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THE PUBLIC HEALTH WORKFORCE IN SUB-SAHARAN AFRICA:
CHALLENGES AND OPPORTUNITIES

The health crisis in sub-Saharan Africa (SSA)
presents enormous challenges to the public
health workforce, which is ill equipped to re-
spond. Since the fate of SSA is central to the
health and well-being of all regions, a long-
term effort is now required to strengthen the
public health workforce in SSA. This will re-
quire major support from national govern-
ments and a wide variety of international agen-
cies. Several global initiatives present an op-
portunity for SSA to mount a response to the
health crisis. However, unless these resources
contribute to the development of infrastruc-
ture, human capacity, and management pro-
cesses, the response is likely to have only a
short-term impact on the most pressing health
problems. (Ethn Dis. 2003;13[suppl2]:S2-24–
S2-30)
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INTRODUCTION

The health crisis in sub-Saharan Af-
rica (SSA) presents enormous challenges
to the public health workforce, which is
ill-equipped to respond. Since the fate
of SSA is central to the health and well-
being of all regions, an effective re-
sponse will require coordinated and sus-
tained global action. This paper begins
with some definitions, reviews the
health situation of SSA, assesses several
recent global health initiatives, and con-
siders the state of the public health
workforce. The final section highlights
the opportunities for an effective public
health response to the challenges, with
a focus on the training of the workforce.

Definitions: Public Health and
the Workforce

Despite its simplicity, the term ‘pub-
lic health’ is a source of confusion. A
succinct definition of public health,
which is broad in scope and of wide ap-
peal, is ‘collaborative action for popu-
lation-wide health improvement.’ This
definition emphasizes the hallmark of
the public health community, collabo-
rative (or collective or organized) action,
along with the goals of public health:
population-wide health improvement.1

The public health workforce is de-
fined by its primary responsibility for
collaborative action for population-wide
health improvement. This definition ex-
cludes many primary care and other
health professionals, whose major con-
cern is individual patient care, even
though they may be providing impor-
tant disease prevention services, such as
immunization or screening programs.
Another recent and related definition is
that a ‘public health professional is a
person educated in public health or a

related discipline who is employed to
improve health through a population
focus.’2

At the heart of the public health
workforce is the relatively small group
of professionally trained practitioners
from a range of disciplines, both medi-
cal and non-medical, who work pre-
dominantly for government public
health agencies, at least until recently.
This core group provides public health
leadership, and works in close associa-
tion with a much larger workforce from
a wide range of public and private or-
ganizations who provide public health
services, whether directly or indirectly.

The competencies required by the
public health workforce include an abil-
ity to identify, monitor, and manage
population health problems, and to in-
form, evaluate, and advocate for appro-
priate health and inter-sectoral policies.3

These competencies can be acquired
through a variety of in-country or re-
gionally based training programs that
should include formal postgraduate
training, with a large measure of prac-
tical experience, and a variety of con-
tinuing and on-the-job training to en-
sure ongoing professional learning.4

Health Status and Health
Services in Sub-Saharan Africa
(SSA)

Sub-Saharan Africa (SSA) comprises
48 African countries; it excludes Egypt,
Libya, Tunisia, Algeria, and Morocco.
Despite improvements in health status
in SSA over the last 50 years, the situ-
ation now is serious enough to threaten
the very survival of some nations.5 In
1999, 7 of the 48 SSA countries had a
lower life expectancy (LE) than in 1970,
while 8 countries experienced an in-
crease in infant mortality rates between
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Fig 1. Burden of disease attributable to selected leading risk factors in high-mortal-
ity, developing countries, 2000. Attributable DALYs (% of total)

1981 and 1999. LE in 17 of 48 coun-
tries declined between 1981 and 1999.

The 2002 World Health Report
quantified the contribution of selected
risk factors to the global burden of dis-
ease.6 The major risk factors for the bur-
den of disease in high-mortality devel-
oping countries (mostly SSA countries)
are in marked contrast to those in low-
mortality developing countries (Figures
1 and 2). The importance of malnutri-
tion and environmental factors is partic-
ularly apparent in the high-mortality
countries.

