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I.

Introduction

2015 is a transition and threshold year in terms of improving the lives of those who are severely
impoverished and who are suffering and dying from readily preventable or treatable conditions. The era
of the Millennium Development Goals (MDGs), from 2000 to 2015, and their emphasis on reducing
poverty and improving health, is now drawing to a close with mixed success. There have been notable
achievements in many countries, and slow progress in others. And we are entering a new era in
September 2015 at the United Nations General Assembly meeting in New York City when the
Sustainable Development Goals will be embraced, to guide not only development efforts in low-income
countries but also development policies and programmes for governments throughout the world. Going
forwards, the Sustainable Development Goals will serve us for the next 15 years as a common
framework for addressing the well-being of the entire human family, social inclusion in all societies, and
environmental sustainability.
The health component of the Sustainable Development Goals calls for universal health coverage. Above
all, this means giving everyone ready access to primary health care as defined in the 1978 Declaration of
Alma-Ata:
Primary health care is essential health care based on practical, scientifically sound and socially acceptable
methods and technology made universally accessible to individuals and families in the community
through their full participation and at a cost that the community and country can afford to maintain at
1
every stage of their development in the spirit of self-reliance and self-determination.

UNFPA, UNICEF, the World Health Organization, the World Bank, other organizations and governments
from around the world, including many governments from Africa, are now endorsing the campaign to
end preventable child and maternal deaths by the year 2035,2, 3 which calls for reducing levels of under5 mortality in all countries and in all sub-populations of those countries to levels achieved by the
developed world in the mid-20th century – 20 deaths per 1,000 live births and a maternal mortality ratio
of 70 deaths per 100,000 live births.
We are now entering a new era during which the world has the potential to achieve in one generation
what is being called a “grand convergence in health”4 by the year 2035. This term is used to indicate that
low-income and middle-income countries would achieve an under-5 mortality rate of 16 deaths per
1,000 live births, an annual AIDS death rate of 8 per 100,000 population, and an annual tuberculosis
death rate of 4 per 100,000 population – also referred to as 16-8-4.4
And, of course, there is the dream of achieving Health for All, first articulated at the 1978 International
Conference on Primary Health Care that was attended by representatives from 134 countries. This was
envisioned to be achieved by the year 2000, but now is the time to regroup and begin to formulate a
plan to assure that we will achieve this goal at least by the year 2100!
2015 is an opportune moment to highlight the critical need to build stronger primary health care
programmes throughout the world, to support frontline health workers who are the providers of
primary health care services, and to build strong national community-based health programmes to serve
3
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as the foundation of health systems. There is increasing evidence that readily available local health
services provided by community-level health workers and at readily available facilities, including those
where safe deliveries can be performed and where ready access to referral care for complications is
available, will be essential for achieving universal access, for finally attaining the MDGs for health, and
for eventually achieving Health for All as envisioned at Alma-Ata.
In order for countries to achieve the “grand convergence” by 2035 and to have primary health care
systems able to respond to the growing need for detection and treatment of chronic diseases as well as
for promotion of healthier lifestyles, countries will need to increase their investment in health. They will
need to strategically focus this investment to make it as productive as possible.
This paper makes the case for why countries in Africa should invest in community-level human resources
for health as one of the most effective investments not only for improving health but also for promoting
economic growth and broader socioeconomic development. We will first review the broader case for
investing in health and then review the case for investing in human resources for health and specifically
the case for investing in community-level human resources for health.

II. The case for investing in health
Although the value of investing in health may seem obvious, it is also obvious that there are many
competing demands on the budgets of governments. Making the case persuasively has often been a
challenge, especially against demands for security, national defense, and promotion of economic
development.

Health in and of itself is highly valued by people and access to basic health care is a universal
human right
The fact that good health is a priority in its own right cannot be overstressed. Health, like education, is
among the basic capabilities that give value to human life and that create human capital, one of
society’s basic building blocks.5 The value for health is evidenced in many ways, not the least of which is
the vast sums spent in highly developed countries on health care. In the United States, for example,
current per capita spending is 17% of the national gross domestic product (GDP) and amounts to
US$ppp 8,745 per capita per year.6 The Universal Declaration of Human Rights, adopted by the General
Assembly of the United Nations in 1948, resoundingly affirms that “Everyone has the right to life, liberty
and security of person,” that “Everyone has the right to a standard of living adequate for the health and
well-being of himself and his family, …including medical care,” and “Motherhood and childhood are
entitled to special care and assistance.” We would argue that in today’s context, the “right to life”
includes the universal right to accessible basic health care services that are effective for preventing and
treating serious health conditions.
Over the past 40 years, economists have recently developed a new approach to measuring the value
that people place on health and estimating the contribution that improved health makes to a country’s
“full income,” taking into account the economic value of reductions in mortality – that is, the economic
4
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value of living longer. By computing an economic value of additional life-years gained (VLYs) and adding
this to the country’s economic output during a given period of time, then a country’s “full income” can
be estimated. A VLY is the value in a particular country or region of a 1-year increase in life expectancy.
The recent Lancet Commission on Global Health 2035: a world converging within a generation estimates
that in low-income and middle-income countries, one VLY is 2.3 times the per-person income.4 As we
shall see later, using what is now referred to as the “full-income” approach, the case for investing in
health to improving a country’s “full income” becomes even stronger.
National governments are responsible for the health and well-being of their citizenry. This is enshrined
in nearly every constitution. Thus, governments are responsible for using resources wisely and
effectively to promote the public’s health. In 1978, the largest global health conference held up until
that time, with delegations from 134 governments and representatives of 67 United Nations
organizations, specialized agencies and non-governmental organizations, gathered at Alma-Ata and
committed themselves to achieve “Health for All by the Year 2000.” Obviously, this lofty goal was not
reached in 2000 and still has not been reached, but it remains and will remain a universal aspiration. The
International Conference on Population and Development (ICPD) in 1994 further enriched this
discussion by adding a universal human rights perspective to issues of access to health care.

Investing in improving the health of populations is good for economic development
The ways in which better health stimulates economic growth are manifold (Figure 1). Healthier people
are more productive. Healthier children are more likely to attend school and have greater cognitive
capacity for learning, and improved education is a powerful mechanism of income growth. Good health
is the basis for the capability to grow intellectually, physically and emotionally. Good population health
is the foundation for poverty reduction, economic growth, and long-term economic development.7
Increased life expectancy is an incentive to save for retirement, which can expand the national savings
rate, which in turn can expand investment and economic growth. Control of endemic diseases such as
malaria and river blindness can increase human access to land and other natural resources.
Reductions in child mortality lead to reduced fertility. There is broad consensus that one of the longerterm effects of declining child mortality (following a short-term increase in the number of children) is
fertility reduction – the common explanation being that “women won’t start having fewer children until
they know that the ones they do have will live.”8 Coupled with the creation of enabling national policies
to support empowerment, education and employment, rights-based family planning and other support
leads to an increased ratio of working people (15–64 years of age) to dependants (children and people
65 years of age and older) and subsequent increased economic growth, a phenomenon known as the
demographic dividend.4
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Figure 1. Links between health and GDP per person
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The seminal 1993 World Development Report published by the World Bank9 was one of the first highlevel documents to highlight the “instrumental value” of improved health (i.e., better health improves
worker productivity) thereby supporting the argument that investment in health is good for economic
growth. It was one of the first influential publications to give high-profile attention to the benefits that
could accrue from increased public sector spending on health, especially when targeted to a specific set
of diseases and interventions, and to intersectoral action such as improving water, sanitation, food
regulation, education, and tobacco control, as well as taxation to finance these activities.4 One reason
the 1993 report was so influential is because it was read by finance ministers.4 It gave emphasis to the
concepts of burden of disease and cost-effectiveness, though the report was also seen by many as a
“costly retreat from rights-based approaches to health and education.” The concept of DALYs (disabilityadjusted life-years), now a standard metric for assessing health impact and cost-effectiveness of
investments in health, emerged from the 1993 World Development Report as well.
Seven years later, in the year 2000, the World Health Organization’s Commission on Macroeconomics
and Health,7 chaired by Jeffrey Sachs, released its own seminal report, again forcefully making the case
that improving the health and longevity of the poor in low-income countries and in lower-middleincome countries is not only important for that benefit alone but also important for poverty reduction
and long-term economic growth because, among others reasons, a healthier population has a more
productive workforce and diseases such as malaria and HIV that affect large numbers of people produce
6
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a drain on economic development. The report highlighted that the interventions required to improve
health can be delivered in a “close-to-client” system that requires a “foundation of strong communitylevel oversight and action, in order to be responsive to the poor, in order to build accountability of local
services, and in order to help ensure that families take full advantage of the services provided.”7
The Ebola outbreak of 2014 that is still lingering on has highlighted the weakness and the lack of
resilience of the health systems of West Africa and the potential major economic consequences of
epidemic outbreaks that are not brought quickly under control. The governments of Guinea, Liberia and
Sierra Leone are now estimated to lose US$ 3.6 billion per year between 2014 and 2017 as a result of
the Ebola outbreak (from loss of trade, closure of borders, cancellation of flights, and decreased
investment),10 not to mention the more than US$ 4.3 billion spent by the global community to contain
it.11
The Lancet Commission Global Health 2035: a world converging within a generation, which released its
report in 2013 that summarizes the evidence on why the low- and middle-income countries and the
international community should increase its investment in health, concludes its case forcefully:
The totality of this new evidence points to an important major conclusion. In the allocation of finite
budgetary resources, making the right investments in health improves social welfare and stimulates
economic growth.

