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ABSTRACT
Despite policies for addressing shortages and 
maldistribution of health professionals, sub- Saharan Africa 
continues to experience shortages and maldistribution of 
skilled health professionals. Policies such as return- of- 
service schemes or state- funded educational initiatives 
do not seem to be achieving their intended objectives, 
potentially due to poor design, implementation; and lack 
of monitoring and evaluation of the strategies. A focus by 
global health experts on strengthening and reformulating 
educational initiatives offers potential for producing, 
retaining and recruiting health professionals.

INTRODUCTION
WHO has designated 2020 as the year of the 
nurse and midwife.1 It also marks the 10th- 
year anniversary of its Global Code of practice 
for the international recruitment of health 
professionals (WHO Code).1 This landmark 
coincides with the beginning of the decade 
leading to the review of the Sustainable 
Development Goals (SDGs).1 But what do 
these milestones mean for the global health 
workforce that drive these health systems?

The global celebration of the nurse and 
midwife is an opportunity to reflect and iden-
tify how health systems can better nurture and 
strengthen their health workforce. While the 
year marks the role of nurses and midwives, 
poor working conditions and staff short-
ages, particularly in low- income and middle- 
income countries (LMICs), remain significant 
barriers to their contribution.1 In addition, 
in LMICs, nurses are often being required 
to take on the role of doctors who are also 
in short supply.2 The combination of these 
factors often generates a reinforcing cycle of 
skilled health professional (SHP) shortages, 
poor retention and maldistribution of these 
workers across and within nations, with large 

and negative impacts on population health 
and health system performance.

WHO Code was introduced to offer some 
consideration and potential resolution of 
these persistent issues but has been widely 
criticised as being ineffectual largely due 
to its voluntary nature.1 Further, frictions 
between WHO and states continue to limit 
attempts to address health professional short-
ages that extend beyond nurses and midwives. 
Beyond these factors, a significant propor-
tion of the shortages could be accounted 
for by outdated, incoherent, poorly coordi-
nated and supported policies or other factors 
known and unknown.2

WHO characterises a health system as 
consisting of six elements: leadership and 
governance; human resources for health 
(HRH); medical products, vaccines and tech-
nologies; information and research; service 
delivery; and health financing.3 The effective 
interaction of these core elements potentially 
produce beneficial health system outcomes, 
including population health, the provision of 
quality services and ensuring access to afford-
able services. HRH acts as the key stimulant 
of the health system, without which health 
delivery and access to quality healthcare is 
impossible. Hence, the performance of a 
health system is reliant on the production, 
distribution and retention of HRH.2

Maldistribution of SHPs can arise due to 
the low production of SHPs by lower- income 
countries, migration of SHPs to the private 
sector or urban centres and emigration to 
higher- income countries.4–6 Lehmann et al5 
and Grobler et al4 attribute most of the loss of 
SHPs to push factors such as a lack of personal 
and professional support, poor working and 
living conditions and environment rather 
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than available immigration opportunities.4 5 The mald-
istribution and shortage of health professionals results 
in poorly functioning services and inequity in access to 
healthcare in many parts of the world,4–6 particularly in 
LMICs.7 Despite the fact that sub- Saharan Africa bears up 
to 25% of the global burden of disease, it has only 3% 
of the global health workforce and the lowest density of 
doctors and nurses of any region.4 7 In contrast, 37% of 
the world’s health workers work in WHO region of the 
Americas, which accounts for 10% of the global burden 
of disease.4 This disparity leads to poor attainment of 
health outcomes and might in some instances lead to cata-
strophic global disasters, such as the West African Ebola 
outbreak of 2014–2015.4 While it is too early to assess the 
impact of COVID-19 on global health workforces and 
health systems, existing disparities are likely to be exac-
erbated as already stretched health systems come under 
increased pressure, potentially worsening the spread and 
impact of the pandemic on vulnerable populations.

