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Abstract
The World Health Organization’s Global Strategy on Human Resources for Health: Workforce 2030 identified a projected shortfall of 18 million health workers by 2030, primarily in low- and middle-income countries. The need for investment was re-enforced by the 2016 report and recommendations of the United Nations High-Level Commission on Health Employment and Economic Growth. This exploratory policy tracing study has as objective to map and analyse investments by bilateral, multilateral and other development actors in human resources for health actions, programmes and health jobs more broadly since 2016. This analysis will contribute to the accountability of global human resources for health actions and its commitment by the international community. It provides insights in gaps, priorities and future policies’ needs. The study follows an exploratory rapid review methodology, mapping and analysing the actions of four categories of development actors in implementing the ten recommendations of the United Nations High-Level Commission on Health Employment and Economic Growth. These four categories of actors include (A) bilateral agencies, (B) multilateral initiatives, (C) international financial institutions and (D) non-state actors. Analysing the data generated via this review, three trends can be observed. Firstly, while a broad range of human resources for health actions and outputs have been identified, data on programme outcomes and especially on their impacts are limited. Secondly, many of the programmatic human resources for health actions, often funded via bilateral or philanthropic grants and implemented by non-governmental organisations, seemed to be rather short-term in nature, focusing on in-service training, health security, technical and service delivery needs. Despite the strategic guidance and norms developed by multilateral initiatives, such as the International Labour Organization–Organisation for Economic Co-operation and Development–World Health Organization Working for Health programme, has it been for several development projects difficult to assess how their activities actually contributed to national human resources for health strategic development and health system reforms. Lastly, governance, monitoring and accountability between development actors and across the policy recommendations from the United Nations High-Level Commission on Health Employment and Economic Growth could be improved. There has been limited actionable progress made for the enablers required to transform the workforce, including in the domain of generating fiscal space for health that would strengthen jobs in the health sector, the development of health workforce partnerships and its global agenda, and the governance of international health workforce migration. In conclusion, one can observe that global health workforce needs are much recognised, especially given the impact of the Covid-19 pandemic. However, 20 years after the Joint Learning Initiative on Human Resources for Health, there is still an urgent need to take shared responsibility for international cooperative action for overcoming and addressing persistent underinvestment in the health workforce. Specific policy recommendations are provided to this end.
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Policy recommendations for international health workforce investments by development actors

	1)
Develop a truly coherent global health workforce financing agenda and collaborative framework, including and beyond development aid for low- and middle-income countries. Solidarity and cooperation at the multilateral, regional and domestic level are required to sustain health workforce investments.

 

	2)
Address the health skills supply gap of the global market by providing financial and non-financial incentives to middle- and high-school graduates to enter health professions.

 

	3)
Significantly increase Official Development Assistance funding via investments in creating health sector jobs for youth and women.

 

	4)
Create sustainable health labour mobility partnerships between countries.

 

	5)
Extensive debt cancellation and the issuing of more Special Drawing Rights by the International Monetary Fund; reforms of international corporate taxation; creation of a new multilateral health systems financing mechanism; and reforming the conditions tied to external loans and their impact on fiscal space are necessary macro-economic policy enablers that supplement domestic finance and development aid in rapidly scaling up health workforce investments.

 





Background
The World Health Organization (WHO) has argued in its Global Strategy on Human Resources for Health: Workforce 2030 for much needed investments in health and health systems as to meet the future needs of populations [1]. A systematic analysis in 2017 estimated that an additional US$ 92 billion to US$ 150 billion would be needed annually to help strengthen the health and care workforce (HCWF) in Low- and Middle-Income Countries (LMICs) [2]. Many countries will thus continue to need external financial support throughout the period of the Sustainable Development Goals (SDGs), mostly to develop the foundations of their health systems. However, only 7% of all development assistance for health went to support health workforce between 1990 and 2020 [3].
This exploratory policy tracing study has the objective to map and analyse investments by bilateral, multilateral and other development actors in human resources for health (HRH) actions, programmes and health jobs more broadly since 2015. This analysis will contribute to the accountability of global HRH actions and its commitment by the international community. It provides insights in gaps, priorities and future policies’ needs. It will aim to answer the following research questions:	1.
What have been the major actors, domains and impact of HRH actions and policy that have been funded via bilateral, multilateral and other development funding since 2015?

 

	2.
To what extent have these investments been leveraged, or hampered by, financing policies at national and international level?

 

	3.
What kind of development recommendations can be elicited for future HRH investment and needs, also given the Covid-19 policy momentum?

 





Methodology
Given the considerable variety and contextual factors of different bilateral, multilateral and other HRH interventions, the study follows an exploratory rapid review methodology, applying an iterative and snowballing search strategy of academic literature via Google Scholar, Web of Science, policy documents, websites of governments, non-governmental organisations (NGOs), United Nations (UN) agencies and other actors involved, as well as other secondary data that provide insight in qualitative aspects of development cooperation for HRH.
The generic search terms included the main terms of the four strategic objectives of workforce 2030, as well as the ten recommendations by the United Nations High-Level Commission on Health Employment and Economic Growth (UNHEEG). These were matched with the terms ‘Official Development Assistance (ODA)’, ‘development cooperation’, ‘development partners’, ‘bilateral cooperation’, ‘multilateral agencies’, ‘international investment’, ‘international financial institutions’, ‘NGO’ as well as the specific names of several actors known to be active in health workforce development cooperation.
The ensuing categorisation followed characteristics of the development actors and financial flows involved. Four categories were applied, representing a broad set of actors considered most relevant for international cooperation on health workforce development:	A.
Bilateral state-to-state funded cooperation, including the non-state actors and programmes funded through this collaboration;

 

	B.
Multilateral cooperation, which includes cooperation with UN institutions, Organisation for Economic Co-operation and Development (OECD), regional entities like European or African Union and likewise via the ‘hybrid’ Global Health Initiatives such as the Global Fund to Fight AIDS, Tuberculosis and Malaria (GF), Gavi the Vaccine Alliance (Gavi), etc.;

 

	C.
Cooperation via International Financial Institutions (IFIs) and Development Banks, such as the International Monetary Fund (IMF) and World Bank (WB);

 

	D.
Other non-state actor collaborations, which include philanthropy funded and private sector cooperation, as well as partnerships between health professional, education or NGO groups, and broader civil society actions.

