability and durability of development 
partner funding; 

integration of development partners’ funding within an 
overall fiscal framework that is sustainable in the medium- 
to long-term; 

coordination of development partners and vertical 
programmes with a coherent health strategy; 

appropriate accountability of health financing agents;

appropriate governance at the country level;

improved and more transparent management; and

health information mechanisms.

The Paris Declaration (1) provided a guide to more harmo-
nized and aligned donor support and accountability, and 
a set of commitments by its signatories. The World Health 
Organization (WHO) and, in particular, its Department of 
Human Resources for Health, was one of the agencies 
acutely interested in following up the commitments of the 
Paris Declaration. It was thought that one element of the 
evidence on health as a tracer sector could be an assess-
ment of aid effectiveness in relation to human resources for 
health (HRH), with a view to assessing how donor behaviour 
affects countries’ efforts to strengthen and scale up human 
resources, and whether the recent aid effectiveness agenda 
was responding appropriately to the specific needs of HRH.  
The rationale for the focus on HRH was twofold: it accounts 
for a major share of total resources consumed in the sector, 
and the nature of the funding required to scale it up – that 
it should be long-term and predictable – echoes some of the 
themes of the aid effectiveness agenda.

Following this line of thinking, WHO approached the topic by 
means of a series of country case studies designed to:

gather evidence on the constraints to scaling up HRH;
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It is no accident that many of the early experiments with 
SWAps were launched in the health sector, though it was 
originally conceived as applicable to other sectors, such as 
road transport and education. The donor project model had 
never been a good fit with the health sector, since it was 
the shortage of recurrent finance as much as the dearth of 
capital equipment that constrained the capacity of the sector 
to expand. Frequently, donor projects, such as the construc-
tion of hospitals that required a high level of operational 
expenditure and staffing once the development phase was 
completed, only exacerbated the pre-existing problems for 
health system managers of inadequate budgets and skeletal 
staffing. Understandably, many of these projects were only 
operated at a fraction of the designed intensity, and their 
sophisticated equipment was first under-utilized and eventu-
ally abandoned when maintenance proved impossible or 
impossibly expensive. 

It is not surprising that both reformist leaders of national 
health systems and enlightened health aid administrators 
should have embraced the new SWAp concept as a means 
of tackling problems that could not be resolved at the project 
level. The two key elements of  the SWAp were the shift of 
focus from the project to the sectoral level, and the transfor-
mation of the previous relationship between the dominant 
donor and the subordinate recipient. Early examples, each 
using slightly different models, were initiated in Bangladesh, 
Ghana, and Zambia (arguably, Zambia was not a true SWAp 
in its early stages, as the pooling arrangements excluded 
urban hospitals). By 1997, WHO was able to publish a 
guide based on experience to date (10). This was frequently 
referenced as other countries, including Cambodia, Malawi, 
Mozambique, Pakistan, the United Republic of Tanzania 
and Uganda, among others, followed in their wake. It is not 
suggested that SWAps were universally successful, far from 
it according to a survey by Walford (11) and a case report 
by Ortendahl (12), but merely that they were the vehicles by 
which many of the current concepts in the aid effectiveness 
debate were introduced to the world.

Nor were SWAps universally popular in the countries that 
embarked upon them. In many countries, donor-funded 
project implementation units provided privileged enclaves 
within which national civil servants could exercise power while 
benefiting from higher salaries or salary top-ups, plus access to 
vehicles, computers and telephones. Some nongovernmental 
organizations (NGOs) and commercial consultancies acquired 
substantial revenues as implementing agents for external 
donors. A shift towards merging donor and domestic funding, 
and common implementation arrangements, was a highly 
unwelcome development to these two constituencies, who 
used what influence they could to resist or weaken these 
threats to their privileged positions.

lack of country ownership, often damaging to the
sustainability of the project once handed over;

the limited demonstration impact of isolated projects;
dependence of project design on unattainable levels of 
recurrent expenditure or technical capacity; 

the divergent policies of different donors which were 
confusing to local actors; 

the overtaxing of limited national capacity;

the profusion of project implementation units absorbing 
excessive resources and the recruitment of local officials 
by donor agencies, which undermined government 
capacity; and

the dawning perception that, while donors exerted great 
influence within the context of the project, they had little 
influence on wider policy.

The solution offered by the paper was the Sector Investment 
Programme (SIP). The essential features of the SIP were that:

the investment programme should be sector wide in 
scope, and should embrace all relevant capital and  
recurrent expenditure; 

there should be a coherent sector policy framework;

local stakeholders (in practice, the government) should be 
in the driver’s seat;

all (major) donors should agree to participate;

they should use common implementation arrangements 
and there should be minimal long-term foreign technical 
assistance, but instead development of local management 
capacity. 

A crucial step would be the transfer of responsibility for 
formulating the sector programme from donors to the 
recipient government.

It is interesting to see how, in different language, the themes 
of the current aid effectiveness agenda were first advanced. 
Ownership, alignment, and harmonization are all implied by 
this early description of the sector-wide approach (SWAp). As 
a matter of terminology, the term SIP has largely given way 
to SWAp, an acronym derived from sector-wide approach, 
but it should be recognized that Harrold had already declared 
the need for a shift from the traditional exclusive concern 
with capital investment by declaring that the programme 
should embrace recurrent as well as capital expenditures, and 
that the World Bank definition of “eligible recurrent expendi-
tures” should be revised (9). Moreover, when the World Bank 
took on the role of “donor of last resort”, its concern should 
be with total sectoral expenditure (and results), and not just 
with the specific goods and services financed by the Bank.
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about by governments exercising leadership in setting out their 
development strategies, with donors aligning their assistance in 
support of country plans, using strengthened country systems 
for implementation, and harmonizing their efforts to reduce 
transaction costs (1). Two more ideas added in Paris were that 
there should be more emphasis on managing for results, and 
mutual accountability. 

The Paris Declaration of 2005 is not naïve about the obstacles 
to progress. In Part I, it refers to issues such as “weaknesses 
in partner countries’ institutional capacities to develop and 
implement results-driven national development strategies” 
and “failure to provide more predictable and multi-year com-
mitments on aid flows”. It bluntly states, “Where corruption 
exists, it inhibits donors from relying on partner country 
systems”. In Part II, it sets out a series of commitments for 
both parties, for example, referring to ownership:

Partner countries commit to: exercise leadership in 

developing and implementing their national development 

strategies; translate these national development strategies 

into prioritized results-oriented operational programmes 

as expressed in medium term expenditure frameworks 

and annual budgets; take the lead in coordinating aid .... 

Donors commit to: respect partner country leadership  

and help strengthen their capacity to exercise it. 

However, real substance is found in Part III, which defines 12 
indicators of progress, to which were added (mostly quantita-
tive and, therefore, verifiable) targets for attainment by 2010. 

Three and a half years later, the Accra High Level Forum on 
Aid Effectiveness declared, “Evidence shows we are making 
progress, but not enough.... Without further reform and 
faster action we will not meet our 2010 commitments and 
targets for improving the quality of aid.” It was possible to 
reach that conclusion because the Paris meeting inspired a 
wave of efforts to evaluate what was happening at country 
level. The OECD launched a survey to monitor the Paris 
Declaration, whilst other agencies produced reports on 
particular aspects of the aid relationship. The WHO, in con-
junction with the World Bank and OECD-DAC, produced a 
proposal to treat health as a tracer sector, arguing that it was 
especially complex, central to three of the eight Millennium 
Development Goals and related to all of them, that health 
aid had doubled in quantity in the last decade but that major 
complications had been introduced by the advent of new 
vertical funding channels. These three agencies produced a 
report (13) on the health sector for the Accra meeting. Thus, 
by September 2008, there was considerably more evidence 
available about progress and delays in advancing the aid 
effectiveness agenda than had been known in Paris.