In sub- Saharan Africa countries like South Africa, 
44% of the population live in rural areas but are served 
by approximately 12% of doctors.4 8–10 Others, such as, 
Ghana and Senegal also reflect a similar picture: 87% 
and 60% of the respective physicians serve in urban areas 
where 23%–44% of the population reside.4 Several strate-
gies have been used to address this maldistribution. These 
include: financial incentives (rural allowance, scholar-
ships and loan repayment schemes); educational mech-
anisms (targeted admission policies for medical schools, 
undergraduate and postgraduate training exposure and 
the location of medical schools in rural areas and/or the 
inclusion of rural training programmes); personal and 
professional support; and regulatory initiatives.4–6 9

State sponsored educational initiatives are strategies 
that combine the training of aspiring health profes-
sionals with government human resources recruitment 
and retention strategies.2 4 5 11–13 These strategies also 
known as return- of- service (ROS) schemes award study 
scholarships or bursaries to health sciences students in 
return for their commitment to serve government on a 
year- for- year reciprocal contract after completion of their 
studies.2 4 5 11–13The primary objective is to increase the 
pool of health professionals in a defined area and/or 
government service for a set number of years.2 4 5 11–13 The 
secondary objective is to retain these health professionals 
in the same area of their service beyond their obliga-
tory service period.2 4 5 11–13 Despite the stated intentions 

underlying these policies, and the fact that such poli-
cies are the cornerstone of many African health systems 
including South Africa, Eswatini, Botswana, Lesotho and 
Namibia,5 13 14 their impacts do not always match the 
policy objectives due to a variety of factors, including 
poor HRH planning, poor monitoring mechanisms, poor 
HRH skills mix, disjointed HRH information systems.4–6 12

Another complicating factor to the effective imple-
mentation of HRH strategies is the lack of production 
capacity in some countries and a resultant over- reliance 
on neighbouring countries and/or the referral of future 
health professionals abroad for studies.1 5 For example, 
until recently Eswatini, Lesotho, Botswana and Namibian 
governments would fund and send health sciences 
students to study in South African medical schools. 
Botswana and Namibia have since started training their 
own medical students with the opening of medical schools 
in 2009 and 2010, respectively. South Africa in- turn sends 
medical students to study medicine in Cuba.14

Under these government- sponsored schemes, there is 
an expectation that the graduates would return to their 
countries of origin after graduation. However, the conse-
quences of the implementation of these schemes might 
not have been initially apparent to policy- makers: grad-
uates might find employment and other opportunities 
in their host environment during their studies, choosing 
not to return to their country of origin after completion 
of their studies abroad. In the absence of any systematic 
review and evaluation of the implementation of these 
strategies by policy makers, it is difficult to assess the 
extent to which ‘exported’ students return to their coun-
tries to provide healthcare services.5 13

The complexity of HRH shortages and maldistribution 
requires increasingly complex solutions. Governments 
need to appreciate that HRH policies cannot be imple-
mented in a piecemeal fashion but require a coordinated 
and coherent approach which aligns with other policies. 
Importantly, these policies also require an appreciation 
and assessment of contextual factors. As an example, 
many countries rely on the development and implemen-
tation of ROS strategies as a vehicle for building and 
maintaining a skilled health workforce. At face value, it 
makes sense for a financially needy student to commit 
to a future obligatory period of public service following 
receipt of a scholarship. This can be represented by a 
simple linear equation where an input of an HRH policy 
aimed at recruiting SHPs results in an increase in SHPs.

Figure 1 Assumed return- of- service policy implementation.
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This equation could be represented by figure 1 where 
the shortages and maldistribution of SHPs will trigger 
the policy development process that will address the 
challenge. However, the real world is spherical and as 
such will bring forth multiple interacting and sometimes 
opposing contextual variables which can complicate this 
equation. While this commentary does not provide a 
settled equation that might facilitate a universal approach 
it does however raise, as demonstrated via figure 2, some 
of the factors that might complicate the policy and its 
intentions.