 




These categories, and actors involved, are not mutually exclusive. For the purpose of this study, we have iteratively selected the main actors relevant for HRH development cooperation, hereby excluding several smaller cooperative partnerships that were less financed and documented. The four categories provide the structure to analyse and compare the different HRH actions and funding mechanisms.
These four actor categories and their programmes were consecutively organised in a matrix against the ten objectives, “To transform the health workforce for the SDGs” as spelled out by the UNHEEG [4]. These ten objectives incorporate to a large degree the four objectives of Workforce 2030 into a broader inter-sectoral framework for SDGs implementation from a health workforce perspective. Out of these ten objectives, six focus on the change required and four on the enablers of this change (see Table 1). These UNHEEG objectives are listed in the results section in Italic as (UNHEEG Nr).Table 1Overview of the ten UNHEEG objectives


	Six objectives focus on change needed in health employment, health education and health service delivery

	1. Job creation

	2. Gender and women’s rights

	3. Education, training and skills

	4. Health service delivery and organisation

	5. Technology

	6. Crisis and humanitarian settings

	Four objectives focus on how to enable the necessary changes

	7. Financing and fiscal space

	8. Partnership and cooperation

	9. International migration

	10. Data, information and accountability




Data inclusion focused on actions taken after 2015. We specifically traced programmes, finance and type of actions undertaken by different actors. We also checked whether possible outcomes and impacts were reported. Actions taken by national governments without a direct international cooperation aspect were excluded from this analysis. Likewise, collaborations with a specific intra-regional focus were excluded for the main reason that the financial volume involved was often limited.
While the type of bilateral/multilateral finance and actions have not been applied rigidly, it would in general adhere to ODA criteria. The review looked for specific actions on health workforce cooperation. Broader collaborative actions supporting health systems strengthening (HSS), advancing Universal Health Coverage (UHC), improving generic public sector jobs, reform and education, humanitarian relief, health emergency programmes and broader labour migration programmes have been excluded from this search. Likewise, a range of health workforce programmatic collaborations that are relevant but small in expenditure, e.g., below US$ one million per annum, have been excluded from the dataset given their limited overall impact. English, French and Spanish sources have been included. Other languages have been excluded given language competency of researchers.
The data collected have been extracted and organised in an excel sheet, categorising type of actors across the ten UNHEEG recommendations. Further categorisation included type of funding sources, a brief overview of actions, countries and regions of implementation, timeline and outcome. The concept of fiscal space, and the analysis on why collaboration on this matters for health workforce collaboration, is presented.
A separate study quantifying HRH actions and expenditure via ODA is published in this special issue. This qualitative review builds on and complements the analysis and recommendations presented there [3].
The researchers have made use of the existing datasets and analysis conducted in tracing the policy actions of governments and development partners after commitments made during the third global forum on HRH in 2013 [5] as well as the data collected for the independent review of the Working for Health (W4H) programme in 2021 [6].
In total, 19 academic articles as well as 55 programme reports, policy analyses and websites have been reviewed and included in the dataset.

Results
Our qualitative analysis matches the available quantitative analysis on HRH expenditure from ODA [3]. Given the relevance of this study, the reproduced figure and explanation below provide a quantitative overview of HRH expenditure by source of ODA funding (Fig. 1). [image: ]
Fig. 1Official development assistance for human resources for health by source of funding; millions of 2020 US$ [3].


This figure indicates an absolute increase in ODA funding for HRH since early 2000s, while as a proportion of overall ODA for health it has remained stable at about 5–7% [3]. Over the last decade ODA for HRH has been provided by a small group of donor countries, notably the United States of America (USA), the United Kingdom (UK), Japan and Canada. The share of ‘other governments’ is likely coming from several European countries. Debt repayments and the boost to HRH funding is likely related to the Muskoka Initiative and fund on Maternal, Newborn and Child Health in 2010 [7]. The growing share of unallocable funding is probably due to expenditure by global health initiatives and multilaterals trust funds such as the GF, Gavi, Global Financing Facility (GFF), the W4H program and NGOs [3]. The proportion of funding by philanthropic organisations including the Bill & Melinda Gates Foundation has slightly increased over the recent years. The Covid-19 pandemic led to a considerable increase in short-term HRH spending, including via debt repayments, as to contain and respond to this global health crisis. It is to be seen if and how this increase will be sustained.
A qualitative description of HRH policy action per actor group is provided in the results section below. Given its importance in leadership, norm-setting and coordination, we first outline the overarching role of the WHO.
The World Health Organization
WHO has been the main actor and coordinator of the W4H programme (which also includes the International Labour Organization (ILO) and OECD) following the UNHEEG report from 2016. Besides being the lead agency responsible for governance and accountability, its specific contributions are outlined below.
WHO has leveraged on the decent employment theme by supporting multisectoral technical capacity in countries on the application of national health labour market analysis to develop policy options and actions. With W4H funding, this has been initiated in 16 countries, mainly in sub-Sahara Africa (SSA), Asia and the Middle East. This is supported by a health labour market analysis guidebook, developed by WHO [8]. In addition, ILO and WHO jointly provide guidance and assistance to countries to develop and implement occupational health and safety programmes for health workers, of which ‘Caring for those who care’ is an example [9]. The W4H programme has an important role in aligning international cooperation and investments with national health, labour and education strategies. W4H has focused on a number of SSA countries, like Guinea, Niger and South Africa as well as worked with regional authorities on economic development and health employment in the Western and Southern African region. The W4H programme enabled coordination between several ministries, international development partners, and professional associations on HRH policy action [6].
WHO is ramping up new E-Health learning modalities, via the establishment of the new WHO Academy, which has the aim to stimulate lifelong learning for health professionals [10]. Moreover, new skills development as well as protection measures are required to enable health workers to continue their services in times of (health) crisis and humanitarian contexts (UNHEEG 6). WHO’s surveillance system for Attacks on Health Care is active since 2017 and provides an updated overview of violence directed against health care facilities and personnel, including on the type of violence and location of the event [11].
The domain of International Migration Cooperation (UNHEEG 9) has been an important area for cooperation of the WHO with non-state actors given the involvement of regulators, trade unions, health service employers, recruitment agencies and others. In 2018, WHO, together with OECD and ILO, set up the International Platform on Health Workforce Mobility (IPHWM) to advance dialogue, knowledge and cooperation in the area, notably to implement the WHO Global Code of Practice on the International Recruitment of Health Personnel [12]. This multi-actor platform facilitated an Expert Advisory Group to review the Relevance and Effectiveness of the WHO Global Code [13]. Complementarily, the IPHWM has aimed to implement the principles of the UN Global Compact for Safe, Orderly and Regular Migration [14]. Unfortunately, the IPHWM has not assembled since the start of the pandemic. WHO has published the health workforce support and safeguard list of 47 countries with the most pressing UHC-related health workforce challenges, and discourages active recruitment from these member states [15]. In 2023, the list was updated and the number of countries has increased to 55 [16].

Bilateral cooperation for health workforce development
Education and training
In the domain of health workforce education, skills and training (UNHEEG 3) persistent bilateral cooperation has been evident. Organisations like IntraHealth International and THET have worked with American and British development cooperation funding, since more than a decade, in several SSA and Asian countries. They have provided collaborative programmes with both government and private actors to strengthen matters like workforce management, performance and capacity development. Between them, these organisations claimed to have trained over half a million of formal and community health workers over the last decade [17, 18]. Given a greater focus on global health security since the Ebola outbreak in West Africa in 2014–2016 [19], several bilateral agencies have supported training for health workers in surveillance, infectious prevention control, vaccination programmes and occupational safety. Complementarily, a wide range of programme activities and development cooperation projects have focused on improving health service delivery. E.g., Amref Health Africa, which receives support via bilateral donors and non-state actors, is working in a number of African countries on leadership, management and productivity of (community) health workers (UNHEEG 4). The organisation has advocated for the need to re-engineer and invest in the health workforce in SSA [20]. Bilateral donors like the United States Agency for International Development (USAID), the Japan International Cooperation Agency (JICA), and the Swedish International Development Cooperation Agency (SIDA) have implemented several health services and HRH development programmes, with different foci, but often including maternal and child health components, and cooperating with government and other partners in particularly the SSA and Central Asian regions. Similarly, the French Muskoka Fund aims to reduce maternal, newborn, infant and child mortality by strengthening national health systems, notably by investing in the health workforce [21]. Denmark joined the initiative at the end of 2018. The Muskoka Fund supports the joint work of four UN agencies (WHO, UN Women, United Nations Population Fund and UNICEF) and operates in nine countries in West and Central Africa [21].