The (multi-sector) evaluation of aid effectiveness (14) drew on 
country level surveys undertaken in 55 developing countries 

Ironically, no sooner were the health SWAps becoming the 
new conventional wisdom than they were assailed from two 
different directions. By a logical extension from expressing 
confidence in recipient government-conceived policies 
and strategies, and in their implementation arrangements, 
preference for sectoral budget support on the part of 
aid administrators gave way to a preference for general 
budget support (implying a trust in government’s choice of 
intersectoral allocations) for those countries whose economic 
governance was deemed satisfactory. Just as the SWAp 
elevated policy dialogue from the project to the sectoral level, 
so general budget support elevated the debate from the 
sectoral to the comprehensive development strategy level, 
leaving recipient governments as the prime movers at the 
sectoral level. 

The other development was the emergence of new initiatives, 
especially the U.S. President’s Emergency Plan for AIDS Relief 
(PEPFAR), the Global Alliance for Vaccines and Immunisation 
(GAVI), and the Global Fund to Fight AIDS, Tuberculosis and 
Malaria (GFATM), which threatened to fracture the hard 
won unity among the donors and undermine the tentative 
moves to increase the use of government implementation 
arrangements. In fact, no SWAp ever succeeded in enlisting 
all the donors in pooled financing and common implementa-
tion arrangements. Some bilateral and most multilateral 
agencies claimed that, for constitutional reasons, they could 
not participate in pooled funding, but it was discovered 
that absolute unanimity was not essential. If some donors 
were prepared to allow their funding to be used flexibly, it 
was possible to absorb the project type contributions of the 
traditional donors. However, the advent of the new donors 
with their narrow mandates and inflexible procedures (which 
could not be ignored because of the huge resources at their 
disposal) was seen as posing a severe threat to the aspirations 
of SWAp protagonists for alignment and harmonization.

The Paris Declaration and the Accra High Level Meeting

It was in this atmosphere of tension and uncertainty about 
optimal aid arrangements that representatives of recipient gov-
ernments, aid agencies, and civil society organizations convened 
in Paris under the auspices of the Organisation for Economic 
Co-operation and Development-Development Co-operation 
Directorate (OECD-DAC) in 2005. There had, of course, been 
a process leading up to the Paris meeting, including earlier 
high-level meetings in Rome, Italy, and Monterey, USA, and the 
publication of a series of manuals by OECD-DAC on good prac-
tice in aid administration. What made Paris special was the large 
number of participants, the high degree of unanimity achieved, 
and the process established to monitor implementation of the 
Paris Declaration. The vision of the aid relationship embodied 
in the Paris Declaration reflected the key principles underlying 
SWAps. This was the notion of national ownership brought 
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focus on delivering results; 

be more accountable and transparent to the public; 

focus conditionality on national development strategies 
and publicize the conditions; and

increase the medium-term predictability of aid (putting 
the onus on donors to provide full and timely information 
on annual commitments and actual disbursements, and 
to give at least indicative forecasts of future aid flows over 
a three to five year rolling horizon).

It concludes by reaffirming the principles and targets adopted 
in the Paris Declaration, and promises a third round of 
evaluations to report to the fourth High Level Forum on Aid 
Effectiveness in 2011.

External aid for health

Although it is difficult to identify the share of human resources 
for health in total external aid to health, it is clear that the 
aggregate has been increasing at a rapid rate.  A 2007 study 
by the International Development Association (IDA) (15) is very 
positive. It showed that a declining trend in total official aid 
since the 1980s had been reversed from 1997 onwards and 
that, within this overall upward trend, a higher proportion of 
aid had gone to the poorest countries, a higher proportion had 
gone to sub-Saharan Africa, a higher proportion was in the 
form of grants and the grant element of loans had increased, 
while a higher proportion had been given as sector or general 
budget support, and a higher proportion was untied. The 
share of official aid to the health sector has increased, no 
doubt in response to the Millennium Development Goals, 
though this is accompanied by a proliferation of donor 
channels with more than one hundred major organizations 
identified in the health sector, and with significant earmarking 
to vertical, disease specific programmes.

Whereas the IDA report focuses on official aid, the paper 
by Ravishankar et al. (16) employs a different concept of 
direct assistance for health (DAH), which adds flows through 
international NGOs, foundations, and drug donations from 
commercial interests to official flows. Using this concept, the 
authors estimate that aid to the health sector in developing 
countries increased from US$ 5.6 billion in 1990 to US$ 21.8
billion in 2007, measured at constant 2007 prices, almost 
quadrupling over the period. Of the US$ 14.5 billion in 2007, 
for which project information was available, US$ 5.1 billion 
was for HIV/AIDS, US$ 700 million for tuberculosis, US$ 800 
million for malaria and US$ 900 million for health sector 
support. Breakdowns of the direct assistance for health by 
channel of assistance, funding source, country of origin and 
type of transfer over the period are shown in graphical form. 
One disappointing finding is that sector support remains a 
very small fraction of DAH. This apparently contradictory 

to reach three main recommendations. The first was 
“Systematically step-up efforts to use and strengthen country 
systems as a way of reinforcing country ownership of aid”. 
The second was “Strengthen accountability over develop-
ment resources” within which two key messages were to 
strengthen the credibility of the budget, and to ensure 
that donor flows were recorded on the budget. The third 
was “cost effective aid management” in order to reduce 
transaction costs for all parties, of which one component 
was the shift from project to programme aid. However, it 
was observed that the percentage of aid delivered through 
programme-based approaches, such as SWAps, at only 
47% in 2007 was far from the target of 66% by 2010. Two 
sub-recommendations were made for donors to plan a more 
effective division of labour, and to decrease the volume of 
uncoordinated missions and analytical work. 

The actual text of the Accra Agenda for Action identifies a 
subtly different trio of “challenges” which would need to be 
addressed to accelerate progress on aid effectiveness. 

The first is parallel in focusing on the paramount importance 
of country ownership, but in addition to the strengthening of 
country systems, it pledges action to: 

broaden country-level policy dialogue on development, 
implying more government consultation with parliaments, 
local authorities and civil society;

more support from donors to develop capacity in multiple 
constituencies to dialogue on development; and

more respect for agreed international commitments  
on gender, human rights, disability and environmental 
sustainability.

It also pledges action to develop capacity, with government 
taking the lead in identifying needs and donors offering 
demand-driven support. 

The second challenge is to build more effective and inclusive 
partnerships for development. The response includes pledges to:

reduce the costly fragmentation of aid by addressing the 
division of labour;

increase the value of aid by untying it;

work with all development actors; 

engage with global funds (which in turn are urged to 
align behind developing country strategies);

deepen engagement with civil society; and

adapt aid policies for fragile states. 

The third challenge is delivering and accounting for develop-
ment results (neatly combining the two new themes of the 
Paris Declaration). Pledges are made to:
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practice, including strong country leadership in Morocco, 
mutual accountability in Ghana (more precisely, a Govern-
ment assessment of donor performance, in which the donors 
cooperated), the emerging willingness of GAVI and GFATM 
to support programme-based approaches/SWAps, and the 
emphasis on mutual accountability in the International Health 
Partnership and Related Initiatives (IHP+) compacts. On the 
use of country systems, which the report rightly regards as 
the touchstone of alignment and harmonization, there is 
positive experience in Mali. Frequently, the obstacles are lack 
of donor confidence in recipient countries’ public financial 
management (PFM) and particularly procurement systems. 
Work has been undertaken in a number of countries to 
strengthen PFM, using the Public Expenditure and Financial 
Accountability (PEFA) framework, which sets a number of 
benchmarks or standards against which country performance 
can be objectively evaluated. This framework is govern-
ment wide, but it has also been applied at sector level, for 
example in Kenya and Mozambique. The unreliability of 
country procurement mechanisms is the frequent target of 
donor criticism and rationale for avoiding the use of country 
systems. It, therefore, makes a refreshing change to see 
one country report (19), which is highly critical of donor use 
of the facilities of its medical supplies procurement agency 
without adequate financial compensation or adequate notice 
of the arrival of consignments. The report is scattered with 
appeals to donors to implement Paris Declaration principles, 
in particular to contribute to fund pooling with governments, 
to ease the constraints on the agency.