Central to the success of this policy is the quantifica-
tion of human resource needs based on burden of disease 
and demographic profile of the population, and the avail-
ability of funds to pay for future salaries factored into the 
equation before a potential future employee is enrolled. 
Asamani et al2 have noted the paradoxical incapability 
of many sub- Saharan African governments to absorb an 
estimated 700 000 health workers by 2030.2 Failing to 
consider the future salary needs will therefore be coun-
terproductive in efforts to address the HRH situation 
in underserved areas, as poorer countries could end up 
training SHPs for higher- income countries.

CONCLUSION
The 10th- year anniversary of WHO global Code of practice 
for the international recruitment of health professionals 
offers an important opportunity to reconsider and refor-
mulate costly HRH policies that are not achieving their 

desired outcomes. The contribution of ROS to health 
system strengthening and policy targets such as universal 
health coverage has been limited by poor planning, 
implementation and monitoring of the schemes. Efforts 
to address these issues and leverage the significant poten-
tial of ROS schemes must focus on overcoming disjointed 
and fragmented human resource information systems 
that have resulted in inadequate monitoring of policies; 
subject ROS schemes to rigorous evaluation of their 
effectiveness and cost- effectiveness; and, engage in robust 
planning processes to ensure there is appropriate quanti-
fication of human resource gaps, the required skills mix 
and appropriate provisions for future salary needs from 
the point of enrolment into the scheme.2 4 5 11–13 Scholars 
and researchers can make an important contribution to 
this objective by taking the lead in quantifying the effects 
of these policies and investigating the cost- effectiveness 
relative to other potential HRH policies. However, it is 
vital that such activities are undertaken in close collabora-
tion with government departments and planners respon-
sible for the implementation of the schemes.

There are multiple complex and interacting factors 
associated with recruitment and retention of SHPs that 
must be considered in developing packages of interven-
tions to effectively recruit, train and retain SHPs along 
the lines of those provided by Lehmann et al.5 Unless 
ROS policies are reformulated and strengthened, their 
long- term utility and viability as a vehicle for addressing 
global health workforce distribution and shortages in 

Figure 2 Real world and return- of- service policy challenges.
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sub- Saharan Africa will remain questionable. Worse, they 
could have perverse impacts on resource- constrained 
health systems whereby they fund the training of SHPs for 
higher- income countries, not only failing in their stated 
goal of overcoming persistent shortages of SHPs but also 
diverting resources vitally needed for service delivery to 
schemes with virtually no impact on population health or 
health system performance. Achieving universal health 
coverage for all and attaining SDG 3 by 2030 is impossible 
without a trained and motivated workforce and requires 
the scarce resources available for investment in health 
systems to be directed to their most effective uses possible. 
Reformulating complex and costly ROS schemes will be 
a challenging but unavoidable process if sub- Saharan 
African health systems are to overcome workforce short-
ages, develop a sustainable pool of skilled health workers 
and achieve universal health coverage.

Acknowledgements We acknowledge the George Institute for Global Health and 
Research and the University of New South Wales for their continued support with 
resources even as we navigate through the storm of COVID-19.

Contributors SAM: developed the concept, led the work, edited versions of the 
manuscript before submission. BA: edited and commented on revisions of the 
manuscript. KY: edited and commented on revisions of the manuscript. AD: cosenior 
author, edited versions of the manuscript and signed off on the final version. RJ: 
cosenior author, edited versions of the manuscript and signed off on the final 
version.

Funding The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not- for- profit sectors.

Competing interests None declared.

Patient consent for publication Not required.

Provenance and peer review Not commissioned; externally peer reviewed.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non- commercial. See: http:// creativecommons. org/ licenses/ by- nc/ 4. 0/.

ORCID iDs
Sikhumbuzo A Mabunda http:// orcid. org/ 0000- 0001- 9458- 3742
Blake Angell http:// orcid. org/ 0000- 0002- 7188- 7740
Kenneth Yakubu http:// orcid. org/ 0000- 0002- 5385- 0143

REFERENCES
 1 World Health Organization. Seventy- second World health assembly 

resolutions, 2019. Available: https:// apps. who. int/ gb/ e/ e_ wha72. 
html; [Accessed 11 Aug 2020].

