Burundi: Building a health system together with GHIs, in the aftermath of war
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Burundi’s health system was destroyed by civil war and has subsequently faced severe economic constraints, creating an unreliable public health system. GHI activities in Burundi started in 2002, initially relying on NGOs and CSOs. This study used qualitative and quantitative methods to gather data on GHI activities in Burundi, focusing on the health workforce.

The study found that GHIs and the (MoH) have created parallel supervision, monitoring and evaluation and supply systems. This has led to distinct groups of patients, health care providers and programs managers, and a loss of efficiency. GHI funding is not regularly channeled through the MoH: both the MoH and the Ministry of AIDS provide HIV-related care. This prevents the integration of HIV/AIDS into primary health services. 

There is a high turnover of health care workers, lack of clear human resources policies and insufficient salaries in public facilities. Both government and donors have attempted to address such concerns, but joint efforts remain essential. In essence, improving the efficiency of GHI funding requires health system strengthening. The pooling of donor funds for such initiatives is an essential first step. Special attention should be given to health providers, as the core of the health system.
Background

Burundi is a small land-locked country in central Africa, bordered to the north by Rwanda, to the east and the south by Tanzania and to the west by the Democratic Republic of Congo and Lake Tanganyika. It is home to 8.5 million people, 90% of them living in rural areas.1 The country averaged a 3.9% population growth rate from 2001 to 20071 of which 46% is less than 15 years of age.2 Burundi’s inflation rate is high (23.5% in 20083) and economic growth is low (3.6% real GDP growth in 2007).3 It ranked 172 out of 179 countries on the UN Human Development Index in 2006.4 After independence in 1962, the country experienced cyclical crises attributed to ethnic tensions. The last civil war lasted 13 years and ended in 2005, though a rebel organization operated until 2008 despite a cease-fire signed in 2006. Burundi is a fragile state in a post-crisis situation, where ethnic issues remain problematic. The constitution was voted in by the population in 2005 and includes a balance of ethnic groups in public employment. 

      Official development assistance to Burundi was US$ 415 million in 2007.3 The country’s total external debt in 2006 was 208% of GDP.3 The government contributes less than 50% of total development expenditure in Burundi.3 In 2006, total expenditure for health was estimated at between US$ 14.5 and US$ 18.5 per capita.5 Official external aid to the health sector was US$ 60 million, of which US$ 20 million went to the HIV/AIDS sector and US$ 40 million to other sectors.5 For the same year, total government expenditure for health was US$ 8 million.5 Use of heavily indebted poor countries (HIPC) funds allowed national health expenditures for health to rise from less than US$ 5 million in 2005 to 33 million in 2009.6 The current public health system features free health care for women in labor and children under 5 years since May 2006, as part of the government’s national objective of reducing maternal and child mortality. 

      Since 2003, Burundi has been approved for US$ 87 million in funding from the GFATM for HIV/AIDS, TB and malaria efforts, of which US$ 62 million has been disbursed. Burundi’s application to round 8 of the GFATM for HIV-related efforts has also just been approved.7 Health care in the public sector for HIV-infected patients receiving antiretrovirals (ARVs) is provided free of charge, but this is not the case for PLWA who do not receive ARVs. One CSO in Burundi currently provides performance-based financing (PBF) for health care structures to deliver free care to patients not on ARVs. Anti-tuberculosis drugs and TB-related activities are currently provided free of charge in public health facilities. Malaria treatment is free as of May 2009, but the diagnosis of malaria is not. 

Table 1 Basic Socioeconomic and Demographic Indicators

	Indicator
	Most Recent Available

	Population (thousands)
	8,496 (2007)4 

	Geographic Size (sq. km)
	25,680 (2007)4

	GDP per capita, PPP (constant 2005 international $) 
	321.75 (2007)4

	Gini index
	N/A

	Government expenditure on health (% of GDP)
	0.9724 (2005)4

	Per capita government expenditure on health at average exchange rate (in US$)
	1 (2007)8 


Table 2 Basic Health System and Epidemiologic Indicators
	Indicator
	2000
	2004
	Most Recent Available