Digital health
Since 2015, there has been a steady expansion of different digital health-services, education and information platforms (UNHEEG 10), supported by development actors, that enable knowledge sharing and interactions between health workers, patients and other relevant actors. USAID has financed, via several implementing agencies, the roll-out out of iHRIS Health Workforce Information Systems Software, an open-source software that tracks and manages health workforce data to improve access to services [22]. The HRH2030 programme implemented by Chemonics International has focused during several years on the data-integration and management of iHRIS across multiple sectors with the aim to improve governance of national health labour markets [23]. This data-integration approach is complemented by the technological application (UNHEEG 5) of “mHero”, which is a two-way, mobile, phone-based communication system that connects ministries of health and health workers. It has so far been implemented in seven countries [24]. Amref Health Africa has also over the years introduced and scaled-up digital innovations via E-Health applications and M-Health interventions in the maternal, newborn and child health domain of (community) health workers [25].

Covid-19
The Covid-19 pandemic triggered many bilateral actions and support, notably because of WHO’s International Year of Health and Care Workers campaign [26]. Despite the many workforce interventions that were initiated during the Covid-19 pandemic, it is difficult to have a qualitative, comprehensive, tracing of actions that took place. Most of these seem to have focused on short-term training activities for, and contracting of, health professionals and community health workers in providing emergency care and vaccinations during the pandemic but with little impact on financing sustainable health systems interventions. Regardless, relevant insights have emerged from the Covid-19 response. Many of the OECD countries already reliant on foreign nurses and doctors, have further recognised them as key assets, and implemented additional policy measures to ease their entry and the recognition of their professional qualifications [27]. Also, Covid-19 has helped making visible the vital professions of, amongst others, healthcare workers and that states can prioritise, even if briefly, health over wealth [28]. Decent work will be important in the Covid-19 economic recovery [29] and applying a gender-equity lens remains highly pertinent [30].


Multilateral cooperation and health workforce development
Decent employment and job creation
The need for investment in decent employment and job creation (UNHEEG 1) had been re-enforced by the 2016 report and recommendations of the UNHEEG [4]. It formed the basis for the five-year action plan for health employment and inclusive economic growth and the related ILO–OECD–WHO W4H programme [31]. The W4H programme is financed via a Multi-Partner Trust Fund, which is managed by the United Nations Development Programme (UNDP). A review noted the programme being highly relevant, especially in light of the impact of the Covid-19 pandemic. However, the overall effectiveness of the W4H programme has been limited with about US$ 10 million in funding received by the Norwegian Agency for Development Cooperation (Norad), the Silatech foundation, and the UN Peace and Development Fund, while its intended five-year action plan target has been US$ 70 million [6].
The 2015 Addis Ababa Action Agenda on financing Sustainable Development stipulates that, besides low-income countries (LICs), the financing of public sector jobs is a national responsibility, to be generated via domestic resource mobilisation [32]. This principle, matched with the focus of macro-economic fiscal sustainability, implies that there is limited scope for development and multilateral partners to directly employ health workers. However, remuneration top-ups for public sector health workers are frequently applied in programmes. A 2017 review found that in 27 LICs, multilateral agencies and development banks played an important, technical and financial, role in advancing HRH actions [5].

The global health initiatives
The GF still employs, in a limited manner and only in LICs, health workers for its programmes. Though this seems considerably lower in all-over finance commitments than during the height of the HIV pandemic 15 years ago [33]. For instance, the GF has expended US$ 1.6 billion over the period 2003–2017 in 13 Eastern Mediterranean countries. The average expenditures allocated to “direct” HRH activities such as salaries, training costs, and technical assistance had been only 13% of total budgets [34].
During the pandemic, the GF focused on the provision of medical Personal Protective Equipment (PPE) for health care workers [35]. Investing in health workforce recurrent costs is discouraged for Gavi and the GFF (the latter being a WB Trust fund). Gavi is encouraging innovative HRH trainings in its grants. The GFF does not have yet a separate strategy on financing HRH in its grants but aims to be flexible in the wake of the pandemic with its HRH budgetary support. In fact, at its 14th Investors Group meeting in June 2022, the GFF recognised the need for strengthening HRH and decided to develop an operation plan to identify its role in supporting countries, which was endorsed in November 2022 [36]. It is suggested that Gavi, GF, and the GFF started pooling funds nationally around health system and workforce strengthening, allowing flexibility of their use, improving coordination among them and other agencies, and aligning with sound national HRH planning [37]. Nevertheless, HRH remains one of the neglected areas in The Global Action Plan for Healthy Lives and Well-being for all which brings together 13 multilateral health, development and humanitarian agencies to better support countries to accelerate progress towards the health-related SDGs [38].

Gender and data exchange
There are several examples of multilateral programmes that advocate for gender equality and women’s rights (UNHEEG 2) in relation to labour market inclusivity as well as the need to develop a gendered lens to health workforce investment and development. Studies, such as the recent joint ILO and WHO gender pay gap report, which indicates that women in the health and care sector earn 24% less than men, have made the call for large-scale investment to redress the undervaluation of the sector [9]. Generation Equality Forum (UN Women) [39] and the Muskoka G8 initiative [7] also note the need to invest with a gendered lens. In addition to this, many professional agencies, funders, UN bodies and civil society speak out, and address, on gender equality, jobs investment and reforms needed in the nursing and midwifery workforce [40].
The OECD, as part of the W4H programme, has developed together with WHO and ILO an Interagency Data Exchange which has contributed to the strengthening of the National Health Workforce Accounts (NHWA) database, which informs accountability for country actions. Health workforce stock data are available for 175 Member States for the top five occupations. Data on active foreign-trained workers are also available for 120 countries in the NHWA platform [41]. The OECD has further developed its health workforce statistics as part of its health systems monitoring work [42]. Furthermore, at WHO regional levels HRH development and policy is monitored or analysed via health workforce and systems observatories that provide detailed understanding of regional workforce development [43–45].


Contributions by international financial institutions
Financing and fiscal space
IFIs have an important role in enabling the change recommendations of the UNHEEG, as international financing can be used to support catalytic investments in developing human capitals and skills for the health economy [46]. Actions on enabling financing and fiscal space (UNHEEG 7) for health employment, at an international and multilateral level, have been below the expectations expressed by the UNHEEG commission. With health workforce development and employment being considered (mainly) a domestic responsibility international investments in and technical support for increasing domestic revenues to this aim have been limited. Several LMICs have invested in their health workforce since the adoption of the global Workforce 2030 strategy [5]. Nevertheless, one sees a general global trend of adjustment and austerity in public expenditures over the decade 2010–2019, which is likely to be worsened in the years following the Covid-19 pandemic [47].
The WB has recommended five ways to expand fiscal space for health specifically in LMICs: economic growth, budget prioritisation, earmarking of certain revenues, improved efficiency of spending in health and external resources [48]. For instance, an analysis of 20 countries in East and Southern Africa indicated that the cumulative potential budget space for HRH could increase by 7.6% per annum up to 2026 if HRH is sufficiently prioritised within the health expenditure [49].
The IMF can also affect fiscal space for health, national policy-making, and the ability of a country to allocate resources into training, hiring, and retaining HRH via its fiscal and monetary policies. The IMF has been criticised for its emphasis on macro-economic stability and government solvency over social needs and development from increased public spending [50]. Research on conditions attached to IMF loans in 26 country programmes approved in the years 2016 or 2017 revealed that, contrary to what the IMF has been formally propagating, the majority were geared towards fiscal consolidation and wage bill freezes for public sector jobs, including in the health sector [51, 52]. Of the 57 countries identified by the WHO as facing critical health worker shortages, 24 received advice from the IMF to cut or freeze public sector wages in the three years before the pandemic [53].