The poor health status of SSA can
be attributed to a combination of pov-
erty, HIV/AIDS, the decline of health
services, conflict, and global marginali-
zation. The national average per capita
income in 28 of 48 SSA countries is less
than US $1 per day, and within-country
income inequities are increasing.5 The
HIV/AIDS epidemic has had a devas-
tating impact on SSA, with the highest
adult HIV prevalence rates of approxi-
mately 40% in Botswana and South Af-
rica.7 This epidemic threatens the foun-
dations of society, since there are no re-
sources or infrastructures for effective
and sustained treatment services, and
weak political leadership has often
blunted the effects of prevention pro-
grams.

Recent and ongoing conflict in over
a quarter of SSA countries has com-
pounded the difficulties in developing
an effective response to the health prob-
lems, also exacerbating the declines in

health service provision. One notable
example of the reduced effectiveness of
health services is the recent declines in
coverage of routine immunization pro-
grams.5 The fundamental causes of the
poor state of health services in most of
SSA can be traced to reforms of the
public sector, such as privatization,
downsizing of the state, rapid decen-
tralization of services, and introduction
of user charges, as a result of structural
adjustment programs imposed on na-
tional governments by international fi-
nancial institutions as a condition for
providing further loans.8

The ongoing processes of globaliza-
tion are of critical importance to the fu-
ture development of SSA. Despite the
positive potential of global economics
and other forms of interconnectedness,
the impact of globalization on SSA has

been mostly negative. The terms of
trade for most primary products have
not been liberalized to the advantage of
SSA countries; indeed, the region must
compete against heavily subsidized pri-
mary products from both Europe and
North America. Furthermore, several of
the World Trade Organization (WTO)
Multilateral Trade Agreements have fur-
ther restricted health policy options, and
the Agreement on Trade-Related Intel-
lectual Property Rights has limited af-
fordable access to essential pharmaceu-
ticals.9

The Global Response to the
Health Crisis in SSA

The global response to the health
crisis in SSA can be characterized as be-
ing strong on good intentions and
promises but, as yet, weak on imple-
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Fig 2. Burden of disease attributable to selected leading risk factors in low-mortality,
developing countries, 2000. Attributable DALYs (% of total)
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mentation. The response has taken 2
forms. Of the greatest importance have
been promises to ease the debt burden
on SSA, stimulated by the Jubilee 2000
campaign.10 Conditional debt reduction
has occurred, and a few countries are
now putting some of the interest saved
into priority health and educational pro-
grams. However, the best outcome for
population-wide health improvement
would be complete and unconditional
debt relief, but this is not likely to be
achieved in the near future. Related to
this response is the need to improve the
terms of trade for SSA. This issue re-
ceived attention at the 2001 WTO
Ministerial meeting in Doha, that
launched a ‘development round’ of ne-
gotiations.11 However, not only has

there been no reduction in the subsidies
for farmers in either Europe or North
America, subsidies in the United States
have increased greatly. The European
Union has postponed until 2006 reform
of its Common Agricultural Policy, the
instrument for support and subsidies to
European farmers.12 This will undoubt-
edly have a negative impact on SSA
farmers, as cheap North American and
European food exports flood their mar-
kets.

The second aspect of the global re-
sponse to the health crisis has been the
launch over the last 5 years of a series
of initiatives and programs with a prime
focus on the health problems of SSA:
Roll Back Malaria; STOP TB; Global
Alliance for Vaccination and Immuni-

zation; the Commission on Macroeco-
nomics and Health (CMH); the Global
Fund to Fight AIDS, Tuberculosis and
Malaria (GFATM); and a renewed com-
mitment to the Millennium Develop-
ment Goals (MDGs).