	Physician density (per 10,000) 9
	N/A
	<1.0
	N/A

	Nursing and midwifery density (per 10,000) 9 
	N/A
	2
	N/A

	Maternal mortality ratio (per 100,000 live births)9 
	N/A
	N/A
	1,100 (2005) 

	DTP3 coverage (%)9
	74
	74
	74 (2007)

	Estimated adult HIV (15-49) prevalence (%)10
	3.5 (2.7-4.2) (2001)
	N/A
	2.0 (1.3-2.5) (2007)

	Estimated antiretroviral therapy coverage (%)10
	N/A
	6 (5-8) 
	23 (18-31) (2007)

	Tuberculosis prevalence (per 100,000)11 
	543
	702
	714 (2006)

	Reported malaria deaths, all ages12
	417 (2001)
	707
	434 (2006)


Table 3 Global Health Investments

Global Fund13
	Round 1, HIV/AIDS
	    8,657,000
	    8,657,000

	Round 2, Malaria
	  39,089,883
	  29,072,765

	Round 4, TB
	    3,381,665
	    2,554,489

	Round 5, HIV/AIDS
	  32,353,173
	  20,355,559

	Round 7, TB 
	    4,018,177
	    1,745,914

	Round 8, HIV/AIDS
	  41,315,145
	                  0

	TOTAL:
	128,815,043
	  62,385,727


PEPFAR14,15
	Year
	Amount Disbursed (in US$)

	2006
	2,117,000

	2007
	2,680,000

	2008
	4,031,650

	TOTAL:
	8,828,650


GAVI16
	Disease Priority
	Amount Approved (in US$)

	Hepatitis B vaccine:
	     466,000 

	Pentavalent vaccine
	37,461,000

	Tetravalent vaccine
	  4,574,000

	Vaccine introduction grant
	     100,000

	Injection Safety
	     420,000

	Immunisation services support
	  2,658,500

	Health systems strengthening
	  8,252,000

	TOTAL:
	53,930,521


World Bank MAP17
	Project Title
	FY Approved/Closing Date
	Commitment (in US$)

	Multisectoral HIV/AIDS Control and Orphans Project
	2002/2008
	36,000,000

	Burundi Second Multisectoral HIV/AIDS Project
	2008/2011
	15,000,000

	TOTAL:
	
	51,000,000




The Health System in Burundi
Burundi is in a transition stage between emergency aid and development aid, after a 13-year civil war that ended in 2005. Its institutional capacity in general and in the health sector in particular is very weak; the civil conflict destroyed most of the health-care infrastructure, resulting in high rates of human resources brain drain and the deterioration of health systems. The conflict had a similar impact on the economic situation of the country such that by 2007, the Gross Domestic Product was only $100 per capita.18 
Until 2005, basic health needs in Burundi were supplied by NGOs specializing in humanitarian aid. These NGOs are being progressively replaced by other NGOs with expertise in long-term development, which increasingly receive GHI funding and direct assistance. The traditionally predominant role of NGOs in the country, together with a lack of leadership by government, has resulted in a number of uncoordinated activities in the health sector. 

The main sources of funding for Burundi’s health system are now GHIs such as the Global Fund for AIDS, Tuberculosis and Malaria (GFATM), GAVI, MAP, PEPFAR and other donors. By 2006, 76% of total health expenditure was externally financed.18 The GFATM contributes the largest amount, at 37% of the budget, and the rest is from other donors.19 PEPFAR supports some international NGOs providing HIV services in Burundi.
The Ministry of Health (MoH) in Burundi is organized on four levels: a national level, divided into programs and cross-sectoral administration, a provincial level, a district level (currently being developed) and facility level through the primary health care (PHC) centers. Activities including TB, malaria and immunization, are conducted as part of an integrated minimum services package at facility level and coordinated by provincial or district offices. Since 2002, most of the public facilities, from PHC centers to hospitals, are financially independent. 

In 2004, under pressure from UNAIDS and the WHO, a separate Ministry for AIDS (MoA) was launched. The MoA was directly linked to the presidency, to ensure political visibility in the fight against AIDS and to direct multisectoral interventions. The MoA was transformed in 2007 into a vice-ministry of the MoH in an attempt to integrate activities into the MoH, though a new separation from the MoH occurred in January 2009 for political reasons. 