4

Using the “full-income” approach described earlier, economists now have been able to quantify the
economic value that people place on living longer by carrying out “willingness-to-pay” studies that
quantify how much people are willing to pay for safe living and working conditions and how much higher
wages they would require in order to take on dangerous, life-threatening work. These studies now
demonstrate that value of improved life expectancy in sub-Saharan Africa has contributed to annual
growth in full income by almost 6% of the initial value of GDP for the period 2000–2011.4 The economic
value of eradicating AIDS would be approximately the same as the value of the annual economic output
of the entire continent of Africa (about US$ 800 billion).4 An analysis of historic, microeconomic and
macroeconomic studies concluded that using the “full-income” approach 11% of economic growth in
low-income and middle-income countries during the period from 1970 to 2000 could be explained by
reductions in adult mortality.4 Between 2000 and 2011 about 24% of the growth in full income in lowincome and middle-income countries resulted from health improvements.4
Investments to improve the health of women and children as a result of lives saved, morbidity averted,
enhanced workforce participation as a result of better health outcomes, and family planning (producing,
among other things, lower dependency rates and increased workforce participation) would gradually
accrue over time, and have been estimated to produce benefit-cost ratios of 4.8 for economic benefits
alone and 8.7 for total benefits at a 3% discount rate over the period to 2035.12
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III. The case for investing in human resources for health
Investing in human resources for health is one of the most productive ways to invest in health. The 2006
World Health Report – Working Together for Health13 brought unprecedented attention to the
importance of human resources for health, the heart of each and every health system, emphasizing that
progress of low-income countries in expanding immunization coverage, increasing the outreach of
primary health care, as well as reducing infant, child and maternal mortality are all strongly correlated
with the density of health workers in the population and with a threshold workforce density below
which high coverage of essential interventions will be very difficult.
Health programmes and health services cannot be effective without adequate numbers of health staff
who are appropriately trained and supported – and who are recruited and deployed according to needs,
properly supervised, and work in safe environments. Many health workers are at risk for HIV, TB,
hepatitis, violence, accidents, viral haemorrhagic fevers such as Ebola, and other harms as a direct result
of their work. The emphasis needs to be not just on the actual numbers in the health workforce but on
the degree to which the workforce is “adequate, skilled, well-trained and motivated.”14 And of course,
high levels of turnover make it hard for health systems to be effective.
A strong health workforce will be critical for achieving health and wider development objectives in the
next decades.15 Unfortunately, human resources for health have not received the attention and support
that they should have over the past several decades, leading to a situation globally in which a crisis has
arisen that must be overcome.16, 17 The Sustainable Development Goals (SDGs), to be adopted in
September 2015 at the annual meeting of the General Assembly of the United Nations in September,
will be guiding global development over the next 15 years, and the overarching goal is a “life of dignity
for all,”18 with the health goals of the SDGs giving a renewed focus to health equity and to universal
health coverage. None of these can be met without substantial increases in the recruitment, training,
deployment and retention of the health workforce in developing countries, particularly in sub-Saharan
Africa.
New evidence is starting to emerge on the broader socioeconomic impacts of health workforce
investment through its growth-inducing effect on other sectors, particularly through its effects on
providing increasing employment opportunities for women.19 Thus, not only is investment in the health
sector productive for economic growth, so is investment in the health workforce.
Health workers need to provide services that meet the criteria of availability, affordability, accessibility,
acceptability, and quality (AAAAQ). Accessibility and acceptability mean, among other things, treating
clients with dignity. Quality with due regard for social justice and equity should be achieved through a
variety of resources that are financially and fiscally sustainable, taking into account the contributory
capacity of rural populations and creating fiscal space through various methods including the prevention
of fraud, tax evasion and non-payment of contributions, as well as increased efficiency and effectiveness
in the provision of health care.”20
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Human resources for health needs in Africa
The Africa region has 24% of the global burden of disease but only 4% of the world’s health workers and
less than 1% of the world’s health expenditures.13 The 2006 World Health Report estimated a global
deficit of 2.4 million doctors, nurses and midwives in 57 countries, including 36 that are in Africa.13 In the
WHO African Region, there are 2.3 health workforce members (including health management and
support workers) per 1,000 population compared with 18.9 in Europe, 24.8 in the Americas, and 9.3
globally.13 In 2006, 36 of 46 countries in the WHO African Region had a critical shortage of doctors,
nurses and midwives (failing to meet the target of 2.28 doctors, nurses and midwives per 1,000
population). The report estimated a critical shortage of 818,000 doctors, nurses and midwives in the
WHO African Region, while the current number at that time was 590,000. Thus an increase by 139%
would be needed to resolve this shortage. And, of course these national statistics do not reflect the
marked rural–urban disparities that exist in all countries. High attrition rates exist, especially in countries
with shortages, due to low pay (or unpaid earned wages), stress, illness, death, and migration out of the
country. Surprisingly, those countries with the highest shortages also tend to have large numbers of
unemployed health professionals.13 The 2006 World Health Report called for a 10-year plan of action to
address human resources for health issues, and led to the formation of the Global Health Workforce
Alliance and numerous other conferences and resolutions at the World Health Assembly.