Implications for HRH in the aid effectiveness agenda

None of the above discussion on aid effectiveness is specific 
to the health sector, still less to HRH. It is worth considering 
the legitimate expectations of both parties if the HRH 
commitments made in Paris and later in Accra were to be 
fully honoured. The recipients of aid could expect the donor 
community to acknowledge country leadership and, as a 
manifestation of alignment, to attach the same high priority 
to scaling up the health workforce as expressed in national 
plans. This would imply a break with precedents where HRH 
was rarely the focus of project aid. By extension, they might 
legitimately expect that the donor community to recognize 
and assist in alleviating the fiscal constraints to scaling up 
the public sector health workforce. They might also expect 
problems with the volatility, predictability and sustainability 
of aid flows to be recognized and appropriate corrective 
action taken (in respect of sustainability, this would imply a 
major change in the duration of donor assistance, because 
the scaling up of the health workforce would require them to 
commit to long-term labour costs).

The donor community could legitimately expect that national 
plans set out a clear and coherent vision of the connections 

finding, compared with that of the IDA, is probably a 
consequence of the definition of DAH used in this article: by 
including international NGO transfers, philanthropy and com-
mercial transfers in kind, the authors have devised a measure 
which accentuates the role of sources from the USA, and 
funding channels, which rarely, if ever, contribute to pooling 
arrangements. An interesting comparison of the ranking of 
countries on two scales (cumulative DAH 2002–2007, and 
disease burden measured in disability adjusted life years 
(DALYs)) is given in a figure: countries generally regarded as 
worthy aid recipients, such as Ethiopia, Mozambique and 
Uganda, score more highly on the first ranking, while those 
regarded as less worthy, such as Afghanistan, Bangladesh and 
the Democratic Republic of the Congo, are more highly ranked 
on the second scale. The Lancet editorial (17) commenting 
on this article takes to task the new global health initiatives 
for creating or exacerbating problems for health systems, and 
makes a number of suggestions for the new donors to give 
greater attention to health system strengthening.

While there is abundant information on aid to health, there is 
much less information on flows specific to HRH.  It is clearly 
difficult to isolate the share going to HRH within total health 
expenditure, since HRH is neither a distinct budget line item 
nor a distinct programme.  Within domestic expenditures, 
it is usually possible to identify the proportion of budgeted 
expenditure devoted to salaries and personnel-related expen-
diture (e.g. incentives, allowances), but the non-salary costs 
of training are not captured in this concept. When it comes 
to external aid flows, there are multiple difficulties. Much of 
the aid is off budget, and is not even reported to government. 
When aid is reported, it is often in donor country currencies 
and for time periods that do not correspond to the recipient 
country’s financial year. Often, the most available data concern 
commitments, as in the OECD-DAC Creditor Reporting System 
database, but this can be substantially different from the 
actual amount and timing of disbursements.  As noted below, 
the detailed classification of expenditures used in this database 
is ill adapted to isolating all HRH expenditures.

There are major problems in valuing tied aid or aid received in 
kind, including technical assistance, which is often provided 
in quantities and at prices that recipients would not wish 
to receive.  Isolating the HRH component of aid flows from 
donor reporting at the country level is virtually impossible, 
because most aid flows are labelled by the programme pur-
pose rather than the composition of inputs. Therefore, even 
if there are training costs and salary supplements included in 
the overall cost, they are likely to be subsumed in categories 
such as HIV/AIDS or Safe Motherhood, etc.

A recent report from OECD (18) addresses aid effectiveness 
issues in health, but is not specific to HRH, and indeed HRH is 
barely mentioned. It quotes some selective examples of good 
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Findings and issues from four country case studies

Challenges
The challenges facing the crisis countries have many common 
themes, though there are important inter-country variations 
in institutions. By definition, all crisis countries have an abso-
lute deficiency of human resources. Relative to the threshold 
of 2.3 health workers (doctors, nurses and midwives) per 
thousand population established by the World Health Report 
2006 (8), the average in Africa is less than half that ratio. For 
all four of the case study countries, the current availability of 
health workers is less than a quarter of this threshold level.

There are extreme variations in the geographical distribution 
of health workers relative to the populations to be served, 
with the capital and other prosperous regions favoured 
at the expense of poor and peripheral regions, and urban 
centres favoured at the expense of the rural hinterlands. The 
Mozambique case study reports that only 3% of physicians 
work in rural settings.

The salaries of public sector health workers are invariably 
perceived to be low, certainly by comparison with those 
in middle-income and higher income countries, and the 
aspirations of the health workers themselves. Low salaries 
are associated with low morale and low productivity. In the 
Lao People’s Democratic Republic, the case study reports low 
salaries for health workers (US$ 50 per month), which “trans-
late into low productivity, with patient contacts standing 
at roughly 7% of international averages”. Dual practice is 
common, and contributes to the pattern of geographical 
maldistribution. Working conditions are frequently unsat-
isfactory and often hazardous, as for example where the 
basic prerequisites to universal precautions are lacking. The 
Ethiopian case study refers to “the lack of an enabling and 
safe working environment” among the factors influencing 
high attrition rates (23). The public sector is widely seen as an 
unresponsive employer, neither rewarding good performance 
nor sanctioning poor performance or even criminal infrac-
tions. These conditions in turn lead to high rates of attrition, 
including emigration to richer countries.

The education and training system has its own challenges.
Students frequently have to finance a high proportion of 
training costs; they are often trained with outdated curricula 
and denied appropriate clinical practice opportunities so 
that they are not competent to practice on graduation; their 
training institutions lack essential laboratory and library 
resources; and the assessment and licensing systems are 
often deeply flawed. There is often insufficient capacity in 
terms of both infrastructure and teaching staff to scale up 
production for the health professions, particularly in countries 
with a critical human resources for health deficit. 

between scaling up the health workforce, enhancing service 
delivery and improving health outcomes; plans for scaling up 
to be realistic in terms of timescales, costs, consistency with 
service delivery roles and the regulatory framework; and for 
there to be an appropriate focus on managing for results.

Other strands of the aid effectiveness agenda – untying aid, 
maximizing the use of country systems, engagement with 
nongovernmental actors, mutual accountability – are equally 
applicable to HRH, but have no special implications in this 
context.

Aid flows for HRH development 

It is known that health resources are distributed unevenly 
globally. The region of the Americas contains only 10% of 
global burden of disease yet almost 37% of the world’s 
health workers live in this region and spend more that 50% 
of the world’s financial resources for health. On the other 
hand, the Africa region suffers more than 24% of the global 
burden of disease but has access to only 3% of health 
workers and less than 1% of the world’s financial resources 
(including loans and grants) (8).

By contrast, with the limited resources currently available, 
the investment need is dauntingly high in the countries 
with a critical deficit of health workers, which are mostly 
low-income countries as shown by various studies. The World 
Health Report 2006 (8) estimated that the annual training 
costs varied from US$ 1.6 million to US$ 2 billion per country, 
with an average cost of US$ 136 million for an average-sized 
country. The additional annual cost of employing new 
doctors, nurses and midwives was estimated to be around 
US$ 311 million.

The Task Force on Scaling up Education and Training estimated 
that US$ 26.4 billion would be required over 10 years to train 
the additional 1.5 million health workers required in Africa (20).
If the deficit of approximately US$ 1.2 million in South-East Asia 
and the Western Pacific regions is considered, the magnitude 
of the resource requirement becomes increasingly significant. 
A 2009 study also indicated the need for approximately US$ 
20 billion to scale up HRH in sub-Saharan Africa by 2015 (21).
In a single country, Mozambique, the National Plan for Health 
Human Resources (NPHHRD) 2008–2015 estimated the cost of 
implementation at approximately US$ 500 million (22).

Meeting these needs would imply directing more resources 
to HRH. The flow of national resources and fiscal space needs 
to be expanded. However, it will not be possible to close the 
gap with national resources in the near future and conse-
quently external resources are of great importance. 
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which is based on good evidence and which deals not only 
with stocks and flows, but also with all the institutional 
determinants of the rates of entry to and exit from the 
workforce and its sub-components. 