The National AIDS Council (NAC) was created in 2002 following World Bank guidelines, to manage HIV-related funds and coordinate multisectoral HIV activities. As a result, each national ministry has an HIV unit that is in charge of HIV-related activities.

Objectives and Methodology

This study aimed to assess the effects of GHIs on the health system in a recent post-conflict country, with a special focus on the human resources for health (HRH) landscape. Mixed methods of research were used, with the data presented in this paper reflecting mainly the results of national level research and some preliminary results from provincial level research. At national level, 26 participants were interviewed, including senior officers in four key ministries (health, AIDS, finance, civil service), NAC, GHI coordination, World Bank, WHO, UNAIDS, NGO, bilateral or multilateral donors. Documents and reports provided additional sources of data. Further work was conducted at provincial and facility levels, in two provinces, one rural (Kirundo, one of the poorest provinces among those severely affected by HIV) and one urban (Bujumbura-urban). Data collection is currently ongoing in one additional province. Within each province, four facilities were included: one public hospital, one GHIs-funded NGO, one public and one private primary health care center. Facility-level work consisted of qualitative 21 semi-structured interviews with key informants, focus group discussions with health care workers and observations, as well as quantitative analysis of closed questionnaires and recorded data. Initial research findings were presented at a workshop for key stakeholders in Bujumbura in May 2009.

This paper will focus on the health workforce. This appears to be one of the major bottlenecks of the health system in Burundi. We used national-level interviews and some inputs from provincial and facility-level data. Remaining themes and data will be further developed and presented in the final report.

Results

Human Resources for Health (HRH) in Burundi

Burundi’s political instability had significant negative impacts on the HRH system. No regular national census on total HRH numbers exists, with figures only reflecting the public sector. Government employees at all levels often also hold positions in the private sector. The number of HRH hired by NGOs, donors, or in the private sector, has never been assessed. In 2008, the number of health workers in Burundi’s public sector was insufficient by international norms. An average of 0.2 physicians served every 10,000 inhabitants, with 1.4 nurses for every 3,000 inhabitants, and 68 pharmacists throughout the entire country. 80% of general physicians and 50% of the nurses work in urban areas although 91% of the population lives in rural areas.4 The capital has a slightly higher rate of physicians, with 1.4 per 10,000 inhabitants. A study conducted by IOM revealed that 150 physicians left the country between 1993 and 2002, because of conflicts, low salary levels and poor working conditions.4 The distribution of nurses varies according to the level of ongoing insecurity and the unequal level of external donor support to any given province. 
The training of new health workers cannot replace those leaving the public sector. Staff development is an area of concern in Burundi as it has only one public school of medicine with an annual rate of graduation of around 50 physicians. Trainings in specializations are offered through collaborations with European schools of medicine, but few trained specialists return to work in the country due to poor working conditions. The government is aware of the insufficient number of nurses and has decided to increase the number of students in nursing schools. 800 clinical staff (nurses, laboratory technicians and nurse assistants) graduate each year from six nurses’ schools, of which two are private, and one unique laboratory technicians’ school. However, 75% of the nurses graduate with the lowest degree (of two years training after junior high school). Pharmacists are exclusively trained in foreign countries. 
The annual number of newly qualified clinical staff available for the public sector is routinely depleted by trainings abroad and staff preference for the private or donor-funded sectors. Physicians in Burundi are also often expected to fulfill management roles, to the detriment of clinical work. The GFATM has begun to contribute to the general academic training of physicians, as well as funding a post-graduate degree in HIV care. It plans to expand these contributions to the public nurses’ schools. To cope with an insufficient number of HRH, especially in PHC centers in rural areas, support workers (with only primary school qualification and additional health training) are recruited and assigned a role in immunization, family planning, or antenatal consultations.
Provision of short trainings by GHIs 

GHIs have in general contributed to multidisciplinary HRH trainings, but in sectors specific to GHIs’ focal diseases.20-22 GFATM malaria-funded activities, for example, include the training of support workers in primary health care centers, so as to increase the number of health workers able to diagnose malaria. However, the GAVI Health System Strengthening (HSS) program has expanded its trainings beyond its focus health conditions to health system strengthening and other areas such as managing obstetrical surgery emergencies. The majority of trainings focus on technical areas of concern, and there are a few more general trainings on non-clinical topics such as financial or HR management. 