IV. The case for investing in community-level human resources for health
Over the past two decades, there has been a dramatic growth in the evidence demonstrating that
community-based service provision by community-level workers supported by other health
professionals outside of health facilities is effective in improving the health of underserved populations
by expanding access to key health care services and promoting healthy behaviours. It is becoming
increasingly clear that community health worker programmes are not a short-term, second-class
approach to addressing the health needs of underserved communities but rather are a foundational and
essential component of world-class health programmes — and they are essential not only for addressing
the health needs of mothers and children but also for addressing chronic conditions and the health
problems of the elderly.21, 22 The evidence shows that programmes using outreach workers that visit
homes and provide preventive and curative services in these homes are effective in rapidly increasing
coverage of key services and reducing mortality in neonates and children, and home-based delivery of
family planning services by community-level workers is one of the most effective ways of meeting the
unmet demand for contraception.23
Research that my colleagues and I have recently completed24 demonstrates that if we were to achieve
90% coverage of interventions that we know are effective in reducing the number of deaths of mothers
and their offspring and that can be provided by community health workers in the Countdown to 2015
countries of sub-Saharan Africa, we would save approximately 2 million lives per year. This represents a
35% reduction in the current number of maternal deaths, stillbirths, neonates, and children younger
than 5 years of age. Expanding the coverage of family planning service to address the unmet need for
family planning has important further health benefits for reducing the number of maternal deaths,
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stillbirths, and neonatal mortality. The interventions that would save the greatest number of lives are (in
order of number of lives saved):
•
•
•
•
•
•
•
•
•
•

immunization of children against pneumococcus, a common cause of childhood pneumonia (this
vaccine is now being introduced in many African countries);
treatment of diarrhoea with oral rehydration solution and zinc;
oral antibiotic treatment of childhood malaria;
oral antibiotic treatment of childhood pneumonia;
insecticide-treated bednets and indoor residual spraying (against malaria);
thermal care of the newborn (to prevent hypothermia);
resuscitation of newborns with asphyxia;
clean postnatal practices;
oral antibiotics for neonates with sepsis;
breastfeeding promotion (especially immediate breastfeeding after birth and exclusive
breastfeeding during the first 6 months of life).

Although family planning interventions were not included in this model, nevertheless both the UN
Commission on Life-Saving Commodities for Women and Children and the Global Financing Facility discussion
on reproductive, maternal, newborn child and adolescent health (RMNCAH) now highlight family planning as
a key contributor to saving lives. It is well known that expanding family planning services to eliminate the
unmet need for family planning would reduce maternal mortality by 29% (including deaths related to unsafe
abortion),25 and ensuring a birth interval of at least 2 years would reduce infant mortality by 10% and
mortality of children 1–4 years of age by 21%.26-28
It is not possible or practical in the foreseeable future to achieve a high level of population coverage of highimpact interventions through service provided by higher-level health workers based at health facilities.
People, especially mothers with young children, are not likely to travel more than 3–4 km for routine
services. A major expansion in the number of facilities and the number of higher-level health staff required
would be a substantial financial burden and would take quite a long time, especially since there is an effective
lower-cost option available that can be implemented more quickly. There is no other set of interventions or
approaches that will be as effective in reducing readily preventable mortality in the population.
A global development priority-setting project referred to as the Copenhagen Consensus in 201229 used a
full-income approach to prioritize investments for development – not just in health but in all areas of
development. All five of the top development investment opportunities were in health, and all require
an expanded capacity for health services at the community level. These were as follows:
•
•
•
•
•

bundled micronutrient interventions to fight hunger and improve education;
expanding malaria treatment;
expanded childhood immunization coverage;
deworming of schoolchildren; and,
expanding tuberculosis treatment.
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The Sachs Commission (Macroeconomics and Health: Investing in Health for Economic Development)
concluded the following:
The essential interventions … [required to improve health] are not technically exacting. Few require
hospitals. Most can be delivered at health centres, at smaller facilities that we refer to as health posts, or
through outreach services from these facilities. We call these collectively the close-to-client (CTC) system,
7
and this system should be given priority to make these interventions widely accessible [p. 7].

Benefits from providing readily accessible high-quality reproductive health services
Homer et al. have estimated that 83% of all maternal deaths, stillbirths and neonatal deaths could be
averted if 95% of all pregnant women in the poorest countries a received pre-pregnancy, antenatal,
labour, birth and post-partum care, including family planning, from professionally trained midwives.30
Their approach assumes that a midwife is a graduate of a midwifery programme and has a higher-level
of skill than would be available to community health workers since a midwife would meet the standards
of essential competencies for basic midwifery practice and be duly registered or legally licensed.31 Such
a person would need to be based in or have close links to a health facility. Such an individual would be
able to provide post-abortion care, antenatal corticosteroids for preterm labour, antibiotics for
premature rupture of membranes, magnesium sulfate for treatment of eclampsia, induction of postterm labour, and maternal sepsis case management. These are interventions that are beyond the scope
of community health workers to provide in the community outside of a facility.
A strong midwifery programme with midwifery services strategically positioned to be reasonably
accessible to the population (e.g., not more than 10 km or 1.5 hours away) would provide a powerful
complement to a strong community-based programme in which community health workers provide
evidence-based maternal, neonatal, and child health interventions. The midwifery model proposed by
Homer et al. would reduce maternal mortality and stillbirth by 81.5% and 75.9%, respectively, among
the poorest countries. Together, a strong midwifery service delivery programme where antenatal,
labour, birth and post-partum care could be provided at a simple locally available facility together with a
strong programme of delivery of community-based delivery of interventions reaching every household
for preventive and curative services not covered by midwives will be needed to provide the best
available impact on maternal, perinatal, neonatal and 1-59-month mortality.

Investing in women’s and children’s health: a new global investment framework
In response to a recommendation in 2012 by the United Nations independent Expert Review Group on
Information and Accountability for Women’s and Children’s Health (iERB), WHO, the Partnership for
Maternal, Newborn and Child Health (PMNCH) and the Lancet Commission on Investing in Health
coordinated the development of a global framework for women’s and child’s health as shown in
Figure 2.12 Using available evidence-based interventions and increasing health expenditures by just
US$ 5 per person per year up to the year 2035 in 74 high-burden countries (over half of which are in
a

The countries included in this analysis were from 78 low- and middle-income countries and were in the bottom third in their
score on the Human Development Index. Many of the countries were from sub-Saharan Africa.
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sub-Saharan Africa) would yield to up to nine times that value in economic and social benefits through
increased productivity and prevention of needless deaths. This achievement would require an additional
675,000 midwives, nurses and doctors and 544,000 community health workers. Almost all of the
interventions can be provided in the community in homes, in village health posts or at first-level primary
health care facilities.

12

Figure 2. Links between investments in maternal and child health and economic benefits

Additional benefits from surveillance and vital events registration
Stronger community-based service provision by community health workers through routine systematic
home visitation has enormous potential for surveillance for disease outbreaks (such as Ebola, measles,
cholera, and outbreaks of life-threatening respiratory illnesses such as SARS and MERS) that require a
response from higher levels in the health system. Furthermore, registration of vital events (births and
deaths) and incorporation of this information into the civil registration systems of countries is an
important contribution that community health workers could make, especially with the advent of
mHealth that will make it possible for community health workers to officially record vital events into
national civil registration systems. In Africa the percentage of the population with a well-functioning
vital events registration systems has not changed in 40 years and is still less than 7%, and the percentage
of deaths for which a cause has been identified and recorded in the civil registration system is even
less.32 This has been called “the single most critical failure of development for over 30 years.”33

Investing in health systems strengthening and primary health care more broadly
In addition to community health workers, we need investments in the primary health care team that not
only includes community health workers but trained midwives, community practitioners, auxiliaries,
mid-level health professionals of all types, nurses and physicians – so called frontline health workers –
who provide first-level access to preventive and curative services. The entire primary health care
workforce has been under-resourced, and now is the time to revitalize it.
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But achieving the proper balance of investment in the different tiers of the health system has been and will
continue to be major challenge. For too long, hospitals have received the lion’s share of government
resources for health, at the expense of investment in primary health care and the primary health care
workforce. In stark contrast to the abundance of evidence regarding the favourable impact of investments in
community health workers in improving population health, there is in fact almost no evidence that investing
in hospitals alone has a favourable impact on population health in low-income settings.
For decades now, health systems and governments have given top priority to investing in hospitals,
especially tertiary care facilities in urban areas. The 2008 World Health Report – Primary Health Care,
Now More Than Ever34 referred to this phenomenon as “hospital centrism.” Hospitals, of course, are an
essential ingredient of any health system as well as the basic and essential surgical services provided
there. However, a proper balance is required, and investing in hospitals to the exclusion of primary
health care services and community-level programmes in particular is not a cost-effective use of funds.
The utilization of these tertiary-level hospital facilities tends to be greater among those who are better
off financially and who live nearby, leaving those in far-away settings without effective access.
Unfortunately, national investment in community-level health services has been inadequate. One
analysis in Bangladesh revealed that 65% of public sector (government) expenditures for health services
went to hospitals and only 19% to primary health care. We need more analyses of this type to
demonstrate the under-funded nature of primary health care in low-income countries. One famous
report from 1978 in Ghana provides a dramatic example of the distortions that have occurred over the
past half-century in government funding of health systems: 40% of the government health budget went
to tertiary hospitals that provided care for 1% of the population, while primary health care services,
which were used by 90% of the population, received only 15% of the budget. In this case, 85% of the
budget went for hospital services.35
The picture has not significantly changed today in Africa except in a few countries with strong
nationwide community-oriented primary health care programmes such as in Ethiopia and Rwanda, as
we will discuss shortly.