Financing 
It is difficult to identify total HRH spending by govern-
ments, because HRH is neither a budget line nor a distinct 
programme. The information most readily available concerns 
salaries. There is data (25) at a high aggregate level that 
suggests that the average country spends just over 42% of 
its health budget on the wages, salaries and allowances of 
its health workers. This percentage varies between regions, 
being lower in lower income regions. For example, the 
average among 14 African countries for which data were 
available was just under 30%. This figure should not be 
regarded as normative; it reflects both inadequate numbers 
of health workers and low salaries, each of which does great 
harm to health outcomes.

In Ethiopia, the case study shows that 59% of the recur-
rent budget and 3.7% of the capital budget is spent on 
salaries, for a combined average of 30.5%.  No data is 
available on donor flows, but it seems likely that, if their 
contributions to the public sector were added, salaries as a 
share of total sector resources would be even lower. In the 
Lao People’s Democratic Republic, salaries took about two 
thirds of the recurrent budget, but only around 20% of 
total sector resources in the period 2002–2005. In Liberia, 
salaries as a proportion of the Ministry of Health and Social 
Welfare’s budget (recurrent and capital) leaped from 33% 
in 2006/2007 to 56% in 2007/2008, reflecting a rise in 
average salaries designed to counter high attrition rates.  In 
Mozambique, personnel expenditure is estimated at 45% of 
the state budget and 32% of total current spending in the 
public sector but, as in Ethiopia, it is not possible to quantify 
the effect of adding donor flows to the total resource base.

When it comes to the other components of HRH, information 
on government expenditure is more unreliable. Neither the 
Ethiopian nor the Lao People’s Democratic Republic case 
studies provide any explicit information on government 
expenditure on training. In Liberia, out of a total budget of 
US$ 10.9 million (excluding subsidies to three specific institu-
tions), US$ 478 000 was spent on selected training activities 
in 2006/2007, but no figures were available for the schools 
of medicine or pharmacy. One reason for the obscurity 
about these figures is that the funds do not go directly to 
the training schools, but to their parent (service delivery) 
institutions. In Mozambique, where it is estimated that the 
total HRH expenditure was US$ 63 million in 2006, 8.2% 
of this was ascribed to pre-training (presumably pre-service 
training) and a further 4.7% is in a category which includes 
in-service training. None of these data clearly distinguish 

In Ethiopia, a five-point strategy, described as one of the four 
core strategies of the health sector development plan, has 
been developed and is embedded in the Plan for Accelerated 
and Sustained Development to End Poverty (PASDEP) (24).
There have been efforts over the last few years to develop an 
HRH strategy. However, it is yet to be finalized and adopted.  

No description of the policy response can be found in the Lao 
People’s Democratic Republic case study but, by implication, 
a number of deep-seated problems remain unaddressed. In 
Liberia, the policy documents call for priority to be given to 
human resources development. A national health policy and 
five-year development plan with a HRH component was pub-
lished in 2006, and an Emergency Human Resources Plan for 
the period 2007–2011 was developed with WHO assistance, 
the main thrust of which is the training of various categories 
of health worker. It also describes policies designed to 
provide incentives to retain staff, and remove financial 
barriers to admission to health worker training. The credibility 
of these policies may be gauged by the comment: “Despite 
the good intentions of government, funding remains a major 
challenge”. In Mozambique, there is a framework of high-
level policies in place, notably, the second phase Action Plan 
for Reduction of Absolute Poverty (PARPA) 2006–2009, the 
Health Sector Strategic Plan (PESS) 2007–2012, and a second 
phase Human Resources Development Plan 2008–2015. 
During the process of development, three different scenarios 
were described with very modest and highly similar budgets. 
The scenario that was adopted envisages a 124% expansion 
of professional health staff by 2015. However, there are 
statements that “HRH is not prioritized in terms of expanding 
the health workforce, since tripartite negotiations about 
new workers always come at the last stage of the budget 
formulation process”.

Investment needs 
It follows from the description of the challenges above that 
every aspect of the HRH situation stands in need of increased 
expenditure in order to resolve deep-seated problems.  For 
the purposes of this paper, HRH spending is defined as the 
total costs of planning, professional preparation and employ-
ment of the health workforce.  The largest component is 
generally the salaries and allowances paid to health workers.  
The next largest is normally pre-service training, followed 
by in-service training (though in recent years, some donor 
agencies have financed an abnormal volume of in-service 
training, for disease specific programmes). Although 
strategic, expenditure on health workforce planning and 
information systems is usually minimal in relation to the 
other components.

The overriding need is to produce more and better trained 
health workers, but the priority in terms of sequence is to 
develop a comprehensive plan for the health workforce 
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annum over the period 2001–2006, but there are no figures 
for HRH, no doubt reflecting the classification problems 
discussed above.

In Liberia, which is heavily aid dependent, only four contri-
butions to HRH could be identified. In the reference year 
2006/2007, US$ 1.155 million was from the World Bank, 
US$ 25 000 from GAVI, US$ 282 000 from WHO and US$ 35 
000 from UNFPA making a total of US$ 1.5 million out of an 
estimated total donor expenditure on health of US$ 30–35 
million. On this basis, HRH received less than 5% of total 
donor aid for health.

According to the official database, Mozambique’s quantified 
donor aid flows for HRH were limited to seven projects. In 
2008, Canada provided US$ 2 million over four years; 
Flanders US$ 1.03 million for a project of unspecified 
duration; Italy US$ 1 million for a project for the period 
2006–2009; Japan US$ 380 000 over four years; Spain 
US$ 132 000 over three years and US$ 1.16 million for 
three projects for 2007–2008; and WHO US$ 445 000 for 
the 2006–2007 biennium. However, several other donors 
including the African Development Bank, the Centers for 
Disease Control (CDC) and the Clinton Foundation, USA, the 
Institute of Training & Education for Capacity building (ITEC), 
South Africa, and Jhpiego, USA, are said to be involved in 
HRH activities. Furthermore, donors such as Ireland and the 
United Kingdom, which are providing sector budget support, 
are automatically contributing to the HRH content of the 
sector plan. In these circumstances, it is difficult to specify the 
exact contribution of external aid to HRH.

Given the data limitations, it is difficult to draw firm conclusions, 
but there is little to suggest in the four case studies that donors 
have given high priority to HRH as measured by expenditures.

Types of external support
As noted above, employment costs are typically the largest 
component of HRH expenditure. None of the four case 
studies reported salary support schemes, but in the two 
countries which benefited from un-earmarked programme 
funding (provided by the World Bank in Ethiopia) or sector 
support (provided by Ireland, the United Kingdom and others 
to the Mozambique health SWAp) it is reasonable to suppose 
that a proportion of the additional resources were devoted 
to personnel expenditures.  By the nature of these funding 
modalities, no precise figures can be adduced.

There are examples from the set of four case studies of 
donors supporting the second most expensive component 
of HRH, pre-service training. In Ethiopia, Irish Aid funded the 
expansion of training institutions and training of mid-level 
staff, while USAID funded the Carter Center to accelerate the 
training of health officers, and also supported the training 

pre-service training expenditure from in-service training; there 
is a presumption (but no hard evidence) that most in-service 
training is undertaken at the request and at the expense of 
external donors. None of the case studies explicitly reports 
government expenditure on health workforce planning or 
associated management and information systems, but the 
amounts involved are likely to be negligible.  

If it is difficult to calculate governments’ total HRH expen-
diture, it is even more difficult to identify external donors’ 
expenditure. It is not a specific category by which OECD data 
on donor flows are classified, and the different components 
of HRH correspond to different categories at the 5-digit level 
of coding used by OECD. These do not distinguish between 
pre-service and in-service training, but rather by programmatic 
purpose: code 12181 is for medical education and training 
for tertiary health services, code 12281 is for training for basic 
health services, and code 13081 is for training for population 
and reproductive health services.  Health workforce policy 
and planning is contained in code 12110, a composite code 
for health policy and administrative management. There is no 
code that explicitly accommodates the payment of salaries 
or salary top-ups. There are multiple problems in interpreting 
donor reports of their health expenditure, including use of 
different currencies, different time periods and durations of 
projects, use of commitments rather than actual expenditure, 
and inability to isolate the end use of the funds. Much of the 
donor expenditure on HRH is classified under the end use in 
various disease control programmes.