As the largest of these programs, the
GFATM was established by the Secre-
tary General of the United Nations in
2001, as a response to the promises
made by successive G8 meetings to es-
tablish a funding mechanism for prior-
ity health problems in developing coun-
ties. The GFATM has a target of $10
billion, though pledges are currently
only $2 billion, with only $700 million
actually being received13; the United
States has been the major donor; how-
ever, along with Japan, it has donated in
proportionate terms below expectations.
Recent experience with disbursements
from the GFATM has not been encour-
aging, due, in part, to the complexity of
establishing new funding mechanisms.
Uganda received a major grant from the
GFATM for HIV/AIDS, but the Min-
istry of Finance insisted it be channeled
into general revenues and will not allow
additional funding on health because of
the dangers of distorting the economy.
This decision seems odd considering
that Uganda spends only $9 per capita
on health, far below the suggested min-
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imum amount.14 The first GFATM
grant to Kenya for insecticide-treated
bed nets has not been finalized, due to
unresolved political differences within
the country.13

The WHO CMH reaffirmed the
negative effect of the disease burden on
economic growth, estimating that by
2015, approximately $38 billion per
year would be required to respond ef-
fectively to the priority health problems
of developing countries. Although this
would appear to be an exorbitant
amount, and is far higher than the tar-
get figure for the GFATM, the recent
annual increase in the US military bud-
get to respond to presumed new security
threats has been significantly greater.15

The CMH has called for national mac-
roeconomic commissions on health;
however, judging from the GFATM ex-
perience, these may also be difficult to
establish effectively.

At the Millennium Summit in Sep-
tember 2000, the states of the United
Nations reaffirmed their commitment to
working toward sustaining development
and eliminating poverty. The MDGs are
commonly accepted as a framework for
measuring development progress.16

Three of the 8 goals are specific health
goals (reducing child mortality, improv-
ing maternal health, and combating
HIV/AIDS, malaria, and other diseas-
es), and 4 others concern underlying de-
terminants of population health (eradi-
cating poverty and hunger, promoting
gender equality and empowering wom-
en, ensuring environmental sustainabil-
ity, and developing a global partnership
for development). Many of the indica-
tors to measure progress toward the
goals are closely related to population
health measures. The benchmark for the
MDGs was 1990, with 2015 being the
achievement date. By 2000, it was ap-
parent that most of SSA was unlikely to
achieve the health MDGs by 2015, and
some of the indicators are deteriorating
(eg, under-five child mortality rates and
the proportion of births attended by
skilled personnel). There is also a danger

that the MDGs may limit the public
health response to other pressing health
issues.

The Public Health Workforce
in SSA

The global response to the SSA
health crisis is important; equally im-
portant are the national health system
responses. The public health workforce
with its population-wide perspective is
central to improving the performance of
all health systems. However, there has
been a general neglect of both the pub-
lic health workforce and the related in-
frastructure, even in the wealthiest
countries.17 Despite the importance of
the public health workforce, surprisingly
little is known about its strength, dis-
position, or performance. These gaps
are particularly severe in SSA. For ex-
ample, the recent National Health Man-
power Plan for Botswana, 1997–2003,
does not consider the public health
workforce.18 The proportion of national
health budgets allocated to public health
activities is less than 5%, usually hov-
ering at 1%–2%. Even in wealthy coun-
tries such as the United States, the pub-
lic health workforce and infrastructure
have been seriously under-funded for
more than 30 years.19

Few of the core public health activ-
ities20 are carried out to a high standard,
even in most wealthy countries.21 There
are several reasons for the universally
poor state of public health practice. The
‘‘public good’’ nature of many aspects of
public health practice22 presents a diffi-
culty when the focus of public health
has narrowed and government attention
and resources are concentrated on the
healthcare needs of individuals.23 Re-
sponsibility for health is increasingly lo-
cated at the personal level, as national
authorities attempt to reduce their costs
and the private sector is increasingly in-
volved in the delivery of public health
services. However, the major determi-
nants of health, and the most powerful
means for health improvement, are in-
creasingly located at the national and

global levels.24 The WHO is promoting
government stewardship of the health
system; governments have a duty to
their citizens to provide overall leader-
ship for the health system in terms of
vision, priorities, and regulatory frame-
work, irrespective of whether the fund-
ing for the system derives completely or
partially from government sources.25

Several attempts have been made to
characterize the public health workforce
in developed countries.26 AfriHealth,
funded by the Rockefeller Foundation,
is undertaking a systematic study of
public health training in and for Africa,
and the results will provide a baseline
from which to assess the adequacy and
quality of public health training for the
public health needs of Africa.27 A simi-
lar, though less systematic, survey has
been completed in Asia. The current
WHO World Health Survey will pro-
vide considerable information on the
health workforce and some information
on the public health workforce, as will
country case studies underway in 4 Af-
rican countries.