The need for services nearby
In practical terms, and in terms of human rights, access to health care requires that services be close to
where people live. Numerous studies have shown that the utilization of health services at facilities
decreases exponentially with one’s distance from the facility.36-40 Once a family is more than 3–4 km or
more than 90 minutes in travel time from a health facility, the likelihood of obtaining services from that
facility is greatly reduced (Figure 3). And of course in many rural areas of Africa the great majority of the
population lives more than 4 km or 90 minutes from a health facility.
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40

Figure 3. Utilization of primary health care facilities in rural South Africa by travel time to facility

And, many studies also demonstrate that those who do utilize health facilities are better off than those
in the population that do not utilize the facilities.37-39 Thus, in areas where facilities are not readily
available, their utilization in inequitable, meaning that the poorer segments of the population – who are
also more likely to live further away – do not benefit from these services to the same degree. Moreover,
studies have demonstrated that one of the reasons community-based health interventions are more
cost-effective than facility-based health interventions is that only a small percentage of the population
(which is also better off) obtain care from facilities while community-based interventions are more
effective at reaching the majority of the population (which is worse off) living further away from
facilities without care.41, 42 Community-level workers backed up by skilled professionals at functioning
referral centres are able to reduce inequities in health care utilization and reduce maternal, neonatal,
and under-5 mortality, as numerous studies have shown.43-45
Even though community health workers have a major role to play in strengthening health systems by
improving their outreach and impact on population health, we also need stronger investments in the
facility-based primary health care workforce, not only to provide community health workers with training,
supervision, and logistical support, but also to care for the patients who come there seeking health care
and to provide referral care for patients identified by community health workers as needing higher-level
care.
Community health workers cannot provide comprehensive care for all community health needs, of
course. Community health workers must been seen as only one component of a human resource policy
and need to be integrated into overall assessments of human resource requirements. They are not
substitutes for higher-level personnel, but they can, with proper training, supervision and support,
extend the reach and effectiveness of higher-level health staff. Although they are “not a panacea for
weak health systems,” as Haines et al. point out in their seminal article on community health workers in
the Lancet,46 the evidence strongly suggests they need to be playing a much stronger role in service
14
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provision than they have in the past. More than three decades after the Alma-Ata Declaration, these
authors claim, “the time is right to assess the potential contribution of community health workers in
accelerating coverage of essential interventions, particularly in poor and underserved communities.”46

V. The benefits for national development of investing in human resources for
health at the community level
Beyond the immediate effects on improved health that can come from making the right investment in
human resources for health at the community level, there are other significant benefits for national
development that are important to note.

Improving nutritional status
Improvement of the nutritional status of mothers and children is good for national development
because it leads to greater productivity of the workforce. There are numerous longitudinal studies,
summarized recently,4 that demonstrate that better-nourished children have better cognitive
functioning later in life, higher educational attainment, greater worker productivity, and higher incomes.
The best current evidence now indicates that undernutrition (including foetal growth restriction,
stunting, wasting, vitamin A and zinc deficiencies and sub-optimal breastfeeding) is a cause of 45% of all
child deaths and responsible for 3.1 million child deaths annually.47
There is rapidly growing evidence that community-based approaches to nutrition improvement by
community health workers are effective, and routine systematic home visitation by community health
workers is one of the best ways to achieve high levels of coverage micronutrients (iron, zinc, folate, and
vitamin A),45 deficits of which are one of the major causes of childhood undernutrition,47, 48 and to
promote healthy nutritional behaviours in the household, including optimal breastfeeding.49

Reducing mortality
As we have already demonstrated, investing in health in ways that reduce the number of deaths in the
population is good for national development. There is no question now that the most productive and costeffective investment in health to save lives is through community-based approaches to increase the coverage
of key interventions (including family planning services) to reduce maternal, perinatal, neonatal, and child
mortality. We have already explained how community health workers can expand the coverage of key
interventions that will reduce child deaths and the current low coverage of the interventions in Africa.

Expanding contraceptive use
Increasing the contraceptive prevalence rate in response to meeting the unmet demand for family
planning is good for saving lives and also for promoting national development. In fact, there is now
growing appreciation of the importance of family planning as perhaps the single most important
intervention to help countries achieve all the MDGs.50, 51 Birth spacing and limiting unintended births
reduce child mortality in several ways. Unintended births have a higher mortality than intended births.
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Children born at intervals of two or more years have lower mortality than children born at shorter
intervals. Reducing the number of pregnancies also reduces the transmission of HIV infection to
newborns. Also, family planning is the most cost-effective way to reduce maternal mortality – by
reducing pregnancies in women who do not want to become pregnant.
But in addition to these important benefits are others. Reducing fertility makes it possible for families to
invest more in the development of the fewer children they have and for girl children to attain higher
levels of education since many of them drop out of school once pregnancies occur. Family planning
empowers women since unintended pregnancies interrupt work and career plans. Empowering women,
including their ability to achieve desired family size, is perhaps the most important driver of modern
development.52
Family planning generates wealth. Per capita gross national product is highly correlated with modern
contraceptive methods use. Family planning reduces aggregate demand for food and therefore has an
important contribution to make in ending poverty and hunger. Family planning helps achieve universal
education, and education is perhaps the single most important long-term investment societies can make
in their development. Family planning promotes environmental sustainability by reducing population
growth and energy consumption, and therefore carbon dioxide-induced climate change.
As shown in Figure 4, the unmet need for family planning is now about one-quarter of all women 15–49
years of age in sub-Saharan Africa. And even though the contraceptive prevalence rate in Africa has
increased over the past 40 years from 5% to about 25% at present, the unmet demand has not changed
during this period since demand has grown as fast as the contraceptive prevalence rate.53

Unmet need for family planning

Contraceptive prevalence rate

53

Figure 4. Unmet need for family planning and contraceptive prevalence in Africa, 1970–2010
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From our perspective, the critical point is that the community-based provision of family planning
services by community health workers is the best way to quickly meet the unmet demand for family
planning and increase the contraceptive prevalence rate in Africa – where much of the population is
rural, facilities are few and far between, current use of family planning is still relatively low, and demand
is high.23 Furthermore, there is a rapidly growing experience in a number of African countries in using
community health workers to provide not only oral contraceptive pills and condoms at the doorstep, but
also injectable contraceptives.54-58 Community health workers in Ethiopia are now inserting long-acting
subcutaneous contraceptive implants, the first community health workers in the world to do this.59
As Figure 5 demonstrates, there are no developed countries with a high unmet demand for family
planning services. Thus, strong investments in community-based family planning programmes
specifically and sexual and reproductive health more broadly are among the most productive
investments for community-level human resources for health – not only for saving lives but also for
promoting environmental sustainability and economic growth, achieving the demographic dividend, and
empowering women.