Given these constraints, it is impressive that Ethiopia has 
been able to identify aid to HRH amounting to US$ 125 
million in 2008, of which the U.S. Agency of International 
Development (USAID) contributed US$ 100 million (these 
figures exclude a large but undefined contribution from the 
World Bank). The other donors identified are Ireland, Italy, 
the Netherlands, the African Development Bank (AfDB), 
GAVI, the United Nations Children’s Fund (UNICEF), the 
United Nations Population Fund (UNFPA) and WHO. In the 
case of Ethiopia, expenditure on HRH appears to be quite 
a large proportion of total health aid, though there is great 
uncertainty about the actual level of donor funding in 2008.
The plan projects figures of US$ 434 million for 2007/2008 
and US$ 346 million for 2008/2009, but this declining trend 
is probably a product of inadequate information on future 
donor spending intentions and not a reflection of the true 
trend. If one simply extrapolates the past increasing trend of 
donor expenditure, it would be in the range US$ 650–750 
million by 2008, suggesting that HRH expenditure was 
around 20% of total donor-funded expenditure.

The Lao People’s Democratic Republic case study has figures 
derived from the OECD’s Creditor Report System for total 
donor expenditure on health averaging US$ 26.4 million per 
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is almost certainly generated by the unwillingness or inability 
of donors to give clear indications of spending in outer 
years – in short, it is a problem of predictability rather than 
volatility. There is no discussion of short-term predictability or 
otherwise in the Ethiopian case.

In the Lao People’s Democratic Republic, a sequence of com-
mitments to health aid over the period 2001–2006 suggests 
a high degree of volatility. The amounts in successive years 
are US$ 23.4 million, US$15.4 million, US$ 41.8 million, 
US$ 20.2 million, US$ 36.7 million and US$ 20.8 million, 
but these figures refer to commitments, not actual disburse-
ments, which may have had a more uniform time profile.

In Liberia, health aid was on a sharply rising trend, which 
is evidence of volatility in one sense, but presumably highly 
welcome to the Liberian authorities. There are complaints 
of the volatility of government financial support reaching 
training institutions, but this is a function of the routing of 
funding through parent institutions and does not implicate 
external donors.

The data from Mozambique do not include a time series 
of past donor flows, but progress in aid predictability is 
reported, with most donors giving forward indications 
greater than three years. However, the GFATM significantly 
under-performs in terms of aid predictability, as although 
grants represent a long-term funding commitment, annual 
disbursements are still dependent on in-year triggers for fund 
release. This has resulted in anticipated funding not arriving 
with significant delays in funding in 2007 and with no funds 
being disbursed in 2009, which had serious implications for 
other funding sources. Other donor funds and the Health 
Sector Common Fund Project (PROSAUDE), which are used 
for health system strengthening, were consequently diverted 
to cover expenses which should have been covered by 
GFATM funding. There are also predictability issues in relation 
to PEPFAR funding, which is based on an annual budgeting 
cycle, although this is mitigated to some extent by a five-year 
planning framework, which gives reasonable assurance of 
continued funding beyond a one-year period.

It should be noted that all the data and comments above 
relate to the health sector in general, and not specifically to 
HRH, on which there is no detailed information concerning 
volatility or predictability. What does emerge, however, is that 
donor commitments, even from the most responsive donors, 
are for a few years only – a duration that stands in vivid 
contrast to the time period over which expenditures to scale 
up the health workforce are required.

of community health workers and midwives. In Liberia, Italy 
and the Vatican also support the Medical School, while WHO 
financed the position of Dean of the Medical School. In 
Mozambique, relatively small-scale inputs from the Japanese 
International Cooperation Agency (JICA), Italy and Spain 
support medical and other pre-service training. 

However, examples of support for in-service training are 
much more frequent. Virtually all donors in each of the four 
countries have sponsored activities variously termed refresher 
training, continuing education or in-service training. 

Although it is highly probable that donors have given support 
to HRH planning, management and information systems, the 
only actual example reported in the four case study countries 
was in Liberia, where WHO supported the production of an 
Emergency Human Resources Plan, as a consequence of which 
a HRH division was established in the Ministry of Health and 
Social Welfare. In Mozambique, HRH planning was supported 
by the UK Department for International Development (DFID) 
and WHO, and involved a number of partners. Judging by the 
general absence or poor quality of HRH plans, many other 
countries could benefit from this type of technical assistance. 
It is not known whether the constraint is inadequate demand 
from recipient countries, or insufficient capacity (or interest) in 
development agencies.

Predictability, volatility and sustainability of aid flows 
It may be helpful to distinguish concepts at this point. Volatility 
refers to variation over time; it is easy to recognize after the 
event, and may on occasion be anticipated. Whether volatility 
in aid flows is harmful depends on the purpose of the aid. If it 
is applied to recovery from a disaster, it is only natural that aid 
flows would peak some time after the disaster event, and then 
decline. If it is applied to a long-term commitment, such as 
commodity supply (antiretrovirals, vaccines, condoms) or salary 
supplementation, then volatility is highly unwelcome and can 
have devastating effects on programme implementation. A 
related but different concept is predictability. In this context, 
predictability is a characterization of the extent to which the 
recipient can rely on the indications given by aid donors of 
future flows. This can refer to both within year predictability, 
and longer term (multi-year) timeframes. The third concept is 
sustainability, the notion that aid once committed to a line of 
action will not be withdrawn or curtailed during the predicted 
lifetime of the activity. In the context of scaling up HRH, the 
predicted lifetime of expanding an existing or introducing a 
new cadre is 30 years or more, a much longer period than the 
duration of the typical donor commitment.

In Ethiopia, there appears to be considerable volatility in 
donor flows, which in successive years were projected to 
have been US$ 421 million, US$ 538 million, US$ 434 
million, US$ 346 million and US$ 220 million, but this series 
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donors, who regard salaries as too low and the cause of low 
productivity, and the government view that salary payment 
is exclusively a government responsibility. Although the 
case study focuses on the potential of aid effectiveness to 
positively influence HRH, it would be hard to argue that the 
government has hitherto exercised the leadership that donors 
can easily align behind.

The situation in Liberia at the time of the case study (July 
2008) was still deeply affected by the fragile recovery from 
the civil war that ended in 2003. Donors provided around 
half of the total expenditure on health, and three times 
as much as the government, mostly routed through NGO 
service providers. It is this historic pattern of donor support 
that appears to largely explain the lack of response to the 
National Health Plan and the Emergency Human Resources 
Plan developed with support from WHO, but it seems pos-
sible that, in this instance, the government provided a lead 
which the donor community has not followed. An alternative 
view is expressed in the case study itself: “A possible cause of 
this development [minimal donor investment in HRH] is that 
the Government (Ministry of Health and Social Welfare) has 
not prioritized health human resource development in a way 
that catches the attention of the partners”.

Although it was suggested above that Mozambique lacked 
a clear strategy for scaling up the health workforce, and no 
clear figures could be obtained for donor support to HRH, 
this does not appear to have been a deterrent to donor 
support to the sector as a whole, since external funding qua-
drupled over the period 2001–2008. Mozambique attracted 
positive comment from one observer (26) in these terms: 

the development and costing of a strategic plan for 

Human Resources for Health has helped to increase 

aid effectiveness in that it has allowed agencies which 

significantly earmark their funding to align with national 

planning processes by covering the cost of activities in 

the strategic plan. This allows other more flexible forms 

of funding to fill the remaining financing gaps, or allows 

mobilisation of additional resources based on a well 

structured gap analysis.