Challenges and Opportunities
for the Public Health
Workforce in SSA

The deteriorating economic envi-
ronment and unstable organizational
context have had a significant negative
impact on the health workforce, lead-
ing, in turn, to deterioration in the
quality of health care. Key problems in
SSA include5:

• Inherited professional cadres and
healthcare structures designed for West-
ern health systems, which are inappro-
priate for African health needs.

• Inability to build adequate capac-
ity within ministries of health and
health services to manage new strategies
and systems in a constantly changing
policy environment.

• Increasing workloads of health
workers caused by fiscal constraints, the
restructuring of services, and the impact
of the HIV/AIDS epidemic, including
its toll on the health workforce.
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• Low productivity and motivation
of health workers due to the above fac-
tors, leading to poor service delivery and
high rates of absenteeism and migration
out of the system.

There is a serious lack of appropriate
public health training opportunities in
most of the developing world. For ex-
ample, South East Asia has approxi-
mately 12 schools of public health for a
population of well over 1.5 billion peo-
ple.28 From a developing country per-
spective, traditional approaches to pub-
lic health training, whether based in the
north or the south, have limitations,29

including:

• The overwhelming emphasis on
epidemiology, biostatistics, communi-
cable diseases, health protection, the rel-
ative neglect of other, more applied,
public health sciences, such as health
management, health promotion and
program evaluation, and the lack of at-
tention to emerging public health prob-
lems;

• The tendency to offer the same ar-
ray of learning experiences to all cate-
gories and levels of public health
students, with little differentiation made
between learning requirements of prac-
titioners at the policy level and those at
the implementation level;

• The isolation from ministries of
health (especially since training institu-
tions are usually under the control of
ministries of education), other health
providers, local communities, and other
scientific disciplines;

• The emphasis on institution-based
didactic teaching and the lack of direct
field experience;

• The lack of experienced field-
based senior public health practitioners
as role models and the absence of ap-
prenticeship experience; and

• The high cost of training pro-
grams in North America and Europe,
and the lack of incentives for graduates
trained overseas to return home and
work in government service.

Most of these criticisms of training

for developing countries also apply to
public health training programs for de-
veloped countries. It is imperative that
out-of-country training be restricted to
where it is absolutely necessary, and that
affordable, flexible, in-country and re-
gional training programs be further de-
veloped. One such innovative project
began in 1992 when the Rockefeller
Foundation launched the Public Health
Schools Without Walls (PHSWOW)
initiative in Africa (Ghana, Uganda, and
Zimbabwe), later expanding to Asia.
The goal of the PHSWOW program is
to train graduates competent to respond
to practical health problems and to
manage health services, especially at the
district level. In all countries, ministries
of health play a significant role in the
PHSWOW programs. A feature of the
PHSWOW curricula is the substantial
period of supervised field training, up to
75% of the course, during which the
trainees are expected to acquire and
demonstrate competence in key areas,
including the ability to: investigate im-
portant local health problems; design,
manage, and evaluate health programs;
assess and control environmental haz-
ards; and communicate effectively with
individuals, communities, colleagues,
and policymakers.

A recent evaluation of the program
concluded that, despite the lack of pre-
formulated milestones, the PHSWOW
provides one foundation on which to
build public health capacity in devel-
oping countries.4 The key lesson from
the PHSWOW programs is that while
it is possible to undertake quality public
health training in diverse settings in de-
veloping countries, this requires sub-
stantial external resources.