Figure 5. Percentage of demand for family planning met with modern contraceptive methods at different levels
28
of contraceptive prevalence among 194 countries in 2010 and regions of the world

VI. Community-level health worker programmes in context
We consider here community-level health workers to consist of two distinct groups: community health
workers and other skilled community-based professionals, including trained community midwives.
Community health workers are a diverse group themselves. They may be volunteer or paid, and work
only a few hours of work per week or full-time. Their training may be a few days in length or up to a year
or more. But in all cases they are recruited and trained by the health programme (often in collaboration
17

Community-level Human Resources for Health

with the communities they will serve), and they receive no formal academic degree from a university
following their training. Increasingly, dual cadre community health worker programmes are emerging –
one in which a volunteer community health worker serves 10–20 households and a professional
community health worker with 6–12 months of formal training serves a population of up to 2,500
people.
There is currently a broad range of community health workers at present in Africa, with varying lengths
of training, varying responsibilities, varying forms of incentives and remuneration, and attachment to
both government and NGO health programmes.60 A rough estimate is that there are approximately
500,000 community health workers in Africa.21 We envision here a system of community health workers
that would work from a local village health post and/or engage directly with the community through
home visits to deliver basic curative services and implement evidence-based life-saving interventions
that have been shown to be able to be provided by community health workers, including family planning
services. Community-based midwifery provided by well-trained health workers is not a well-developed
professional cadre at present, but as envisioned here they would be based at a facility below the level of
a primary health care centre from which they can perform safe deliveries and provide antenatal and
post-partum care, including family planning.30
This person would be a graduate of a midwifery programme and have a higher-level of skill than would
be available to community health workers since a midwife would meet the standards of essential
competencies for basic midwifery practice and be duly registered or legally licensed.31 Such a person
would need to be based in or have close links to a health facility, but she may also perform home
deliveries. Such an individual should be able to provide post-abortion care, antenatal corticosteroids for
preterm labour or antibiotics for premature rupture of membranes, magnesium sulfate for treatment of
eclampsia, induction of post-term labour, and maternal sepsis case management. These are
interventions that are beyond the scope of community health workers to provide in the community
outside of a facility.
A strong midwifery programme with midwifery services strategically positioned to be reasonably
accessible to the population (e.g., not more than 10 km or 1.5 hours away) would provide a powerful
complement to community health worker interventions for reproductive, maternal, neonatal and child
health provided by community health workers outside of facilities. For sub-Saharan Africa, with its crude
birth rate of 38 births per 1,000 population,61 a population of 5,000 people would have on average 190
births per year, and a population of 10,000 people would have 380 births per year. Thus, it would seem
appropriate to envision, depending on the distance that people would have to travel, a trained
community midwifery workforce of 2–3 people would be needed for a population of 10,000, or 1–2 for a
population of 5,000.
In spite of very slow progress in the development of national community-level health worker
programmes in the early 1980s following the 1978 International Conference on Primary Health Care at
Alma-Ata – mostly as a result of poor planning, inadequate financial support and poor health system
support62 — the strong evidence accumulated in the past two decades indicating that community health
workers can effectively improve the health of children by proving specific interventions against
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undernutrition, pneumonia, diarrhoea, malaria, and neonatal conditions has generated renewed
interest in strengthening community health worker programmes.46 The evidence base for building
strong midwifery programmes close to the community – where those providing midwifery services are
educated, trained, licensed and regulated – is beginning to accumulate.31
Although the infrastructure and health systems support required by community-level workers is modest,
it is essential – for supplies and drugs, transport, supervision and access to referral care. As Lehmann
and Sanders wrote in their review of community health worker programmes in 2007,63 they are:
…neither the panacea for weak health systems nor a cheap option to provide access to health care for
underserved populations. Numerous programmes have failed in the past because of unrealistic
expectations, poor planning, and underestimation of the effort and input required to make them work.

Now that the evidence base for the effectiveness of community-level health workers is so much
stronger, and the interventions they need to provide are more numerous and better defined, we need
to ensure that the renewed wave of enthusiasm for national scale up of community health worker
programmes does not falter like it did in the 1980s. And, as the evidence base for community midwifery
grows, expansion of this programme will need to occur rapidly.
This will require, among other things, the following:
•

•

•

Strong integration of community-level health programmes with higher-level primary health care
services based at primary health care centres, so that they can be well supported and
supervised and so patients that community health workers and community midwives identify as
needing higher levels of care can receive it. This means development of communication and
transport systems between the community and the primary health care centre.
Community-level health programmes will need to be well financed, with long-term stable
funding, and higher-level primary health care services will need to be better financed,
particularly so that primary health care workers are better paid and supported in their work and
so that there are more of them with lower turnover.
Community-level health programmes will need to be in a state of continuing improvement, with
strong and rigorous evaluations ongoing so that the programmes, which will continue to have
many shortcomings, can gradually improve to reach their full potential.

We are now at a point in history where we need to recognize community-level health programmes not
as a short-term, stop-gap solution to a health crisis, but rather as a long-term feature of effective health
systems, even in high-income countries. As we mentioned previously, there is rapidly growing evidence
regarding how community health workers in the United States can improve the health of high-risk
groups, and the number of community health workers is rapidly growing. At present, there are,
conservatively estimated, 175,000 community health workers in the United States.64 Even within a
5-mile radius of the Johns Hopkins Hospital, arguably one of the best hospitals in the world, there is a
rapidly growing cadre of community health workers.
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In addition to all the other strong reasons given for strengthening and expanding community-level
health programmes in Africa, we must not overlook the important fact that community health workers
and trained community midwives, in contrast to nurses and doctors, are not candidates for outmigration to more developed countries. The empowering effect of being given the opportunity to work
as a community-level health worker, particularly for women, enables many of them to go on to other
leadership roles in their communities and make other important contributions to improving the lives of
their families and communities.
The seminal 2010 report released jointly by the Global Health Workforce Alliance and the World Health
Organization entitled Global Experience of Community Health Workers for Delivery of Health-Related
Millennium Develop Goals65 called for a stronger commitment to community health workers, and their
chief recommendation was that “The [community health worker] programmes should be coherently
inserted in the wider health system, and CHWs should be explicitly included within the HRH [human
resources for health] strategic planning at country and local level.” Dr. Miriam Were, one of the leaders
of community health throughout Africa, recently stated:
We should not say the community health workers are the lowest tier of the health system. They are the
foundation of an effective health system. The process for establishing community health is as important
as the outcomes, and community empowerment is an important part. We need to help people demand
their rights.

And Dr. Solange Kabide, Permanent Secretary, Ministry of Health of Rwanda, has also recently stated
that “Community health workers are the hands, ears and eyes of the health system.”66 The movement
for a stronger community-level health workforce in Africa is gaining momentum. Now it needs financing!