There is one rather discouraging note that is struck in all four 
of the case studies, and that is the reservations expressed 
by government representatives on the value of the aid 
effectiveness agenda, and the motivations of the donors. This 
is despite the creation of aid coordination mechanisms in all 
four countries, and the advances towards collective funding 
in all but the Lao People’s Democratic Republic. These 
reservations are expressed particularly strongly in Ethiopia 
and Mozambique, two of the first countries to enter into 
IHP+ compacts with their development partners. Quoting the 
Federal Ministry of Finance and Economic Development, the 
Ethiopian case study asserts:

In its narrowest sense and in the context of the four case 
study countries, the response  to this question would have 
to be negative. For none of the four countries was long-term 
financial support provided for scaling up the health work-
force. The many contributions that were made by donors 
were piecemeal and time limited. Just where the responsi-
bility lies for this discouraging outcome is difficult to judge.
Reverting to the legitimate expectations of both parties if 
the aid effectiveness agenda was fully honoured, it is clear 
that the donor community has failed to give priority to HRH 
development, largely failed to alleviate the fiscal constraint, 
and completely failed to respond to sustainability concerns.  
On the other hand, it is unclear that recipient countries have 
risen to the challenge to produce credible policies and plans 
to address HRH challenges.  

The situation reported in the Ethiopian case study as of June 
2008 was:

the government in its PASDEP and HSDP III has set a clear 

policy that gives guidelines on HRH, but the strategy, which 

is supposed to articulate the details of HRH development 

based on a proper needs assessment to address the 

above serious challenges, is still in process. This has been 

mentioned by the different stakeholders repeatedly during 

the interviews as a drawback in addressing the critical issue 

of human resources for the health sector in Ethiopia.

Two other indications of plans with low credibility are that 
the numbers of doctors, pharmacists, midwives and pharmacy 
technicians actually fell over the five years up to 2006/2007 
in contrast to the stated objective of HSDP III “to supply 
adequate skilled manpower”, while Ministry of Education 
plans for annual intakes to training in medicine and pharmacy 
exceeded the total stock reported in 2007.  Subsequent to the 
case study, a HRH strategy was produced.

In the Lao People’s Democratic Republic, the case study 
makes no mention of government policies or plans for 
HRH development. It does, however, describe a confused 
situation with respect to training “donor support for both 
pre-service and in-service training has been non-harmonized 
and supply-led, with government reluctant to take a lead 
role in coordination” and “Poor coordination in support for 
training has been exacerbated by a stop-start approach to 
training of new cadres: training for medical assistants was 
supported, then discontinued, and may yet start again, while 
training for midwives has followed the same pattern”. On 
the deployment of new graduates, the Ministry of Health in 
conjunction with the Public Administration and Civil Service 
Authority has been pursuing an approach that reinforces 
traditional maldistribution between provinces. On salary 
supplementation, there is a clear difference of views between 
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The myth that salaries take too large a share of the budget 
and crowd out other vital expenditures can be laid to rest. 
Considered in isolation, salaries and allowances often account 
for two thirds or more of the recurrent budget, and it is 
not unreasonable to come to the mistaken conclusion that 
personnel costs are crowding out other vital expenditures, 
such as essential drugs and equipment.  But this conclusion 
overlooks the fact that the public provider system is usually 
supported by a number of financing sources, including the 
development budget, donor funds and income from user fees. 
When these additional sources, which typically finance little, 
if any, basic salary costs, are added in to the total expenditure 
base, the share of personnel costs generally falls to a much 
lower percentage. For example, in Kenya (27) the share of 
personnel costs in the recurrent budget in recent years has 
fluctuated around 65%, but when the recurrent and develop-
ment budgets are considered together, the share of personnel 
costs falls to 47%. When donor assistance and income from 
user fees are added, personnel costs fall to around 20% 
of total expenditure. The simple explanation is that donor 
agencies are pumping huge amounts of commodities into the 
system, especially antiretroviral drugs, but are contributing only 
marginally to basic salary costs.

Critical role of donor support to salary costs
While there may also be short-term constraints on the 
supply side, such as bottlenecks in training capacity, in the 
long term, the binding constraint on the expansion of the 
health workforce is the effective demand of health service 
employers (including the demand for self employment).  In 
the public sector, this may be expressed as the number of 
posts that the ministry of finance is willing to pay for, a 
number that may be severely constrained by macroeconomic 
considerations. For example, both the Republic of Congo 
and Kenya have recently emerged from rigid hiring freezes, 
during which no new posts were created, and recruitment 
was strictly limited to replacing the workers leaving public 
sector employment. For the poorest countries, the macro-
economic constraint is so severe that the public sector could 
not, under any credible scenario of growth rates and budget 
shares, finance more than marginal increases in current 
employment. It is unlikely that these countries will attain the 
MDGs unless other means of relaxing the budgetary con-
straints can be found – such as long-term general or sector 
budget support from external donors, as the MDG-related 
interventions and services are mostly provided by the public 
sector and rely on public financing. 

Historically, external donors did not support payment of basic 
salaries, but this position has been rapidly changing in recent 
years.  Apart from highly focused programmes, such as those 
in Kenya, Malawi and Zimbabwe described below, the advent 
of new financing instruments such as sector budget sup-
port and World Bank block grants for decentralized health 

Regarding alignment, not much progress has been 

achieved ... accountability is one of the issues that have 

not been fully dealt with particularly by the donor’s 

side ... there is progress regarding harmonization at the 

country level even though it has not reached expectations. 

The Mozambique case study states:

donor transparency about aid flows could still be 

improved ... the highly aid-dependent position of the 

country does not enable it to impose its choice of aid 

modalities on donors ... the space the government has to 

express its opinion is still limited. 

The Lao People’s Democratic Republic case study states:

the authors encountered limited knowledge and 

commitment to aid effectiveness beyond “upstream” 

ministries such as planning and finance. The agenda has 

yet to engage line ministries such as health, lower levels of 

government, or non-governmental partners. Further, there 

is a widely held view that the Vientiane Declaration [an 

echo of the Paris Declaration] is a donor product that does 

not yet have the full support of government.

 The Liberia case study states:

Since 1980, and up to the present, aid flow to the 

country  (including areas of focus) has been solely donor 

determined .... Commitments or pledges made at these 

pledging meetings, though based on government 

prepared documents, amounts committed [are decided] 

by donors at their discretion.

For the case study countries, and their HRH developments, 
the potential of the aid effectiveness agenda, at least up to 
the reference date of mid-2008, would have to be character-
ized as a ‘promise unfulfilled’. This is not necessarily true for 
all crisis countries, as will be further explored with reference 
to the wider literature.     

Experiences from other countries

Domestic financing of salary costs
The World Health Report 2006 (8) refers to the share 
of general government expenditure on health that is 
devoted to payment of salaries, wages and allowances 
from 64 countries. The global average is 42%, but this 
varies between regions and countries with relative factor 
prices. In general, developing countries spend the lowest 
proportion of their health expenditure on salaries and 
allowances reflecting different relative factor prices; labour 
costs are cheap and other, largely imported, inputs such as 
drugs, equipment and fuel are relatively expensive. The low 
proportion of salary costs in total health expenditure reflects 
the low numbers of health workers and low salaries. Based 
on this argument, the low proportion is too low for the 
good of the system.
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The situation in Kenya was somewhat unusual in that there 
was a considerable pool of trained but unemployed health 
workers in the country, as a consequence of a long-standing 
hiring freeze in the public sector as part of an internationally 
endorsed policy of limiting the wage bill as a share of gross 
domestic product (GDP). When it was being proposed to rap-
idly scale up the public provision of ART, it was discovered that 
there was a critical shortage of health workers in many of the 
selected facilities. To overcome the HRH shortage and, at the 
same time, avoid placing an immediate burden on the Ministry 
of Health’s budget, key stakeholders devised the Emergency 
Hiring Program (31). The essence of the program was that 
already trained but unemployed health workers would be 
engaged on three-year temporary contracts at the expense 
of the donors (initially described as USAID, subsequently 
joined by PEPFAR, the Clinton Foundation, and GFATM) 
and the government would promise to absorb these staff 
on permanent contracts at the end of three years. In March 
2009, it was announced that the Ministry of Health would 
absorb more than 870 of the initial intake (32). Two significant 
features of this Emergency Hiring Program should be noted. 
First, in the HIV/AIDS context, it was the desire to expand ART 
that provided the impetus to this group of donors to adopt 
unprecedented measures. Second, the donor commitment was 
strictly limited to three years for each tranche of recruits. The 
condition attached was that the Ministry of Health should take 
over the employment costs subsequently. Commenting on this 
feature, Vujicic et al. (30) said “Short-term contracts due to 
constraints on donor funding”. 