Human capital
Although the WB made a shift in 2018 with its ‘Human Capital Project’, which has the aim to support countries to invest in people, and improve their human capital potential, the overall expectation that there is a reformulation of WB and IMF policies in the wake of the pandemic seems uncertain. The WB mentioned in 2021 that they are open for ‘HRH business’ in responding to the urgent workforce needs expressed during the Covid-19 pandemic [54]. The WB has provided US$ 12 billion in loans and grants to LMICs for purchasing vaccines. 20–30% of these funds should go to Community Health Workers supporting the roll-out of these vaccines [54]. These funds could in principle be used for the remuneration of health care workers. However, a NGO research report stated that out the 71 WB Covid-19 country projects, two-thirds of them do not include any plans to increase the number of health workers, and that the 25 projects which do, have substantial shortcomings, such as there being only temporal support for extra health workers, and no specification of the number of additional workers to be supported [55].
In 2020, WHO and the European Investment Bank (EIB) enhanced cooperation to support countries in addressing the health impact of Covid-19. This was followed in 2022 by a pledge of the EIB to make available at least €500 million to support HSS and more specifically Primary Health Care (PHC) in SSA- countries [56]. While there have been some vocational training programmes for health professionals funded by regional development banks in Asia and Africa, especially in relation to Covid-19 pandemic response, these did not constitute a main strategic theme for economic investment in the region.
The WB is amongst the financers of programmes to improve digital skills of health workers, whose use has expanded during the pandemic, [57] and that builds on WHO’s discussion paper on digital education for building health workforce capacity [58].


Collaborations with non-state actors
Cooperation with NGOs, professional associations and the private sector
Non-state actors such as civil society, professional associations, philanthropic foundations and private commercial actors take an important role as collaborators in taking the objectives from the Workforce 2030 strategy and the UNHEEG action plan forward. The partnership and cooperation part (UNHEEG 8) refers to ‘aligning international cooperation to support investments in the health workforce, as part of national health and education strategies’ [4]. This approach got traction given the need to develop resilient health systems in the wake of the Ebola epidemic in West Africa (2014–2016) [59]. THET’s partnership model deserves mentioning as in the last decade it has reached over 100 000 health workers with training and education across 31 countries in Africa and Asia in partnership with over 130 UK institutions, including National Health Service (NHS) Trusts, Royal Colleges and academic institutions. This is funded through bilateral government cooperation grants, but includes a considerable degree of volunteer commitment [18]. The GF announced in 2022 a partnership with the Africa Frontline First Initiative to create a Catalytic Fund that will accelerate scale up of 200 000 community health workers deployed in ten SSA countries by 2030. The GF matches hereby private sector investments to the Catalytic Fund from philanthropic foundations totalling US$ 25 million [60]. This is an example of ‘blended finance’.
WHO has worked in close partnership with the International Council of Nurses, as well as the International Confederation of Midwives, to produce the State of the World Nursing report [61] and State of World’s Midwifery report [62], respectively. Both reports stress the chronic limitations of fiscal space in low-income and conflict affected countries and for the need to invest in education and employment for nursing and midwifery staff. Both reports argue that in these settings there is need for human capital investments and institutional fund-pooling arrangements by development partners and IFIs [61, 62].

Global Skills Partnerships
The Global Skills Partnerships approach as promoted by the Centre for Global development [63] has been applied in the health sector by bilateral organisations like the German Development Cooperation agency (GIZ). It has facilitated skills development and mobility partnerships for health care employment between German health care actors and labour migrants from the Philippines, Tunisia, and Kerala, which led to the recruitment of nearly 5000 professionals [64]. The WB is also much interested in this approach, i.e. for the recruitment of Nigerian nurses working in the UK health care system [65]. However, researchers have raised questions about the sustainability of these programmes [66]. An alternative health labour migration approach is the AHEAD project managed by Wemos that addresses, via a dialogue on policy reforms, health worker shortages in isolated or depopulated areas of the European Union and its neighbouring countries, known as ‘medical deserts’ [67].
Besides the cooperation in the workforce mobility domain, there is a considerable number of, often smaller in size but sometimes larger, partnerships, whereby states, private actors and philanthropy are involved and funded via ODA or other schemes. An observation here is that these initiatives are rather scattered, and that there is no real coordination, coherence or learning between them. This may be related to the Global Health Workforce Alliance (GHWA) ending its ten-year mandate in 2015, as there was too little donor interest in continuing funding this global partnership hosted at WHO [68]. Despite the existence of a loosely organised but limitedly funded Global Health Workforce Network (GHWN) that continued after the closure of GHWA [69] there is not, at the moment, an overarching collaborative form of networked partnership that could influence and maintain the health workforce action agenda at the global level.



Discussion
The results provide an overview of HRH actions by developments actors, categorised across programmatic work by WHO, four actor categories, and the ten recommendations of the UNHEEG. It indicates that HRH programmatic action and its relevance for HSS, health security and economic development have been furthered since the adoption of the Workforce 2030 strategy. The majority of actions took place in the 55 countries covered by WHO in its health workforce support and safeguard list, with a considerable amount of these actions in SSA countries [16]. Three observations can be made analysing the data and comparing the four actor categories.
A need for sustainable and integrated workforce cooperation
Firstly, many of the programmatic HRH actions, often funded via bilateral or philanthropic grants and implemented by NGOs, seem rather short-term in nature, focused on education, vaccination skills, technical and service delivery needs. Part of these efforts targeted community health workers, but the more health security (e.g., application of PPE material) and digital technological skills development targeted formal health professionals. The sustainability of ODA-funded HRH actions requires attention. These strategic considerations have been more the focus of HRH governance processes and monitoring reports funded via multilateral initiatives. Although the Workforce 2030 strategy and the W4H programme emphasise and advocate for long-term integrated gender-sensitive actions across the health labour market spectrum, development funded HRH actions too often follow a short programme cycle and remain isolated from the required multisectoral health sector and economic reforms. Country ownership and participation in programme design and implementation by national and local stakeholders varies. While such a programmatic commitment differs between countries and with several positive examples existing, such as in Ethiopia, Rwanda and Cambodia [5], it was for many bilateral funded HRH projects unclear to assess how their activities actually contributed to national HRH strategic development and health system reforms. A more sustainable and integrated workforce partnership and leadership is required [70]. This would need a strengthened ‘health workforce literacy’ amongst all stakeholders involved. With such a locally owned approach in place, Ministries of Finance and international donors could be approached to provide financial and technical assistance as needed [71].

