Round table
Discussion

Round table discussion

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

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

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

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

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

Measuring the size and distribution of the health work-
force involves drawing data from several sources, including
sources outside the health sector.” Currently too little is done
to make use of these multiple, imperfect sources, reconcile the
numbers and develop a best estimate. Human resources for
health observatories aim to improve the information base,’
yet to date they have had little impact on the quality of health
workforce data and statistics.

It’s time to get real. Reliable and comparable health
workforce statistics are essential and global partners and
countries simply have not invested enough. It is necessary to
invest in health workforce registries. Carefully designed, these
become timely and consistent sources of data on the health
workforce. Creating such registries will take time. In addition,
a census of health facilities should be conducted to update a
database of the public and private sector workforce and lay
the groundwork for a continuous health workforce registry.
Such a census could also be used to collect information on
characteristics such as infrastructure, medicines, diagnostic
readiness and the observance of universal precautions for
the prevention of nosocomial infections, and could therefore
provide a comprehensive picture of service availability and
readiness.” Finally, investments in strengthening country
analytical capacity are crucial for improving the quality of
health workforce statistics. l
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Towards universal health coverage: a health
workforce fit for purpose and practice
James Campbell®

The finality of universal health coverage (UHC) is to ensure
that all people are able to access the quality health services they
need without suffering undue financial hardship. Margaret
Chan describes it as the ultimate expression of fairness.' The
italicized words above should therefore frame the starting point
for a contemporary discourse on human resources for health
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