The HRH crisis in Malawi was much more extreme than in 
Kenya, a situation recognized by various initiatives over the 
years, but according to one report (33), it was only when the 
then heads of UNAIDS and DFID visited Malawi and saw at first 
hand the desperate shortages of health workers that a sub-
stantial response was developed. This became the Emergency 
Human Resources Programme, costed at US$ 272 million over 
six years (2004–2010), which comprised five main thrusts:

1. improving incentives for recruitment and retention of  
staff through a 52% salary top-up for 11 professional 
categories;

2. expanding domestic training capacity, including doubling 
the number of nurses in training and tripling the number 
of doctors in training;

3. using international volunteers as a short term measure 
pending the training of Malawian medical staff and nurse 
tutors;

4. providing technical assistance to boost Ministry of Health 
capacity in HRH planning and management; and

5. establishing robust HRH monitoring and evaluation 
capacity (in this case, salary raises for health workers did 
not provoke demands from other civil servants).

services (28) has enlarged the possibilities of securing external 
support for employment costs. The donors’ willingness to 
sustain these programmes over the long term has yet to be 
tested, and the mismatch between the long-term liabilities 
created and the limited duration of the donors’ commitments 
remains a point of concern, but undoubtedly there has 
been a change of climate. It is no longer the case that poor 
countries are on their own when it comes to shouldering the 
burden of employment costs.

Even so, donors more frequently support other components of 
HRH expenditure and, in particular, in-service training.  Indeed, 
it is highly likely that contributions to in-service training are 
underestimated, because they are classified under the disease 
or service categories (such as reproductive health) rather than 
under HRH. As noted elsewhere, the very large sums available 
for in-service training, particularly for ART programmes, are 
regarded as something of a mixed blessing. The development 
of skills is frequently a means of removing a critical bottleneck 
in service delivery, whether it be in a management process, 
such as district-level planning, or a technical area, such as cold 
chain maintenance, ART or reproductive health. But there 
are negative aspects. One effect is when health workers are 
shifted from their previous posts to new positions reflecting 
donor preferences, which may not coincide with national 
plans. Moreover, significant time is lost from ongoing service 
delivery whilst health workers attend courses. In many coun-
tries, attendance at donor-funded workshops is a significant 
source of supplementary income, so that groups of favoured 
participants attend a sequence of training events with no 
translation of training into practice.  

Even though the resources allocated to HRH in the first five 
rounds of GFATM fluctuated around 20–25% of all funds, 
a detailed review (29) of some GFATM proposals in these 
rounds showed that 90% of these funds were allocated for 
in-service training (so-called hotel training) and the small 
amount planned for staff salaries mainly covered personnel 
for project management. The support to pre-service educa-
tion was limited to curriculum review in relation to three 
focus diseases. The review (30) of GFATM Round 6 indicated 
a changing trend where countries, on average allocated 
16% of GFATM funds for paying health workers. The same 
study also reviewed the Round 1 GAVI HSS proposals, which 
revealed this ratio as 12% of funds.

Donor support to salary costs
Clearly, donors have not totally refrained from supporting 
the scaling up of the health workforce. Some well-known 
examples are probably the Emergency Hiring Programmes in 
Kenya and the Emergency Human Resource Programme in 
Malawi. Since 2009, there has also been a major programme 
in Zimbabwe.
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to provide US$ 2 billion over 5 years to national health 
workforce strategies in four countries engaged in the IHP+ 
– Mozambique, Ethiopia, Kenya, and Zambia”.

Donors undermining national efforts
While the examples above are pioneering initiatives to 
overcome the fiscal constraint to HRH development, a more 
frequent experience is that donor behaviour has often 
compounded problems in national management of HRH. 
A criticism frequently levelled at donors is their inability to 
agree on the levels of remuneration that they pay to nationals 
working in ‘their’ programmes, with negative consequences 
for both parties as well as the recipient governments. As 
observed by Dodd et al. in relation to the Lao People’s Demo-
cratic Republic: “In an environment where base salary levels 
and productivity are low, the indirect incentives and allowances 
provided by donors ... become very important” (37). Indeed, 
several distortions are introduced by this uncoordinated 
donor practice. One is the perverse incentives given to travel 
or attend courses rather than work regularly.  Another is 
gross inequity between staff performing similar tasks “Nurses 
working in HIV wards can earn US$ 100 per month more 
than general nurses working on the adjacent ward”. A third 
is inconsistency in the supplements paid by different donors 
and, indeed, competitive bidding resulting in a general 
inflation of wage supplements due to a lack of coordination. 
Although there is no direct evidence of this phenomenon 
in the Lao People’s Democratic Republic, there is evidence 
from parallel situations in Cambodia and Viet Nam (38).
In Viet Nam, programme managers were initially paid US$ 
50–100 per month. The UK Department for International 
Development developed an HIV/AIDS programme that paid 
health workers US$ 100–150 per month. The World Bank 
then began paying approximately US$ 500 per month, 
resulting in staff being poached from programmes in the 
relevant districts. Then GFATM approved payments of US$ 
900 per month for programme managers. The verdict on 
Viet Nam was “Donor and GHP practices lead to escalating 
distortion of salaries and poaching of resources within the 
HIV/AIDS sector”. In Cambodia, programme managers’ 
original salaries were in the range of US$ 50–200 monthly. 
The UK Department for International Development started 
paying managers between US$ 250 and US$ 400 monthly.  
The Country Coordinating Mechanism (CCM) decided to pay 
GFATM associated employees US$ 1200 monthly, and in the 
Round 5 application, this was further raised to US$ 1800 
per month. National programmes followed suit by increasing 
salaries to the region of US$ 800 monthly, resulting in major 
countrywide salary inflation. The verdict on Cambodia was 
“This has been phenomenally destructive”.

Acknowledging that there is not the same direct evidence of 
the occurrence of competitive bidding up of salaries in the 
Lao People’s Democratic Republic, it is, nevertheless, evident 

The programme was initially financed by DFID, as a compo-
nent of the US$ 700 million SWAp to which Norway and the 
United Kingdom agreed to provide US$ 130 million in pooled 
funds. It was joined by GFATM as a result of the successful 
HSS Round 5 application (34). The Government of Malawi 
first asked for US$ 65.4 million plus US$ 19.1 million for its 
HIV programme over five years. The GFATM separated the 
HIV component, and offered US$ 22.6 million for Phase I (the 
first two years) as is its normal practice, but eventually agreed 
to US$ 52 million over five years. Unfortunately, during the 
mid-term review, there were signs that the SWAp was in 
difficulties with evident failings in governance and financial 
management. Equally, the Emergency Human Resources 
Programme was not wholly successful. The initial recruit-
ment drive did achieve success, but there were continuing 
problems of retention in the public sector, compounded by 
the competitive bidding up of salaries by externally funded 
NGOs. The GFATM was unimpressed with the manage-
ment of its grant, awarding it a grading of B1 which is the 
midpoint of a 5-point scale (it slipped to B2 on occasions). 
In fairness though, the huge burden of meeting the contract 
terms and (incredibly detailed) reporting requirements should 
be acknowledged, especially in the light of the depleted 
management capacity in the Ministry of Health.