Governance, accountability and shared responsibility
This leads to a second observation. Governance and accountability between development actors and across the ten UNHEEG policy recommendations could be considerably improved. There has been only limited action for the financial enablers required to transform the workforce. The decent employment and women’s labour rights aspects are often talked about, but too little followed by concrete development programmes and funded initiatives. The logic here is that this is a domestic state responsibility that development actors can support, but cannot take long-term responsibility for. We see inconsistencies here. In a financialised and globalised international economy, many LMICs have, de facto not de jure, only limited autonomy to increase their fiscal space investing in the health employment [72]. 143 countries expect to cut public budget spending in 2023, due to economic volatility following the pandemic and other crises [47]. Health employment financing in LMICs should not be a sole domestic responsibility, but requires shared responsibility for cooperative action—as pointed out by the Joint Learning Initiative on HRH some twenty years ago [73]. It would be fair to develop a coherent global framework for health workforce finance and investment based on shared responsibility principles, including debt relief and cancelation for LICs [74]. Doing so, accountability and coordination between actors is not only needed at the national level, but also at the international level. The GHWA was originally tasked with playing a role in defining and monitoring this global health workforce agenda. Fifteen years after the Kampala declaration and agenda for Global Action [75] we unfortunately assess that, policies toward building coherent ‘global leadership for health workforce solutions’ and ‘securing additional and more productive investment in the health workforce’ have been restricted in scope and outcome [76].

Generating evidence on relevance and effectiveness of health workforce investments
Lastly, while a broad range of HRH actions and outputs have been identified, available data on programme outcomes and especially impacts are few in number. While there is solid evidence that investment in the health workforce is relevant for economic growth [76], this impact was difficult to be proven for most of ODA-funded HRH actions found in this review. This is not surprising, given its multiple variables, including required domestic investments and commitments for HRH development, as well as external factors like the Covid-19 pandemic, social and economic instability, etc. Nevertheless, research on the actual effectiveness of HRH development action, including for numerous cross-cutting workforce-specific initiatives in global health programmes, is only limited conducted via formal academic studies.

ODA funding for HRH interventions
Our findings do complement, and are coherent with, the quantitative analysis on ODA funding for HRH for the period 2016–2020 [3]. Despite an evident increase in funding during the Covid-19 outbreak, HRH-funded activities have changed only marginally over time as training remains the primary type of activity being supported. In 2020, 7% of ODA (US$4 billion) has been directed to HRH activities. Moreover, most of the funded activities have remained short-term in scope with limited impact on developing sustainable health systems in the long term [3]. ODA funding for HRH hence falls far short in contributing to US$278 billion needed annually for HSS in 67 LMICs for attaining the SDGs [2].In 2021, the director of WHO’s Health Workforce Department called this a ‘global scramble for health workers’ and that we need sustainable investments in education and employment: ‘This needs multiyear long-term investments, it is a moral obligation, a billion here and a billion there is not going to make a difference.’ [54].

A health workforce crisis momentum?
In the wake of the Covid-19 pandemic and given the rapid growing inequities in and beyond the health care sector a leap frog ambition is needed. In the WHO European region policy action is required as the ageing of the health and care workforce is a concern and poses a threat to the sustainability of the workforce due to the challenge of replacing workers when they retire [77]. The Biden–⁠Harris Administration Global Health Worker Initiative likewise realises the need to invest in health and care workers as a crucial contribution to the Sustainable Development Agenda [78]. WHO’s global health and care worker compact, adopted by the World Health Assembly in 2022 provides guidance on how to protect health and care workers and safeguard their rights, and to promote and ensure decent work [79].
While the size of the health workforce increases globally as more jobs are, and will, continue to be created in the health economy, this masks considerable inequities, particularly in WHO African and Eastern Mediterranean regions, and alarmingly among the 55 countries on the WHO Support and Safeguards List. In these two regions and countries, characterised by a growing population size and the rising demand for health services, improvement in health workforce shortages remain stagnant by 2030 without urgent policy action [80]. Moreover, the quality of these globally growing health sector jobs, by some defined as ‘care extractivism’, deserves more research from a decent employment perspective. The actual distribution of these jobs between the private and public sector may imply increasing health system inequities [40]. Research on HRH policies in post-conflict and post-crisis settings indicates the difficulty to sustain ODA investments. Health seems to be more a pre-occupation of the international community than of governments in fragile states as these may face other policy priorities [81].

Five policy recommendations
Based on the three observations made above, the analysis of ODA funding for HRH programmes and the persistent health workforce crisis, several international policy priorities should be considered. In a policy brief targeting the G7 countries, Soucat and colleagues provide four relevant policy recommendations for developing HRH in a globalised world, arguing the need to move from an efficiency to an equity investment approach in the social and health care sector. Their recommendations are: (1) develop a truly coherent global HRH agenda, over and beyond development aid for LICs; (2) address the health skills supply gap of the global market by providing financial and non-financial incentives to middle- and high-school graduates to enter health professions; (3) significantly increase ODA funding via investments in creating health sector jobs for youth and women; and (4) create sustainable health labour mobility partnerships between countries (82). Following the analyses from the WHO Council on the Economics of Health for All a fifth recommendation can be articulated [83]; development programmes and investments by the IFIs to support (community) health workforce training and education should be structurally complemented by accommodating macro-economic policy to increase public spending for decent employment, including flexibility in fiscal deficits, expansionary monetary policy, extensive debt cancellation and the issuance of more IMF Special Drawing Rights, targeting tax avoidance and evasion by transnational cooperation [52].


Limitations
The aim of this review has not been to evaluate the implementation of individual programmes. Given the variation of sources and heterogeneity of the data it has been impossible to compare the qualitative level of evidence between the data sources. Triangulation of different data-sources allowed for a general overview of actors involved and their main field of action. The researchers have conducted a rapid review of the secondary data available while acknowledging several inadequacies: many HRH development actions are not covered in academic literature; HRH development actions may be part of broader HSS, UHC, PHC or global health security actions; they may be part of a multiplicity of smaller initiatives across the globe often by volunteers and health professionals that receive limited renumeration for these collaborations. The macro-perspective provided in this analysis needs ideally to be complemented by primary data collection at the (sub)-national level to assess the actual sustainability of collaborative HRH actions. We likely only see the tip of the iceberg of ongoing cooperation. The researchers have conducted reviews and analyses on international HRH policies over more than a decade and this has structured, and may have impacted, their overall assessment.

Conclusion
This exploratory analysis had provided a generic and comparative qualitative overview of ODA relevant actions in the HRH domain to attain the SDGs. More specifically, it has assessed the contribution of development actors to the implementation of WHO’s Workforce 2030 strategy and the recommendations of the UNHEEG commission. The global health and care workforce needs are much recognised, especially given the impact on the Covid-19 pandemic. Unfortunately, this has only partially led to actual HRH commitments and funded programmes by development actors. While a range of short-term training and education programmes exists, there is too little actual cooperation for sustainable and strategic health workforce development, including the creation of decent employment in the health sector. This can partly be attributed to a macro-economic environment of fiscal limitations and austerity in times of multiple crises, notably in a number of LMICs, and partly because foreign policy and (global health) development cooperation has focused on other collaborations and crisis management. Twenty years after the Joint Learning Initiative on HRH there is still an urgent need to take shared responsibility for cooperative action for overcoming the health workforce crisis.

Acknowledgements
We thank Paul Marsden, Rania Kawar and Pascal Zurn of WHO’s Health Workforce department for their support in defining scope, methodology, process of this study and for providing a first review.