VII. The case for investing in primary health care more broadly
We have previously made the case for why investing in health in general is a good economic investment
for countries: a healthier society is a more productive society. Healthy workers are more productive and
having healthier children, adults and elderly also reduces family expenses and enables caretakers to
work instead of caring for sick family members.
But our argument here is also that investing in community-oriented primary health care and services
that reach out to every community and household is one of the most cost-effective investments a
government can make for improving the health of its population, particularly for lower-income countries
with a high burden of disease, low coverage of basic and essential services, and weak health systems.
And the evidence is growing that investments in these activities is highly cost-effective even in highincome countries such as the United States – by expanding basic services to underserved populations
and by reducing the utilization of expensive care (such as hospital readmissions).
The main reason that investing in community-oriented primary health care services is an ideal
investment for promoting economic growth in sub-Saharan Africa is that it is the most effective way to
improve the health of the population, and improved population health improves economic growth.
Another economic benefit from investing in community-level health workers is cost savings. Services
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provided at the community level save money – of both the patients (through fewer expenses and time
lost from seeking health care and through lower fees and costs) and the health care system (by
providing services at a lower cost).67 Many examples exist where strengthening community-level
services reduced the workload at primary health care centres. And, by preventing diseases (through
community-level health promotion efforts) and providing early treatment, the risk of complications
requiring more expensive treatments is diminished.
The role of community-level health workers in detecting disease outbreaks is now gaining increasing
attention, particularly as their contributions to bringing the 2014–2015 Ebola outbreak under control
and to polio and guinea-worm eradication are gaining recognition, and as the potentially devastating
effects of a flu pandemic are being recognized. Community-level workers can play an important role in
early disease detection and control.68 These efforts could also be used for early detection and control of
other disease outbreaks of importance in sub-Saharan Africa, including measles, cholera, and neonatal
tetanus. Polio and guinea-worm eradication, when achieved, will reduce health costs by eventually
eliminating the need for immunization against polio and medication against guinea-worm. If measles
eradication becomes a formal global goal, community-level workers will be essential for early disease
detection to make eradication possible. If measles is eliminated, cost savings will be significant just as
for polio since immunization against measles will not be required.
Some disease outbreaks have enormous potential to reduce economic productivity, as the recent Ebola
epidemic has demonstrated and as modelling of the potential impact of a global influenza pandemic has
shown. Community health workers visiting all households on a regular basis can detect outbreaks much
sooner than facilities in settings in which a high proportion of the population lives more than 3–4 km
from a health facility.68
As previously mentioned, vital events registration is an essential component of stronger programmes for
social and economic development, and their lack throughout sub-Saharan Africa has been a drawback.
Community-level workers, particularly now at the dawn of the mHealth revolution, can serve as the
foundation for civil registration of vital events and accurate local monitoring of death rates.68, 69
Finally, training and utilizing community-level workers is empowering, and it provides the opportunity
for increasing family incomes in settings where there are high levels of poverty. These benefits are even
more pronounced for women who become community-level workers. Since the number of communitylevel workers who need to be trained and paid is large (on the order of 1 million people in sub-Saharan
Africa), the broader societal benefits for this investment in human capital formation are substantial.
One recent estimate is that the return on investment in community-level health workers could be as
high as 10:1,70 based on an estimated annual cost of maintaining scaled-up community health worker
programmes in sub-Saharan Africa of US$ 2.1 billion and the cost savings achieved (a total of US$ 21.7
billion, including US$ 19.4 billion from increased productivity in a healthier population, US$ 750 million
in economic losses per year from improved capacity to control disease outbreaks, and US$ 1.6 billion
from the socioeconomic benefits of increased employment).
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VIII. Investing in health and in human resources for health in Africa:
current status
In April 2001, all of the 47 heads of state of African Union countries met and pledged to set a target of
allocating 15% of their annual budget to improve the health sector. Ten years later, only one of the 38
members of the Africa Union had achieved that target – the United Republic of Tanzania. Twenty-six
countries have increased their percentage of government expenditures for health, but 11 countries have
reduced their expenditures and another nine countries had not changed.71 According to the WHO Global
Health Expenditure Database’s most recently available data,72 the median percentage of the national
government spending for health in Africa is 10.7%. On the basis of information available in 2011, the
median level of real per capita government spending from domestic sources on health increased only
slightly, from US$ 9.30 to US$ 13.40 since 2001. And the governments of 33 countries in 2009 were
spending less than US$ 33 per capita on health.71
The Taskforce on Innovative International Financing for Health Systems reported in 2009 that lowincome countries need to spend approximately US$ 50 per capita in order to achieve the health-related
MDGs.73 At this level of investment, the Taskforce estimated that 5 million deaths would be averted
each year – 4.3 million newborn and child deaths, 259,000 maternal deaths, 235,000 deaths from
tuberculosis, and 177,000 deaths from HIV.73 More recently, a task force assembled by the Royal
Institute of International Affairs has proposed that each country commit to spend 5% of its GDP on
health and move progressively towards this goal, and that every government should commit to spend at
least US$ 86 per capita for health services, recognizing that the poorest countries will need external
support to achieve this goal.74

IX. The growing availability of funds for health care in Africa
We know that as per capita GDP increases, the percentage of the GDP spent on health care also
increases, leading to exponentially rapid growth in health care spending in low-income countries whose
economies are growing (see Figure 6). This has been referred to as the “First law of health economics”
and is partly due to the Baumol effect, which states that labour costs rise in certain segments of the
market – most notably in health care services, education and the arts – because productivity gains are
hard to achieve. The correlation is so strong, with a correlation coefficient of 0.94, that other
explanatory variables have little to add.4 But we also know that the health status of countries varies
greatly at the same level of health expenditure, so the way in which these funds are spent holds great
importance. But the strong correlation between overall spending for health and per capita GDP does not
necessarily mean that government spending will increase at a similar rate as overall spending in the
country. There are wide variations in the level of health at similar levels of per capita national health
expenditure and per capita GDP, as shown in Figure 7. So the challenge for you as ministers of finance is
to invest wisely and avoid unproductive expenditure escalation.
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4

Figure 6. Relation between income and health spending by country

Figure 7. Good health at low cost
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The many demands on government budgets create challenges and opportunities. Investing more in the
health sector has been difficult because of competing demands from other sectors and because health
needs have not been seen as important politically compared to other needs. We believe that addressing
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unmet health needs and supporting the expansion of community-based programmes that reach
underserved populations are going to receive stronger and stronger political support across sub-Saharan
Africa for the foreseeable future. And, as the great disparities in access to health care and in levels of
health are becoming more apparent and persistent, growing demands from the standpoint of social
justice will be made internally within countries and internationally to address them. Given that Africa as
a continent is achieving relatively rapid economic growth now and for the foreseeable future, it is safe
to conclude that finding the funds to make greater investments in health should not be the issue. The
real issue is whether those funds will be used to achieve the greatest possible improvements in
population health.

X. The unmet health needs in Africa
Across sub-Saharan Africa, we have inspiring examples of national progress in improving the health, but
the stark reality is that there are 3.1 million children younger than 5 years of age are dying in Africa each
year,61 the great majority from readily preventable or treatable conditions: 179,000 women are dying
from pregnancy-related causes,76 again the great majority of which are readily preventable or treatable;
HIV/AIDS is still claiming the lives of 1.1 million people in Africa each year; malaria is claiming 528,000
lives (the great majority in children);77 and tuberculosis is claiming 690,000 lives.78
Although the top drivers of the disease burden in most African countries remain communicable,
newborn, nutritional and maternal causes such as diarrhoeal diseases, lower respiratory tract infections
and protein-energy malnutrition, the disease burden from non-communicable causes such as stroke,
depression, diabetes, and ischemic heart disease is increasing, especially among upper-middle-income
countries in the region.79 Road injuries are taking a growing toll. Disabilities, such as those caused by
depression, low back pain, HIV/AIDS and malaria, are also producing a larger share of the global burden
of disease than in 1990, the last time this type of study was carried out. Undernutrition (such as that
produced by sub-optimal breastfeeding and vitamin deficiencies) and household air pollution are among
the leading risk factors for premature death and disability in sub-Saharan Africa.79 Alcohol use, high
blood pressure, and smoking are also major contributors to health loss.79 Only five out of the 47
countries in sub-Saharan Africa are on track to achieve the MDG this year for reducing mortality in
children by two-thirds by 2015, and only 14 of the 47 countries are on track to achieve the MDG for
reducing maternal mortality by three-quarters.
Although nearly all countries in sub-Saharan Africa are making some progress in improving the health
status of their populations, in many cases this progress is uneven, with the poorest segments of the
population not sharing to the same degree in the progress that is being made.80 And, sub-Saharan Africa
as a region is not progressing at the same rate as other regions of the world.80
Access to basic health care services remains unavailable in practical terms for millions of Africans. In
rural areas, large portions of the population live great distances from health facilities that are staffed by
professional health workers. In urban areas, even though geographic distance is not a barrier, services
that are readily available and affordable for the poor are inadequate to meet the need. One recent
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estimate from the International Labour Organization is that 77% of the rural population and 50% of the
urban population of Africa have no access to health care.20
The population coverage of key essential interventions that we know are important in promoting good
health and preventing death remain remarkably low across sub-Saharan Africa. For instance, the median
national percentage of mothers who exclusively breastfeed their infant during the first 6 months of life
among the countries of sub-Saharan Africa is only 38%.81 The median national percentage of children in
malaria-endemic areas sleeping under an insecticide-treated bednet is 37%;81, 82 the median national
percentage of children with symptoms of pneumonia who are receiving life-saving antibiotics is only
37%;81 the median national percentage of pregnant women delivered by a trained attendant is only
59%;81, 82 and the mean national percentage of women with a met need for family planning is only
47%.81, 82
Access to quality health services that are affordable and that do not lead to catastrophic expenses (debt
from which families cannot recover, often defined as more than 40% of a family’s annual income) and
severe poverty is an increasingly high priority for poor people. This becomes a greater and greater
priority as other basic needs are better met.
Not only are millions of people dying throughout Africa from readily preventable or treatable conditions,
and not only are basic and essential service unavailable to millions, but also there is a fundamental lack
of trust in health systems in many parts of Africa for many reasons, not the least of which are too many
instances in which patients are being treated without adequate respect,83 asked to pay unofficial fees, or
unable to access services because health workers did not report for duty as expected. Often health
workers are being asked to work without regular pay, without the supplies and equipment they need,
and in unsafe environments. The recent devastating Ebola epidemic brought many of these issues to the
forefront of the world’s attention.