There are other models of public
health training not based in schools of
public health; for example, the Field Ep-
idemiology Training Programs (FETPs)
have concentrated on training field ep-
idemiologists to respond to infectious
disease epidemics and are based in min-
istries of health.30 Since not every stu-
dent in public health is either willing or

able to attend and complete a full time
academic program, it is desirable to in-
crease the flexibility of public health
training courses in terms of content,
form, and outcome. The outcomes in-
clude certificates, diplomas, MPH de-
grees, and doctoral degrees. This flexible
approach to training is in operation at
the University of Western Cape in
South Africa, and improves equity in ac-
cess to postgraduate public health edu-
cation since it incorporates the teaching
of academic skills for disadvantaged stu-
dents.31

Programs have been established to
meet the needs for health management,
eg, the new MPH program at Muhim-
bili University College, Dar Es Salaam,
Tanzania, which is supported by the
University of Heidelberg and Deutsche
Gesellschaft fur Technische Zusammen-
arbeit. A Swedish initiative based on the
International School of Public Health,
Umea, combines course work in Sweden
with field work in the home countries
of the MPH candidates.32 There is scope
for further development of ‘twinning’
relationships between institutions in the
north and those in the south, and for
south-to-south arrangements.

Public Health Workforce
Development in SSA

Many policy questions can be raised
about challenges facing the public
health workforce in SSA (Table 1). An
important question is: should govern-
ments invest more in building the pub-
lic health workforce to ensure the more
effective functioning of health systems?
The answer is usually assumed to be af-
firmative, given the broad mandate of a
modern public health workforce, its
unique population-wide perspective,
and its longstanding contributions to
health improvement. Other policy ques-
tions concern: the nature of the public
health workforce, including its size,
composition, skills, training needs, cur-
rent functions and performance; the ap-
propriate roles of the workforce; and
how the workforce can be strengthened
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Table 1. Summary of public health challenges and opportunities in SSA

Challenges Opportunities

Uncontrolled burden of disease
Major public health challenges
Entrenched poverty
Unfair terms of trade
National debt servicing
Complex emergencies
Health system weaknesses
Human resource limitations
Weak governance

Availability of effective health interventions
Widespread acceptance of the MDGs
New global funds
Recognition of poor health as a security

threat
Recent public health training initiatives
Positive disease control experiences from Afri-

ca and other regions

to support new approaches to priority
health problems.

Limited evidence is available to shed
light on these policy issues. An initial
problem is the lack of data on the extent
and composition of the public health
workforce. Another major gap is the
limited evidence of the effectiveness of
public health training and practice. Pri-
orities are to build an evidence base on
the size and structure of the public
health workforce and to complete the
mapping of the current public health
postgraduate training programs in SSA.
The next steps include developing a
consensus on the desired functions and
activities of the public health workforce,
and developing a framework and meth-
ods for assisting SSA countries assess
and enhance the performance of both
public health training institutions, and
the public health workforce. The WHO
Regional Office for Africa (AFRO) has
developed a Regional Strategy for De-
velopment of Human Resources for
Health.33 Progress made toward imple-
menting this strategy includes forming,
and developing an action plan for, a
Multi-Disciplinary Advisory Group on
Human Resources for Health34; coun-
tries have been assisted in developing
human resource plans and policies, and
a number of tools, advocacy packs and
guidelines are under development. One
important and neglected workforce issue
concerns the long-term support of ex-
isting public health practitioners. The
recent formation of the East African
Public Health Association is an example
of a regional development with the po-

tential to support continuing education-
al activities, and to form the basis of a
variety of regional networks to support
public health practice.35 The recent Lat-
in American experience in building a
consensus on public health strategies
provides useful lessons for SSA.36

CONCLUSION

A long-term effort is now required
to strengthen the public health work-
force in SSA. This will require major
support from national governments and
a wide variety of international agencies.
A pressing need exists for integrated,
sustainable, and comprehensive health
systems, which include curative and re-
habilitative components designed to ad-
dress the effects of health problems, a
preventive component to address the
immediate and underlying causative fac-
tors that operate at an individual level,
and a promotive component that ad-
dresses the basic causes.37 Since public
health is concerned with prevention and
promotion, strengthening the public
health workforce is a key primary step
in developing such comprehensive
health systems.

The GFATM and other initiatives
present an opportunity for SSA to
mount a response to the current health
crises. However, unless these resources
contribute to the development of infra-
structure, human capacity, and manage-
ment processes, the response is likely to
have only a short-term impact on the
priority health problems. It is hoped

that a stronger public health workforce
will be better able to apply the evidence
of the effectiveness of health interven-
tions, and to ensure that the new re-
sources coming into the health sector
lead to the improvement of the health
of all populations, not just the most ad-
vantaged, and not just for the priority
health problems.
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