Author contributions
RP drafted study outline and methodology, is responsible for overall manuscript writing. RP, LM, MK conducted the review. All authors complemented and reviewed results and discussion section. All authors agree on the manuscript.

Funding
This study has been commissioned and funded by the World Health Organization.

Availability of data and materials
FAIR research principles are applied and data extraction sheet is available on request via the corresponding author.

Declarations
Ethics approval and consent to participate
Not applicable as data analysed are secondary data that are publicly available.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.


References
	1.
World Health Organization. Global strategy on human resources for health: workforce 2030. Geneva: World Health Organization; 2016. https://​apps.​who.​int/​iris/​handle/​10665/​250368

	2.
Stenberg K, Hanssen O, Edejer TTT, Bertram M, Brindley C, Meshreky A, et al. Financing transformative health systems towards achievement of the health Sustainable Development Goals: a model for projected resource needs in 67 low-income and middle-income countries. Lancet Glob Health. 2017;5(9): e875.CrossrefPubMedPubMedCentral

	3.
Micah AE, Solorio J, Stutzman H, Zhao Y, Tsakalos G, Dieleman JL. Development assistance for human resources for health, 1990–2020. Hum Resour Health. 2022;20(1):51.CrossrefPubMedPubMedCentral

	4.
World Health Organisation. Working for Health and Growth. Investing in the health workforce. Report of the High-Level Commission on Health Employment and Economic Growth. 2016. https://​apps.​who.​int/​iris/​bitstream/​handle/​10665/​250047/​9789241511308-eng.​pdf?​sequence=​1

	5.
van de Pas R, Veenstra A, Gulati D, Van Damme W, Cometto G. Tracing the policy implementation of commitments made by national governments and other entities at the third global forum on human resources for health. BMJ Glob Health. 2017;2(4): e000456.CrossrefPubMedPubMedCentral

	6.
World Health Organization. Working for health: a review of the relevance and effectiveness of the five-year action plan for health employment and inclusive economic growth (2017–2021) and ILO-OECD-WHO Working for Health programme. Geneva: World Health Organization; 2021. https://​apps.​who.​int/​iris/​handle/​10665/​340716. Accessed 2 May 2023.

	7.
Kirton J, Kulik J, Bracht C. The political process in global health and nutrition governance: the G8’s 2010 Muskoka initiative on maternal, child, and newborn health. Ann N Y Acad Sci. 2014;1331(1):186–200. https://​doi.​org/​10.​1111/​nyas.​12494.CrossrefPubMed

	8.
World Health Organization. Health labour market analysis guidebook. Geneva: World Health Organization; 2021. https://​apps.​who.​int/​iris/​handle/​10665/​348069

	9.
World Health Organization, International Labour Organization. Caring for those who care: guide for the development and implementation of occupational health and safety programmes for health workers. Geneva: World Health Organization; 2022. https://​apps.​who.​int/​iris/​handle/​10665/​351436

	10.
World Health Organization. WHO Academy. 2022. https://​www.​who.​int/​about/​who-academy. Accessed 1 May 2023.

	11.
World Health Organization. Surveillance System for Attacks on Health Care (SSA). 2022. https://​extranet.​who.​int/​ssa/​LeftMenu/​Index.​aspx. Accessed 2 May 2023.

	12.
World Health Organization. International Platform on Health Worker Mobility. 2018. https://​www.​who.​int/​teams/​health-workforce/​migration/​int-platform-hw-mobility. Accessed 2 May 2023.

	13.
World Health Organization. Report of the WHO Expert Advisory Group on the Relevance and Effectiveness of the WHO Global Code of Practice on the International Recruitment of Health Personnel. Geneva; 2020. https://​www.​who.​int/​publications/​m/​item/​2020-eag-code-report. Accessed 2 May 2023.

	14.
United Nations General Assembly. Global compact for safe, orderly and regular migration. 2018. https://​documents-dds-ny.​un.​org/​doc/​UNDOC/​GEN/​N18/​451/​99/​PDF/​N1845199.​pdf. Accessed 1 May 2023.

	15.
World Health Organization. Health Workforce Support and Safeguards List 2020 [Internet]. Geneva; 2020. https://​apps.​who.​int/​gb/​ebwha/​pdf_​files/​WHA73/​A73_​9-en.​pdf. Accessed 2 May 2023.

	16.
World Health Organization. Health Workforce Support and Safeguards List 2023. Geneva; 2023. https://​www.​who.​int/​publications/​i/​item/​9789240069787. Accessed 2 May 2023.

	17.
IntraHealth International. Health workforce development. 2023. https://​www.​intrahealth.​org/​topics/​health-workforce-development. Accessed 2 May 2023.

	18.
THET. What we do. 2023. https://​www.​thet.​org/​about-us/​what-we-do/​. Accessed 2 May 2023.

	19.
Lancet T. No health workforce, no global health security. Lancet. 2016;387(10033):2063.Crossref

	20.
Amref Health Africa. Re-engineering the Health Workforce in Sub-Saharan Africa – Amref Health Africa. 2022. https://​amref.​org/​position-statements/​re-engineering-the-health-workforce-in-sub-saharan-africa/​. Accessed 1 May 2023.

	21.
Fonds Francais Muskoka. 10 years of the French Funds Muskoka. 2021.

	22.
IntraHealth International. iHRIS. 2023. https://​www.​ihris.​org/​ihris. Accessed 2 May 2023.

	23.
Chemonics International. HRH2030 Program | Build Sustainability of Investment in the Health Workforce. 2022. https://​hrh2030program.​org/​build-sustainability-of-investment-in-the-health-workforce/​. Accessed 1 May 2023.

	24.
IntraHealth International. mHero. 2023. https://​www.​mhero.​org/​overview. Accessed 2 May 2023.

	25.
Amref Health Africa. Innovative Health Services and Solutions – Amref Health Africa. 2022. https://​amref.​org/​strategic-pillars/​innovative-health-services-solutions/​. Accessed 1 May 2023.

	26.
World Health Organization. Year of Health and Care Workers 2021. 2021. https://​www.​who.​int/​campaigns/​annual-theme/​year-of-health-and-care-workers-2021. Accessed 2 May 2023.

	27.
OECD. Contribution of migrant doctors and nurses to tackling COVID-19 crisis in OECD countries. 2020. https://​read.​oecd-ilibrary.​org/​view/​?​ref=​132_​132856-kmg6jh3kvd&​title=​Contribution-of-migrant-doctors-and-nurses-to-tackling-COVID-19-crisis-in-OECD-countries. Accessed 2 May 2023.

	28.
Gupta J, Bavinck M, Ros-Tonen M, Asubonteng K, Bosch H, van Ewijk E, et al. COVID-19, poverty and inclusive development. World Dev. 2021;145: 105527.CrossrefPubMedPubMedCentral

	29.
Llop-Gironés A, Vračar A, Llop-Gironés G, Benach J, Angeli-Silva L, Jaimez L, et al. Employment and working conditions of nurses: where and how health inequalities have increased during the COVID-19 pandemic? Hum Resour Health. 2021;19(1):112.CrossrefPubMedPubMedCentral

	30.
Boniol M, Mcisaac M, Xu L, Wuliji T, Diallo K, Campbell J. Gender equity in the health workforce: analysis of 104 countries. Geneva; 2019. (Health Workforce Working Paper). Report No.: 1. https://​apps.​who.​int/​iris/​bitstream/​handle/​10665/​311314/​WHO-HIS-HWF-Gender-WP1-2019.​1-eng.​pdf. Accessed 2 May 2023.