XI. The cost of inaction and opportunity cost on lives saved and disability
averted
The value of greater investments in health among countries in Africa should be obvious. But what are
the costs of inaction and what are the opportunity costs on lives saved and disability averted? More
than 2 million lives could be saved each year in Africa by implementing proven interventions at high
levels of coverage that can be achieved only with community-level human resources – community
health workers and trained community midwives. And these investments would yield substantial returns
in the social and economic development of countries over and above their direct impact on health.
William Foege, one of the giants of global health of the 20th century, reminds us that:
The most important medical ethical decision is how we allocate resources. This includes planning and
administering public health programmes to reduce major causes of mortality, morbidity, disability, and
84
behaviour which reduce the quality of life.

25

Community-level Human Resources for Health

From this perspective, you as ministers of finance of your respective countries collectively hold the lives
and well-being of millions of Africans in your hands. The ethical and moral dimension of your decisions
cannot be avoided.

XII. Brazil, Ethiopia and Rwanda as exemplars of investing in community-level
human resources for healthb
Exciting progress has been made and can still be made by investing in community-level human resources
for health. Here are highlights of three national success stories.

The Community Health Agent Programme of Brazil
The Programa Saúde da Família (Family Health Programme, now called the Family Health Strategy and
abbreviated PSF) was launched in 1994, building upon several previous decades of experience in rural
underserved areas with Community Health Agents (CHAs), who were legally recognized as professionals
in 2002. Currently, Brazil has 236,000 CHAs working as part of 33,000 family health care teams (Equipos
de Saúde Familiar), or 1 CHA for every 600 people approximately. Family health care teams are based
within PSF clinics and provide services to usually 600–1,000 families (1,500–3,000 people), but they
occasionally serve as many as 4,500 people.
Originally, CHAs provided vertical (centrally directed) maternal and child health services (such as
immunizations and family planning) in isolated rural areas where services were limited. These activities
have now evolved into the cornerstone of the national primary health care programme that reaches
almost the entire population of the country. CHAs operate as members of family health care teams that
are managed by municipalities. With usually 4–6 CHAs on each team (but sometimes more), each CHA is
responsible for approximately 150 families (ranging from 75 to 200 families). Other members of the
family health team include one doctor, one nurse, and one auxiliary nurse.
The scope of work for the health care teams varies from region to region, but most teams provide
comprehensive care through promotive, preventive, recuperative, and rehabilitative services. CHAs
register the households in the areas where they work and are also expected to empower their
communities and link them to the formal health system.
CHAs are full-time salaried workers earning in the range of US$ 100 to US$ 228 per month. They are
supervised by nurses and physicians from the local health centre. Supervisory nurses spend 50% of their
time in these supervisory roles and the rest of the time working in the health centre. Key services
provided by CHAs include: the promotion of breastfeeding; the provision of prenatal, neonatal, and child
care; the provision of immunizations; and participation in the management of infectious diseases, such
as screening for and providing treatment for HIV/AIDS and TB.

b
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These case studies are taken from a fuller description (with appropriate references), which also includes descriptions of
other large-scale community health worker programmes around the world.
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In the 1990s, CHAs were trained to provide integrated management of childhood illness (IMCI) in the
home, including providing prescriptions for antibiotics for children suspected of having pneumonia.
CHAs are closely integrated into formal health services.
The financing of the health system in Brazil is decentralized and arises from a variety of funding sources,
including taxes, social contributions, out-of-pocket expenditures, and employer health insurance
purchases. The PSF provides services free of charge to recipients, and the programme is financed on a
capitation basis with incentives for municipalities to increase coverage. Since 1996, states and
municipalities have been responsible for the management and financing of health care. Now, states
must allocate at least 12% of their total budget to health; municipal governments are required to spend
15% of their total budget on health—a requirement met by 98% of municipalities.
Other significant cadres of community health workers in Brazil include those trained and supported by
the Catholic NGO Pastorate of the Child. This NGO has a network of 260,000 volunteer community
health workers who promote child survival through low-technology interventions such as the
administration of oral rehydration solution for childhood diarrhoea.
Brazil has experienced dramatic improvements in a broad range of national health indicators over the
past three decades, and much of this progress is attributable to the strength of its primary health care
programme and the critical role played by CHAs.

Ethiopia’s Health Extension Programme
The first cadre of Health Extension Workers (HEWs) was trained in 2004. In the following years, Ethiopia
expanded its primary health care programme in hope of achieving universal health coverage. Human
resources that serve at the community level in Ethiopia include: HEWs, voluntary community health
workers, and Community Health Promoters, now called Health Development Army (HDA) Volunteers.
At present there are approximately 38,000 HEWs (1 for approximately 2,500 people). The percentage of
the population that is served by the programme has increased from 61% in 2003 to 87% in 2007. HEWs
are supposed to split their time between health posts and the community. The HDA Volunteers’ role is
to increase utilization of primary health services through part-time work (less than 2 hours per week)
within their communities. Each HEW serves approximately 2,500 people, and each HDA volunteer is
responsible for 25 people.
The Health Sector Development Plan (HSDP) has been financed by national and sub-national
government entities, bilateral and multilateral donors, NGOs, private contributions, and user-fee
revenues. Current HSDP funders include the GAVI Alliance’s Health System Strengthening Programme;
the Global Fund to Fight AIDS, Tuberculosis and Malaria; and the Carter Center, among others.
The costs of HEWs are as follows: US$ 234 for 1 month of training; US$ 178 for the apprenticeship; and
US$ 84 monthly for the salary of one HEW. At the local level, financing and planning are decentralized
and the woredas (districts) receive block grants to cover the expenses of the HEP.
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The main responsibilities of HEWs include health promotion, disease prevention, and treatment of
uncomplicated and non-severe illnesses, such as cases of malaria, pneumonia, diarrhoea, and
malnutrition in the community. Selected HEWs do community-based insertion of contraceptive
implants. Most HEWs provide oral contraceptive pills and condoms and give injectable contraception to
clients. HEWs are a formally recognized cadre that has strong political support, including from the
Federal Ministry of Health and the prime minister. HEWs provide training and support to HDA
Volunteers, who in turn refer clients to them.
The role of HDA Volunteers is to promote healthy behaviours at the household level and increase
utilization of primary health services. Their services include prevention, health promotion, and health
education; support for HEWs and their outreach work; and support of and participation in intermittent
campaign-type activities.
HEWs are formal government employees and are paid a salary. HDA Volunteers are not monetarily
compensated, but receive non-financial incentives such as formal recognition, ongoing mentorship,
certificates, and recognition at community celebrations.
Supervision is conducted by the woreda supervisory team, which consists of a health officer, a public
health nurse, an environmental/hygiene expert, and a health education expert. In addition, each health
centre supervises approximately five health posts (with 10 HEWs), and supervision occurs in the health
post and at the health centre. In 2005, HEWs had an average of three supervisory visits over the course
of 9 months. HDA Volunteers are supervised by HEWs.
The Ethiopian health system is decentralized and has been reorganized into three tiers. Tier 1 is made up
of primary health care units comprising a health centre (one health centre for 15,000–25,000 people)
and five satellite health posts (one health post for 3,000–5,000 people) along with woreda hospitals,
each serving 60,000–100,000 people. Tier 2 includes zonal/general hospitals (one hospital for 1 million
to 1.5 million people). And Tier 3 involves specialized/referral hospitals (one hospital for 3.5 million to 5
million people).
Ethiopia is making some of the strongest improvements in health in all of Africa at present. Its declines
in under-5 mortality and in maternal mortality, along with dramatic improvements in the contraceptive
prevalence rate, are among the most notable in all of Africa. HEWs are widely seen as the main reason
that services have expanded and that these results have been achieved. Significant, positive associations
have been found between exposure to HEWs and child vaccination uptake, insecticide-treated bednet
use by children and pregnant women, utilization of antenatal care early in pregnancy, and proper
sanitary practices. Additionally, some regions have achieved increases in institutional deliveries and
tetanus vaccination coverage.