In Zimbabwe, the exodus of health workers in response to 
deteriorating macroeconomic conditions and hyperinflation, 
which drastically eroded the purchasing power of official 
salaries, reached crisis proportions in 2008, when industrial 
action and widespread absenteeism coincided with a cholera 
epidemic (35). In 2007, external donors began paying salaries 
or allowances to selected health workers in an effort to retain 
staff and services in the districts. These benefits were given 
to a few hundred staff, and generated friction between staff 
who were performing similar duties but receiving highly 
divergent incomes, while only partially stemming the flood 
of resignations. From January 2009, a retention scheme was 
introduced which paid allowances to all government, mission 
and rural district council health workers above the grade of 
Primary Care Nurse. This was funded initially on an interim 
basis by a consortium of bilateral donors, in the expectation 
that the main burden would be taken up by a subsequent 
successful Round 8 application to GFATM. The scheme has 
been highly successful in its principal purpose, in that health 
workers could afford to return to work, and the trend of 
attrition exceeding new appointments was reversed. By mid-
2010, over 18 000 workers were benefiting from the scheme 
at a monthly cost of US$ 2.3 million.

Up to now, these three experiences represent the leading 
edge of donor engagement in scaling-up costs. However, 
this may be about to change. A recent announcement (36)
envisages a total transformation of the scale of external 
assistance to HRH: “PEPFAR have already committed 
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productivity of the health workforce, a critical bottleneck to 
the achievement of the MDGs.

There is a second disconnect. Although it is seldom given as 
an explicit reason, it is fair to assume that the principal reason 
donors have been so reluctant to engage with health workforce 
issues is their resistance to long-term commitment. However, 
this contradicts the historic experience of the duration of aid 
dependency, and any rational assessment of future prospects. 
Most of the current aid-dependent countries have been 
receiving aid for four decades or more, since their independence 
from former colonial powers. Furthermore, the majority of the 
poorest countries, such as Ethiopia, Liberia and Mozambique 
(and perhaps 30 or so more, mostly in sub-Saharan Africa) 
will be aid- dependent in the foreseeable future. All that is 
accomplished by not supporting HRH development is that their 
systems will remain crippled and all other aid will be less effec-
tive as a result. It will certainly not accelerate these countries’ 
emergence from dependence on external aid.

The irony is that donors have begun to make long-term 
treaties for other purposes. The International Finance Facility 
for Immunization (IFFIm) has received pledges from the 
governments of France, Italy, Norway, South Africa, Spain, 
Sweden and the United Kingdom to contribute funds for 
up to 20 years, against which GAVI has been able to issue 
bonds on the international financial markets which will allow 
accelerated expenditure on immunization programmes. Some 
commentators see IFFIm as a prototype for a much wider 
application of this device to support health system strength-
ening initiatives. However, it has not yet been applied to the 
scaling up of health workforces.

It is hard to resist the conclusion that there has been a monu-
mental failure on the part of the donor community to live 
up to its commitments in the Millennium Declaration. It has 
subscribed to the end, the attainment of the MDGs, but has 
not provided the means. It has not invested sufficiently in HRH 
even after it was identified as the principal bottleneck to the 
attainment of the MDGs, and it has not adapted its financing 
instruments to meet the critical condition of sustainability.

This conclusion gives rise to a number of recommendations 
(39) to both donors and aid recipients. Donors are urged 
to reconsider the balance of their health spending, and 
be prepared to spend considerably more on relaxing the 
HRH constraints, which currently cripple the performance of 
health services in poor countries. Donors should be prepared 
to substantially scale up the support which has now been 
given in a few pioneering efforts to employment costs. They 
should also develop financing instruments that provide long-
term guarantees of continuing support to employment costs, 
without which recipient countries will fail in their efforts to 
achieve sustainable development.

that the potential was there, for the same reason – that the 
donors were unable to reach agreement.  Dodd et al. observe 
“An attempt to standardize rates across the United Nations 
and some partners fell apart when others failed to join” (37).

Another major concern to which no solution is in sight is the 
tendency of donor agencies, and attendant contractors and 
NGOs, to recruit the most talented individuals from govern-
ment service and pay them salaries that are often significantly 
higher than the government can pay. It is understandable 
that individuals should leap at the chance to escape miserly 
salaries. It is also understandable that agencies want to 
employ good performers and well-connected individuals, 
but the net effect is that key people occupying top-flight 
positions are often lost to government and end up in well 
remunerated but much less influential posts.

Policy discussion

There is evidence that human resources for health receives 
a very small percentage of the total external aid for health. 
Apart from the weak evidence from the four case studies, 
there is the finding in the Ravishankar study (16) that health 
sector support (within which HRH is one component) receives 
only 6% of external aid identifiable by function. Much of what 
is received is donor driven, focused on in-service training for 
donor favoured interventions, especially against HIV.

The corollary is that relatively little is spent in the two most 
important areas: pre-service training capacity, and the expan-
sion of employment capacity, both of which are essential if 
the scaling up of the health workforce is to become a reality.

While the development of pre-service training capacity  
could be undertaken within the framework of a project,  
and with short-term commitments, it is impossible to expand 
manpower capacity with external assistance, because of the 
time scale involved. The dilemma confronting governments 
in poor countries is formidable: they can maintain health 
workforce salary commitments at the pitifully low rates that 
the domestic market can support, in the full knowledge 
that this means stagnation in the number of employees, or 
they can accept external funds to pay more workers, or to 
pay them better, with no guarantee of sustainability. This is 
because even the most generous of the donor-funded salary 
support schemes is time limited and, so far, donors have not 
been willing to make funding commitments for the length of 
time needed to increase the size of the labour force. 

There is a fundamental disconnect here. On one side, the 
international community is urging developing countries to 
scale up efforts to meet the MDGs. On the other side, it 
has been too slow to spend money on the low quantity and 
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For their part, recipient countries should exercise the leadership 
role given them by the aid effectiveness agenda by clearly 
articulating their needs for support, which means drawing 
up credible plans which link desired health outcomes, via 
health service delivery objectives, to the necessary HRH inputs 
and the means of producing them. A clear analysis of the 
gaps between the total resource requirements and what the 
domestic economy can provide will then assist the donor 
community to identify the nature and magnitude of the 
contributions it can make. Developing countries should be 
assisted to develop the capacity to formulate such plans and 
negotiate their financing.

For those donors that are reluctant to commit to the course 
advocated above, there are opportunities elsewhere to 
support the scaling up of HRH. Minimal commitments, both 
in terms of cost and time, would be to support, mostly with 
technical assistance, comprehensive health workforce plan-
ning and management, together with its necessary precursor, 
a health workforce information system. This could usefully 
include reforms to the regulatory systems covering the 
licensing of the health professions and the accreditation of 
training institutions. Much could also be accomplished with 
modest sums to pilot incentive schemes to foster redeploy-
ment and productivity gains.  

For those donors who are prepared to commit funding 
to training systems, there are a number of discrete and 
time-limited interventions that would have a significant 
and, in some cases, revolutionary impact on domestic 
capacity. Among these are the rehabilitation or construction 
of training institutions, and their initial endowment with 
appropriate equipment (libraries, laboratories, teaching 
aids and communications). There are also opportunities 
to upgrade the human resources of the training system 
by providing scholarships for tutors or prospective tutors, 
assistance in modernizing curricula, and technical assistance. 
One of the critical bottlenecks in crisis countries is the 
shortage of well-trained and motivated tutors in health 
training schools. Therefore, one particularly valuable form of 
technical assistance could be to supply tutors, both to make 
up depleted numbers and to replace staff sent on overseas 
tutor training programmes. These expatriate tutors could 
have a significant impact in paving the way for reforms in 
curriculum content and teaching methods.

All of the interventions could be undertaken in project mode 
although, ideally, they would be undertaken within the 
framework of a collective funding agreement, following a 
country-led initiative to build a stronger, more productive, 
health workforce.
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Over the last decade, it has become increasingly clear that the health workforce 

deficit is an important obstacle to achieving the Millennium Development Goals, 

and that significant investment is needed to scale up the health workforce. This 

paper reflects an initial review of aid effectiveness in relation to human resources 

for health. It asks whether the recent aid effectiveness agenda, as expressed in 

commitments made to the Paris Declaration, is responding appropriately to the 

specific needs of HRH and countries’ efforts to strengthen and scale up human 

resources.  
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