	31.
World Health Organization. Five-year action plan for health employment and inclusive economic growth (2017–2021). Geneva: World Health Organization; 2018.

	32.
United Nations Department of Economic and Social Affairs. Addis Ababa Action Agenda of the Third International Conference on Financing for Development. New York; 2015. https://​sustainabledevel​opment.​un.​org/​content/​documents/​2051AAAA_​Outcome.​pdf. Accessed 1 May 2023.

	33.
Global Fund. The Global Fund Strategy 2017–2022; Investing to end epidemics. 2017. https://​www.​theglobalfund.​org/​media/​2531/​core_​globalfundstrate​gy2017-2022_​strategy_​en.​pdf. Accessed 1 May 2023.

	34.
Okunogbe A, Bowser D, Gedik G, Naseri S, Abu-Agla A, Safi N. Global Fund financing and human resources for health investments in the Eastern Mediterranean Region. Hum Resour Health. 2020;18(1):48.CrossrefPubMedPubMedCentral

	35.
Global Fund. Transforming the Medical PPE Ecosystem; Joint action can protect healthcare workers with effective and high-quality personal protective equipment. 2021. https://​www.​theglobalfund.​org/​media/​11243/​publication_​ppe-synthesis_​paper_​en.​pdf. Accessed 1 May 2023.

	36.
Global Financing Facility. Fourteenth Investors Group (IG14) meeting report. 2022 Jun.

	37.
Wemos, Cordaid. Strengthening health systems strengthening; an analysis of coordination among the Global Fund, the Global Financing Facility and Gavi (3Gs). 2021. https://​www.​wemos.​nl/​wp-content/​uploads/​2021/​04/​Cordaid-and-Wemos_​Strengthening-Health-Systems-Strengthening_​March-2021.​pdf. Accessed 1 May 2023.

	38.
Voss M, Marten R, Gulati D. Accelerating the SDG3 Global Action Plan. BMJ Glob Health. 2019;4(5):1930.Crossref

	39.
UN Women. Generation Equality Forum. 2021. https://​forum.​generationequali​ty.​org/​. Accessed 2 May 2023.

	40.
Llop-Gironés A, Vračar A, Eder B, Joshi D, Dasgupta J, Paremoer L, et al. A Political Economy analysis of the impact of Covid-19 pandemic on health workers: making power & gender visible in the work of providing care. 2021. https://​law.​yale.​edu/​sites/​default/​files/​area/​center/​ghjp/​documents/​phm_​commentary_​v2.​pdf. Accessed 1 May 2023.

	41.
World Health Organization. National Health Workforce Accounts Data Portal. 2022. https://​apps.​who.​int/​nhwaportal/​. Accessed 2 May 2023.

	42.
OECD. Health at a Glance 2021. OECD; 2021. (Health at a Glance). https://​www.​oecd-ilibrary.​org/​social-issues-migration-health/​health-at-a-glance-2021_​ae3016b9-en. Accessed 2 May 2023.

	43.
PAHO. El Observatorio | Observatorio Regional de Recursos Humanos de Salud. 2023. https://​www.​observatoriorh.​org/​es/​el-observatorio#a. Accessed 1 May 2023.

	44.
European Observatory on Health Systems and Policies. Human resources and health workforce. 2023. https://​eurohealthobserv​atory.​who.​int/​themes/​health-system-functions/​human-resources. Accessed 2 May 2023.

	45.
World Health Organization SEARO. Asia Pacific action alliance on human resources for health. 2022. https://​aaahrh.​net/​. Accessed 1 May 2023.

	46.
World Health Organization. High-Level Commission on Health Employment and Economic Growth. 2016. https://​www.​who.​int/​teams/​high-level-commission-on-health-employment-and-economic-growth/​commitments-to-action. Accessed 2 May 2023.

	47.
Ortiz I, Cummins M. End Austerity. A Global Report on Budget Cuts and Harmful Social Reforms in 2022–25. 2022. https://​assets.​nationbuilder.​com/​eurodad/​pages/​3039/​attachments/​original/​1664184662/​Austerity_​Ortiz_​Cummins_​FINAL_​26-09.​pdf. Accessed 2 May 2023.

	48.
Tandon A, Cashin C. Assessing Public Expenditure on Health from a Fiscal Space Perspective. Washington, DC: World Bank, Washington, DC; 2010. (Health, Nutrition and Population (HNP) discussion paper). http://​hdl.​handle.​net/​10986/​13613. Accessed 9 May 2023.

	49.
Asamani JA, Kigozi J, Sikapande B, Christmals Dela C, Okoroafor SC, Ismaila H, et al. Investing in the health workforce: fiscal space analysis of 20 countries in East and Southern Africa, 2021–2026. BMJ Glob Health. 2022;7(1): e008416.CrossrefPubMedPubMedCentral

	50.
Rowden R. International Monetary Fund sacrifices higher growth, employment, spending, and public investment in health systems in order to keep inflation unnecessarily low. Int J Health Serv. 2010;40(2):333–8.CrossrefPubMed

	51.
Eurodad. Our future is public. Why the IMF and World Bank must support public services. 2022. https://​www.​eurodad.​org/​our_​future_​is_​public_​why_​the_​imf_​and_​world_​bank_​must_​support_​public_​services

	52.
Meurs M, Seidelmann L, Koutsoumpa M. How healthy is a ‘healthy economy’? Incompatibility between current pathways towards SDG3 and SDG8. Glob Health. 2019;15(1):1–13. https://​doi.​org/​10.​1186/​s12992-019-0532-4.Crossref

	53.
Hyde L. IMF tells countries facing critical health worker shortages to cut public employment funding. 2020. [https://​publicservices.​international/​resources/​news/​new-analysis?​lang=​en&​id=​10904&​showLogin=​true. Accessed 1 May 2023.

	54.
World Health Organization. Health Workforce in COVID-19 Action Series: Time to Protect. Invest. Together. 2021. https://​www.​who.​int/​news/​item/​30-07-2021-health-workforce-in-covid-19-action-series-time-to-protect.​-invest.​-together. Accessed 2 May 2023.

	55.
Daar N, Tamale N. A Virus of Austerity? The COVID-19 spending, accountability, and recovery measures agreed between the IMF and your government. 2020. https://​www.​oxfam.​org/​en/​blogs/​virus-austerity-covid-19-spending-accountability-and-recovery-measures-agreed-between-imf-and. Accessed 1 May 2023.

	56.
European Investment Bank. EIB to pledge €500 million under partnership launched by WHO, EIB with the support of the EU for stronger and more resilient health systems in Africa. 2022. https://​www.​eib.​org/​en/​press/​all/​2022-102-eib-to-pledge-500-million-euro-under-partnership-launched-by-who-eib-with-the-support-of-the-eu-for-stronger-and-more-resilient-health-systems-in-africa. Accessed 2 May 2023.

	57.
Melhem S, Ariss A. Optimizing vaccine delivery by teaching healthcare workers digital skills. Blogs World Bank. 2021. https://​blogs.​worldbank.​org/​digital-development/​optimizing-vaccine-delivery-teaching-healthcare-workers-digital-skills. Accessed 1 May 2023.