Rwanda
The Rwanda community health worker programme was established in 1995, aiming at increasing uptake
of essential maternal and child clinical services through education of pregnant women, promotion of
healthy behaviours, and follow-up and linkages to health services. An estimated 60,000 community
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health workers (1 for every 200 people approximately) operating at the village level provide the first line
of health service delivery. There are three community health workers in each village: a male–female pair
(called Binômes) providing basic care and integrated community case management (iCCM) of childhood
illness, and a community health worker in charge of maternal health, called an ASM (Agent de Sante
Maternelle).
When the Ministry of Health endorsed the programme in 1995, there were approximately 12,000
community health workers. By 2005, the programme had grown to over 45,000 community health
workers (30,000 working as Binômes and 15,000 ASMs). From 2005, after the Government’s
decentralization policy had been implemented nationally, the Ministry of Health increased efforts to
improve maternal and child health services, and between 2008 and 2011, Rwanda introduced iCCM of
childhood illness (for childhood pneumonia, diarrhoea, and malaria). In 2010, the Government of
Rwanda introduced family planning as a component of the national community health policy.
Three community health workers, each with clearly distinct defined roles and responsibilities, operate in
each village of approximately 100–150 households. The ASM identifies pregnant women, makes regular
home follow-up visits during and after pregnancy, and ensures deliveries in health facilities where skilled
health workers are available. Binômes provide iCCM (assessment, classification, and treatment or
referral of diarrhoea, pneumonia, malaria, and malnutrition in children younger than 5 years of age),
community-based provision of contraceptives, directly observed treatment (DOT) for TB, prevention of
non-communicable diseases, and preventive and behaviour change activities.
Although community health workers in Rwanda are volunteers, in 2009 the Ministry of Health
introduced community performance-based financing (CBPF) as a way to motivate community health
workers. Community health worker cooperatives are organized groups of community health workers
that receive and share funds from the Ministry of Health based on the achievement of specific targets
established by the Ministry. By linking incentives to performance, the Ministry hopes to improve quality
and utilization of health services.
Cell Coordinators (also referred to as the In-Charge of Community Health Workers at the local health
centre), sometimes assisted by an Assistant Cell Coordinator, visit community health workers to monitor
activities, monitor supplies and drugs, compile reports from community health workers, and submit the
information to the In-Charge of Community Health on a quarterly basis. As part of this supervision, Cell
Coordinators also make home visits to see how the community health workers are performing their
activities and verify reports that have been sent by community health workers using mobile phone text
messaging to the health centre. In addition to this line of supervision, the community health worker
cooperatives also perform an evaluative function, and community health workers are incentivized based
on the performance of the cooperative.
Rwanda’s health system financing originates from two main sources. On the supply side, the central
treasury transfers funds to districts and health facilities. On the demand side, the system provides
health insurance payments for documented services. In recent years, much of the total health
expenditures of the Government of Rwanda have come from external sources such as the Global Fund
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to Fight AIDS, Tuberculosis and Malaria; PEPFAR (the President’s Emergency Plan for AIDS Relief); and
the President’s Malaria Initiative. In 2011, 47% of the government’s total health expenditure (US$ 407
million) was supplied by donors.
However, the Government of Rwanda has increased its own spending on essential health services since
2005; spending is projected to reach 15% of the government’s total budget by 2015. Community-based
health insurance schemes have allowed for 92% of the population to be insured. This has greatly
increased access to health care service and drugs.
Rwanda achieved its MDGs for maternal and child health in 2012, three years ahead of schedule. Its
community health worker programme has played an important role in expanding coverage of basic
services, particularly community-based family planning services and treatment of childhood malaria and
pneumonia.

XIII. Concluding comments
The opportunity of what is now being called a “grand convergence” of major gains over the next 20
years in reductions in the prevalence of serious infectious diseases, in child and maternal mortality, in
the incidence and consequences of non-communicable diseases and injuries, and in the achievement of
universal health coverage is now within our reach.4 Increased domestic financing will be needed to
achieve this “grand convergence,” and in most countries economic growth will create the fiscal space for
increased domestic spending on health.
The Third Global Forum on Human Resources for Health, composed of representatives of governments
and a diverse group of multilateral, bilateral and academic institutions, met in Recife, Brazil in 2013, and
made the following statement:
The enjoyment of the highest attainable standard of health is one of the fundamental rights of every
human being, without distinction of race, religion, political belief or economic or social condition. Poor
health is one of the root causes of vulnerability and poverty, while in turn poverty, inequality and social
exclusion further contribute to ill health. Healthy populations and well-performing national health
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systems are fundamental for equitable, inclusive, sustainable development.

We are now at a tipping point for health in Africa: greater investments now community-level health
programmes will help countries create a new foundation for health systems that will accelerate progress
in reducing the number of preventable deaths, in controlling diseases, in accessing basic health services
and higher levels of care in the health system, in identifying disease outbreaks early on, and promoting
socioeconomic development more broadly. Building strong national community-level programmes also
requires strengthening the primary health care system more broadly, since community-level workers
need trainers, supervisors, and support for drugs and supplies. And when patients develop medical
problems that community-level workers cannot handle, they need to be able to promptly refer their
patients to the next higher level of care and to assure their patients that they will be treated with dignity
and quality.
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Not only do we need a larger health workforce, but we also need the right mix of health workers. And
those at the higher levels need to be heavily engaged in training and supervising those at lower levels,
and in “task shifting/task sharing” in order to maximize the efficiency of the existing health workforce
and extend its reach to outlying areas. We also need to nurture those who are currently in the health
workforce and create suitable conditions of employment for them too so that they are better motivated
and more productive, thereby reducing turnover and departure from the workforce.
N. R. E. Fendall was one of the great pioneers of primary health care and a champion of a strong
community-level health workforce in Africa during the 20th century. Four decades ago he wrote the
following poignant statement:
If I were asked to compose an epitaph on medicine throughout the 20th century it would read: “Brilliant
in its scientific discoveries, superb in its technological breakthroughs, but woefully inept in its application
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to those most in need.”

Let us all strive to assure that in the 21st century those most in need in Africa will not continue to be
forgotten.
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