The high number of trainings and the small number of health care providers in Burundi suggest that every health care provider may have received numerous trainings, but this information is not recorded. Lists or databases of those who receive training are not systematically kept by facilities or training organizations, the MoH or the MoA. This is compounded by the high turnover rate of HRH in the public sector. Added to the absence of a database on trained HRH, this can lead to one health worker being trained several times.

Program performance indicators rely on quantitative evaluations; qualitative evaluations of the trainings are non-existent. Neither the content of each module is assessed, nor an evaluation conducted of the quality of the service provided post training. Furthermore, the organization of training sessions is not coordinated. Planning occurs only at national level and it is on an ad hoc basis, with little response to identified needs at district or facility level. This is partly due to the financial incentive of arranging a training session, as national level organizers also earn per-diems. 

Health Workforce Financing

All public sector human resources in Burundi are coordinated by the Ministry of Civil Service. Salary levels are decided by the Ministry of Civil Service and Ministry of Finance, and based on the highest degree obtained as well as years of service. However, remuneration differs considerably between sectors: for example, some civil servants in the financial sector received significant increases in salaries and allowances in 2006.23
Overall, HIV-related services in the public sector that are not part of the Ministry of Health receive the most funding for HRH through salaries, per diems and incentives. The Ministry of Health itself as well as other key areas is poorly funded. GHIs, excluding GAVI, committed an average of US$ 20 million per year to Burundi over the period 2002 to 2007, whereas government expenditure for the same period was an average of US$ 8 million per year. More than 50% of GHI funds were earmarked for HIV-related activities. HIV-related funds are channeled through NAC and not through the MoH. NAC hence contracts directly with public and private health facilities to implement activities, by-passing the MoH. HIV is thus considered as distinct from the health sector by the general population, patients, care-providers, program managers and by national MoH staff.

Rural facilities rely heavily on nominally trained support workers to deliver services. These workers are paid from each individual facility’s surplus, at a monthly salary of approximately US$ 4 to US$ 24 per month and are not recognized by the MoH as civil servants. Annual salaries in the public sector (including allowances but before taxation) range from US$ 62 to a maximum of US$ 152 for a specialist physician. Living costs for a family of five in the capital Bujumbura are approximately US$ 240 a month for flat rental and food. This excludes school fees, transportation, health care costs, etc. As a result, most public sector health workers are concurrently employed in the public sector or by NGOs. There has been little recent improvement in the general working conditions of the health workforce. A national strike for living wages by public sector nurses and physicians has been ongoing since December 2008. 

GHIs and health workforce financing

Short-course trainings sponsored by GHIs are considered ‘disguised salaries’ and are often actively organized to help public sector HRH financially survive by compensating for their extremely low salaries. Participants in short-course trainings receive financial compensation in the general range of US$ 3 to US$ 20 per diem. 

This per-diem system is the result of insufficient salaries in public sector and generalized poverty after the war. The pressures of poverty make it difficult to objectively choose who participates in such ‘remunerated’ training. Inequities between per diems according to the funding source also induced competition between staff on who attended which training sessions. At points participants have gone on strike to demand higher per diems.

MAP1 has contributed to the salaries of NAC staff at national and provincial levels, to ensure the operation of NAC, but this does not apply to facility health workers. GFATM funds for HIV have also contributed to the hiring of health mediators, a new HRH category without any clinical degree, as well as that of other non-medical HRH in both the public and private sectors. These workers are paid higher salaries than nurses in the public sector. GFATM HIV-related funds are also used to hire HRH for local NGOs, the effect of an agreement with NAC. 