	58.
World Health Organization. Digital education for building health workforce capacity. Geneva: World Health Organization; 2020. https://​apps.​who.​int/​iris/​handle/​10665/​331524

	59.
Kolie D, Delamou A, Van De Pas R, Dioubate N, Bouedouno P, Beavogui AH, et al. Never let a crisis go to waste’: Post-Ebola agenda-setting for health system strengthening in Guinea. BMJ Glob Health. 2019;4(6): e001925.CrossrefPubMedPubMedCentral

	60.
Global Fund. Catalytic Investment to Improve Community Health Care for Millions Across Africa - News Releases - The Global Fund. 2022. https://​www.​theglobalfund.​org/​en/​news/​2022/​2022-08-08-catalytic-investment-to-improve-community-health-care-for-millions-across-africa/​. Accessed 1 May 2023.

	61.
World Health Organization. State of the world’s nursing 2020: investing in education, jobs and leadership [Internet]. Geneva: World Health Organization; 2020. https://​apps.​who.​int/​iris/​handle/​10665/​331677

	62.
Nove A, ten Hoope-Bender P, Boyce M, Bar-Zeev S, de Bernis L, Lal G, et al. The State of the World’s Midwifery 2021 report: findings to drive global policy and practice. Hum Resour Health. 2021;19(1):146.CrossrefPubMedPubMedCentral

	63.
Clemens MA. Global Skill Partnerships: a proposal for technical training in a mobile world. IZA J Labor Policy. 2015;4(1):1–8.Crossref

	64.
GIZ. Nachhaltig ausgerichtete Gewinnung von Pflegekräften (Triple Win). 2022. https://​www.​giz.​de/​de/​weltweit/​41533.​html. Accessed 2 May 2023.

	65.
Adhikari S, Clemens M, Dempster H, Ekeator NL. A Global Skill Partnership in Nursing between Nigeria and the UK. 2021. https://​doi.​org/​10.​1186/​s12960-020-00519-2

	66.
van de Pas R, Hinlopen C. Global skills partnerships on migration. Challenges and Risks for the Health Sector. 2020. https://​www.​researchgate.​net/​publication/​347510557_​Global_​Skills_​Partnerships_​on_​Migration_​Challenges_​and_​Risks_​for_​the_​Health_​Sector. Accessed 1 May 2023.

	67.
Wemos. Action for Health and Equity: Addressing medical Deserts. 2022. https://​ahead.​health/​about/​. Accessed 1 May 2023.

	68.
Best A, Berland A, Greenhalgh T, Bourgeault IL, Saul JE, Barker B. Networks as systems: a case study of the World Health Organisation’s Global Health Workforce Alliance. J Health Organ Manag. 2018;32(1):9–24.CrossrefPubMed

	69.
World Health Organization. Global Health workforce Network. 2017. https://​www.​who.​int/​teams/​health-workforce/​network. Accessed 2 May 2023.

	70.
Bourgeault IL, Maier CB, Dieleman M, Ball J, MacKenzie A, Nancarrow S, et al. The COVID-19 pandemic presents an opportunity to develop more sustainable health workforces. Hum Resour Health. 2020;18(1):1–8. Crossref

	71.
Martineau T, Ozano K, Raven J, Mansour W, Bay F, Nkhoma D, et al. Improving health workforce governance: the role of multi-stakeholder coordination mechanisms and human resources for health units in ministries of health. Hum Resour Health. 2022;20(1):47.CrossrefPubMedPubMedCentral

	72.
Rodrik, Dani. The Globalization Paradox: Why Global Markets, States, and Democracy Can’t Coexist [Internet]. OUP Catalogue. Oxford University Press; 2012. https://​ideas.​repec.​org/​b/​oxp/​obooks/​9780199652525.​html As quoted in van de Pas, R. A. M. (2020). A cosmopolitan outlook on health workforce development. PhD thesis. Maastricht University. 2020. p. 218. https://​cris.​maastrichtuniver​sity.​nl/​en/​publications/​a-cosmopolitan-outlook-on-health-workforce-development. Accessed 1 May 2023.

	73.
Chen L, Evans T, Anand S, Ivey Boufford J, Brown H, Chowdhury M, et al. Human resources for health: overcoming the crisis. Lancet. 2004;364(9449):1984–90.CrossrefPubMed

	74.
van de Pas R, Mans L, Bemelmans M, Krumeich A. Framing the health workforce agenda beyond economic growth. Int J Health Policy Manag. 2018;7(8):678–82.CrossrefPubMedPubMedCentral

	75.
World Health Organization. The Kampala declaration and agenda for global action. Geneva: World Health Organization; 2008. https://​apps.​who.​int/​iris/​handle/​10665/​43898

	76.
World Health Organization. Health employment and economic growth: an evidence base. Buchan J, Dhillon IS, Campbell J, editors. Geneva: World Health Organization; 2017. https://​apps.​who.​int/​iris/​handle/​10665/​326411

	77.
World Health Organization. Regional Office for Europe. Health and care workforce in Europe: time to act. Copenhagen: World Health Organization. Regional Office for Europe; 2022. https://​www.​who.​int/​europe/​publications/​i/​item/​9789289058339

	78.
The White House. FACT SHEET: The Biden-Harris Administration Global Health Worker Initiative. 2022. [https://​www.​whitehouse.​gov/​briefing-room/​statements-releases/​2022/​05/​11/​fact-sheet-the-biden-harris-administration-global-health-worker-initiative/​. Accessed 1 May 2023.

	79.
World Health Organization. Global health and care worker compact. Geneva; 2022. https://​www.​who.​int/​publications/​m/​item/​carecompact. Accessed 3 May 2023.

	80.
Boniol M, Kunjumen T, Sadasivan Nair T, Siyam A, Campbell J, Diallo K. The global health workforce stock and distribution in 2020 and 2030: a threat to equity and ‘universal’ health coverage? BMJ Glob Health. 2022;7:9316.Crossref

	81.
Witter S, Bertone MP, Chirwa Y, Namakula J, So S, Wurie HR. Evolution of policies on human resources for health: opportunities and constraints in four post-conflict and post-crisis settings. Confl Heal. 2016;10(1):1–8.

	82.
Soucat A, Pizarro L, Kazatchkine M. Human Resources for Health in a globalized World. Paris; 2022. https://​www.​think7.​org/​wp-content/​uploads/​2022/​05/​Health_​Human-resources-for-health-in-a-globalized-world_​Agnes-Soucat_​Louis-Pizarro_​Michel-Kazatchkine.​pdf. Accessed 1 May 2023.

	83.
The WHO Council on the Economics of Health for All. Financing Health for All: Increase, transform and redirect. The WHO Council on the Economics of Health for All. Geneva; 2021 Oct. (Council Brief). Report No.: 2. https://​www.​who.​int/​publications/​m/​item/​council-brief-no-2



Publisher's Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/navigation.xhtml

    
      Contents


      
        		An exploratory review of investments by development actors in health workforce programmes and job creation


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/css/envelope.png





OEBPS/images/12960_2023_835_Fig1_HTML.png
millions US dollars

4000 1

Unallocable
3000 - Other sources
Debt repayments

Other private philanthropy

Bill & Melinda
Gates Foundation

Other governmets
Australia

Canada

China

2000 1

Japan
Norway
United Kingdom

1000 1

United States






OEBPS/css/sidebar.gif