 2 Asamani JA, Akogun OB, Nyoni J, et al. Towards a regional strategy 
for resolving the human resources for health challenges in Africa. 
BMJ Glob Health 2019;4:e001533.

 3 Frenk J. The global health system: strengthening national 
health systems as the next step for global progress. PLoS Med 
2010;7:e1000089.

 4 Grobler L, Marais BJ, Mabunda S. Interventions for increasing 
the proportion of health professionals practising in rural and other 
underserved areas. Cochrane Database Syst Rev 2015;6:Cd005314.

 5 Lehmann U, Dieleman M, Martineau T. Staffing remote rural areas in 
middle- and low- income countries: a literature review of attraction 
and retention. BMC Health Serv Res 2008;8:19.

 6 Mullan F. The metrics of the physician brain drain. N Engl J Med 
2005;353:1810–8.

 7 Crisp N, Chen L. Global supply of health professionals. N Engl J Med 
2014;370:950–7.

 8 South African National Department of Health. Human resources for 
health South Africa: HRH strategy for the health sector: 2012/13 
- 2016/17. Available: https://www. gov. za/ sites/ default/ files/ gcis_ 
document/ 201409/ hrhstrategy0. pdf [Accessed 11 Aug 2020].

 9 Hamilton K, Yau J. The global tug- of- war for health care workers, 
2004.

 10 Statistics South Africa. People of South Africa: population census, 
2016. Available: http://www. statssa. gov. za/; [Accessed 03 Feb 2020].

 11 Ross AJ, Couper ID. Rural scholarship schemes a solution to the 
human resource crisis in rural district hospitals? South African Family 
Practice 2004;46:5–6.

 12 Donda BM, Hift RJ, Singaram VS. Assimilating South African medical 
students trained in Cuba into the South African medical education 
system: reflections from an identity perspective. BMC Med Educ 
2016;16:281.

 13 Bärnighausen T, Bloom DE. Financial incentives for return of service 
in underserved areas: a systematic review. BMC Health Serv Res 
2009;9:86.

 14 Ncayiyana D. Impact assessment study report: RSA- CUBA medical 
training program. Johannesburg, South Africa: Benguela Health, 
2008.

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://fm

ch.bm
j.com

/
F

am
 M

ed C
om

 H
ealth: first published as 10.1136/fm

ch-2020-000498 on 21 S
eptem

ber 2020. D
ow

nloaded from
 

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0001-9458-3742
http://orcid.org/0000-0002-7188-7740
http://orcid.org/0000-0002-5385-0143
https://apps.who.int/gb/e/e_wha72.html;
https://apps.who.int/gb/e/e_wha72.html;
http://dx.doi.org/10.1136/bmjgh-2019-001533
http://dx.doi.org/10.1371/journal.pmed.1000089
http://dx.doi.org/10.1002/14651858.CD005314.pub3
http://dx.doi.org/10.1186/1472-6963-8-19
http://dx.doi.org/10.1056/NEJMsa050004
http://dx.doi.org/10.1056/NEJMra1111610
https://www.gov.za/sites/default/files/gcis_document/201409/hrhstrategy0.pdf
https://www.gov.za/sites/default/files/gcis_document/201409/hrhstrategy0.pdf
http://www.statssa.gov.za/;
http://dx.doi.org/10.1080/20786204.2004.10873025
http://dx.doi.org/10.1080/20786204.2004.10873025
http://dx.doi.org/10.1186/s12909-016-0800-4
http://dx.doi.org/10.1186/1472-6963-9-86
http://fmch.bmj.com/

	Reformulation and strengthening of return-of-service (ROS) schemes could change the narrative on global health workforce distribution and shortages in sub-Saharan Africa
	Abstract
	Introduction
	Conclusion
	References