MAP funding for salary top-ups is in general restricted to NAC at national and provincial level. As the result of fears around sustainability, staff in MoH facilities cannot receive such support. GFATM does not provide incentives at facility level for TB or malaria-related activities, as these conditions are considered part of the MoH’s integrated service delivery. However, GFATM does allow the ‘topping-up’ of salaries for some national and provincial level TB-related MoH staff and at national level for MoH staff working on malaria. As a result, a ten-fold difference in salary can exist among people sharing the same responsibilities within the national HIV program and the national TB program, depending on the employer (MAP or NAC or MoH).  GAVI, through its HSS project with the MoH, does provide incentives to its management unit at national level and to ambulance drivers hired as part of the referral system in four provinces. Performance-based financing (PBF) is planned for implementation in the near future at service delivery level.

Public structures have an agreement with NAC and the national HIV program that each facility staff receives a sum equal to 10% of that facility’s monthly expenditure, to compensate for any profit lost as the result of not charging for ART-related services. This ‘10%’ initiative is specific to Burundi. However, for instance in a general hospital, the benefit would represent only US$ 1.75 per month per worker if equally distributed. Salaries at HIV-focused NGOs in Bujumbura are thus approximately four-fold higher than for staff with similar degrees in the public sector and, moreover, are exempted from revenue taxes. The increase of activities at facility-level funded by GHIs has also led to a parallel increase in workloads for public sector employees, but with no related salary increases. 70% of hospitalized patients in the public sector are HIV-positive. As a result, health workers would rather work for GHIs than in the public sector.

Inequities in salaries within the public sector have also impacted on supervision. A manager may earn less than his employee or have to supervise a team of people with the same degrees and identical tasks, but who have different contracts and hence earn different salaries. Discrimination can also occur within a team. 

The health information system (HIS)

Burundi’s national HIS is not considered reliable as information is often late or incomplete. As a result, most programs bypass it in reporting to donors and use donors’ own reporting and data collection systems. The GFATM’s separate budget for the training, resourcing and implementation of HIV and malaria monitoring and evaluation represents more than US$ 8 million.24,25 This has led to situations in which one facility with many programs will have numerous reporting mechanisms and requirements, often duplicating each other. The lack of common indicators hence increases staff workloads. 

At facility level it was also found that the number of required reporting activities also prevented staff supervision. Furthermore, supervision is not coordinated: district or provincial health offices, for instance, will collect data independently of provincial HIV committees. Staff working more than one job or overburdened due to insufficient staff numbers were also less likely to compete routine tasks such as data entry, supervision and evaluation.
. 

Infrastructure, equipment, supplies

In contrast to other countries, in Burundi it does not appear that GHIs have strengthened the supply system. Maintenance of equipment purchased by GHIs is not effective, with frequent breakdowns. Frequent HIV-related pharmaceutical shortages occur (namely ARVs and opportunistic infection medications), as well as for reagents (HIV-testing, CD4 count, viral load) purchased by NAC with MAP1 and GFATM funds. For instance, in 2006 cotrimoxazole was not available for almost a year and HIV-testing reagents have not been available since October 2008. Local stakeholders attribute these shortages to insufficient reporting at facility level and a complex procurement and administrative system. The supply system in Burundi is very complex with 28 different sources of funding and 26 different supply mechanisms.26 

Service delivery

The decentralization of GHI-related care, particularly HIV-related services, has been clearly hampered by the health system’s weakness in rural areas. Insufficient HRH numbers, and the presidential decree of 2006 that children under five and women in labor receive free health care access has led to clear cases of overwork in primary health care centers.27 (General antenatal services are not free.) The implementation of new activities, such as HIV-related services, has been subsequently challenging. PMTCT coverage amongst HIV-infected pregnant women was only 7.8% in 2008 and less than 20% of facilities offered PMTCT services. Health workers do not consider existing GHI-related activities, like immunization, malaria and TB, as time-consuming as HIV-related activities. The lack of co-ordination means that any problems are exacerbated, as the response often will not reflect need.

Harmonization and alignment processes 

A National Committee for Aid Coordination (NCAC) was created in 2005 to coordinate all external aid to Burundi. The NCAC supervises 13 sector groupings, of which one is concerned with HIV and another with health, reflecting the parallel system of addressing HIV and health at ministry level. The two most efficient grouping are the health and education groups, with recent efforts in the health group concentrated on improving partnerships between government and technical and financial partners. 

