


As a response to the estimated shortage of 4.3 million health workers in developing coun-
tries, several development partners have committed to training more health workers, particu-
larly for Africa. 

While more health workers are needed, little attention has been paid to fiscal considerations 
in expanding the health workforce. There has also been little focus on how governments 
manage and pay health workers and whether current practices promote good performance. 
Both of these issues are critical—now more than ever given the global financial crisis. 

In this report we answer two questions:

» 	Does government fiscal policy constrain scaling up the public sector health workforce?
» 	Do current recruitment, deployment, transfer, promotion, and pay policies in the public sec-

tor promote good health workforce performance?

We reviewed the literature, examined the available data and carried out in-depth studies in 
Kenya, Zambia, Rwanda and the Dominican Republic. These countries have very different 
macroeconomic and fiscal contexts. Human resources management practices also vary 
within these countries.

Our main findings related to fiscal policy and the health 
workforce are:

»  When health workers are employed as civil servants and their salaries are paid out 
of the overall government wage bill, the ministry of health has little authority over its 
salary budget. The authority usually lies with the ministry of finance. Since salaries account 
for the majority of government health spending—35% to 55% in our focus countries—the min-
istry of health does not have effective control over a large portion of its total budget.      

» In such cases, scaling up the health 
workforce requires either reallocating 
salary budgets away from other sectors 
toward health or increasing the overall 
wage bill. Both are challenging. Reallocat-
ing salary budgets toward the health sector is 
politically difficult and may have little impact if 
the total wage bill is shrinking. For example, in both Kenya and the Dominican Republic the 
health sector was prioritized and exempt from overall public sector hiring freezes, but this did 
not lead to increased hiring. 

» Scaling up the health workforce significantly is affordable under certain enabling 
conditions, but these are often difficult to meet. Our estimates for Zambia and Kenya 
show that increasing staffing levels (or salaries) by 25% would increase the total government 
wage bill by about only 2.5% in real terms. But when health workers are employed as civil ser-
vants, for legal or political reasons, salary increases granted to health workers must also be 
given to other civil servant groups. Our estimates show that when this happens, the impact 
on the total government wage bill is significant—up to a 25% increase.  

» Due to administrative inefficiencies, the budget for health worker salaries is some-
times not fully spent. This indicates that there are often no fiscal constraints to hiring in the 
short term. The main factors include long delays in the recruitment process and the timing of 
the budget cycle. For example, in Zambia we found that in 2006 and 2007 the budget execu-
tion rate was 50% and 70%, respectively. 

» Under certain enabling conditions, giving facilities more autonomy over the wage 
bill budget reduces the impact of restrictive fiscal policy. Policy options to increase au-
tonomy include giving facilities more authority over allowances, using alternatives to salary 
to pay health workers, and removing the health sector from the civil service. The government 
of Rwanda has recently delinked health workers from the civil service. Along with a perfor-
mance based pay reform, this has given facilities much more autonomy over 
salary budgets and allowed for increased hiring.

Our main findings related to managing the 
health workforce are:

» Transferring recruitment auth-
ority to the ministry of health 
can reduce delays. When the 
recruitment process is central-
ized it is often plagued by con-
siderable delays. For example, in 
Kenya it took up to 13 months to 
fill a vacant position. The recruit-
ment process was highly central-
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ized, paper-based, with many steps and actors involved 
from different ministries. The ministry of health was re-
cently granted more authority over the process and has 
introduced a streamlined, computer-based system. This 
has reduced recruitment time to less than 5 months. 

» Linking salaries to specific positions improves ef-
ficiency and the geographic distribution of staff. In 
Zambia and the Dominican Republic, health workers of-
ten continue receiving their salary regardless of where 

they move within the country. They are paid centrally, there is no tracking system for health 
workers, and a job opening is not necessarily created upon departure. In contrast, in Rwanda 
salaries are paid locally ensuring that a vacancy is immediately created when someone 
leaves their post.  

» Allowances are an important part of remuneration, but they can be fragmented and 
not used strategically. For example, in Kenya there are as many as 80 different allowances. 
The housing allowance may account for up to 30% of total pay and is highest in Nairobi. This 
provides a strong disincentive to accept a transfer to regions with staff shortages. In the Do-
minican Republic, rural hardship allowances are too small to attract staff members to areas 
where need is highest. 

Looking forward, the three main conclusions from our 
work are: 

Government fiscal policy can limit the ability to scale up the public sector health work-
force. Health workforce policy does not operate in a vacuum. When health workers are 
employed in the public sector and paid out of the overall wage bill, country-specific macro-
economic conditions and fiscal policies influence how much additional hiring is affordable. 

Strengthening current human resource management practices would have a positive 
impact on workforce performance and service delivery. Human resource management 
practices in the health sector can be extremely weak, leading to major inefficiencies. If these 
inefficiencies are not addressed it is unlikely that simply increasing the number of health 
workers will have an impact on the poor. 

Governments have many policy options available to address the fiscal constraints to 
scaling up and to improve health workforce performance. The choice of policy options 
requires careful consideration of challenges and enabling conditions. For example, granting 
the ministry of health more autonomy over wage bill budgets, the way health workers are 
paid, and the recruitment process can have a very positive impact on performance. But this 
may require broader public sector reform and capacity building within the ministry of health. 
Improving information systems and using existing allowances more strategically can be done 
rapidly within the existing administrative environment.

For more information and to order a copy of the report visit www.worldbank.org/hnp
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