Since 2007, Burundi has also been involved in piloting the International Health Partnership Initiative (IHP+). However, the disbursement of IHP+ funds is low (29% of the first installment, US$ 400,000, from September 2008 to April 2009) due to the heavy demands of administrative procedures.28 The frequent turn-over of senior national MoH officers, removed for political reasons or attracted by institutions offering better salaries, have at times disrupted the ability of the MoH and other bodies to meet targets.
GHI funding has given CSOs and NGOs the capacity to quickly and effectively implement activities. The post-crisis nature of Burundi has meant that this has often involved bypassing official state structures. However, CSOs and NGOs cannot substitute for national systems and have now begun to reach their limits. Efforts to ensure that government and non-government services work together have recently increased, but are often rejected by the public sector due to salary differences. 
Discussion
GHIS in Burundi have improved access to specific disease-focused drugs and examinations by providing free access and increasing availability, though shortages and maintenance issues exist. The selective building of capacity through NGOs, CSOs and disease-specific programs in the public sector has increased the distortion of public health sector service provision. Service fragmentation, such as the management of TB and HIV by two different programs, has meant that clinical staff struggle to effectively treat patients. The lack of coordination between ministries as well as in supervision, training, or monitoring and evaluation has led to wasted funds. GHIs efficiency has also been affected by instability and low remuneration of HRH. 

GHI funding has had positive impacts on the financing of HRH, with selected HR receiving incentives and decent salaries, in turn providing for capacity building.  There has been a selective increase in some structures’ HRH numbers, such as for HIV-related programs or NGOs. However, this has contributed to the distortion of an already weakened system by fuelling brain drain from the public sector. For instance, between 2006 and 2008 a local GHI-funded NGO increased its clinical staff from five to 14, whereas in a rural public hospital over the same period this number decreased from 26 to 23. 
However, government and donors are aware of the issues arising from weak institutional capacity. There are cooperative efforts to strengthen the health system and in overcoming the key bottleneck of workforce financing and capacity. Though GHIs entered Burundi to address emergency and conflict-related health issues, there is growing recognition that effective health care requires building the government’s capacity to address long-term primary health care needs. The government of Burundi continues to struggle with the ramifications of the long civil war, and basic issues of capacity building often hamper its work. 

Burundi is taking part in new initiatives such as the GAVI HSS program, developed at a global level to address issues of health system strengthening. The MoH created a HR division in 2006 and is moving towards an HR planning policy and reform of clinical training. Performance-based financing and the harmonization of indicators are ongoing processes. In an effort to increase ownership, part of MAP’s second round of funding will be channeled from NAC to the MoH.
The study has resulted in certain recommendations that could assist both government and GHIs in strengthening Burundi’s health systems. 

Recommendations  

Both short term and long term strategies are available to GHIs and the government of Burundi.  Short-term strategies could improve the ability of government and GHIs to provide comprehensive disease-focused programs, by ensuring that better resourced facilities are not as reliant on the channeling of patients from poorer resourced health centers. 

Long term health system strengthening will require joint efforts by GHIs and government in the building of basic capacity at national, provincial and facility levels. The two key areas of HRH and health information systems are fundamental to these processes. 

HSS should be prioritized by all GHIs, with funding pooled as part of a common HSS fund that is in turn used to support increases in all public sector HRH salaries, ensure coordinated supervision, build one effective national supply and maintenance system and in strengthening the national HIS. Such a common fund would support HRH trainings on two different levels, by reinforcing the supply and quality of national academic HRH degrees and creating an in-service training structure. Funds saved by each GHI through such pooling processes would then be used to ensure equity and quality of service delivery. For instance, malaria diagnosis could be provided free-of-charge and all patients diagnosed with HIV-infection receive free care. Innovative health coverage for the whole population could be developed. The need for GHIs to be flexible and adapt themselves to each country is exacerbated in Burundi, where a weakened health sector received a sudden and significant amount of funds, without HSS planning or strong technical support from donors. Technical assistance, as well as strengthened evaluation by GHI or donor-funded programs, would assist local stakeholders in increasing efficiency.
Long term HSS will require government’s commitment to increasing HRH salaries in the public sector, through joint efforts with GHIs and other donors or the implementation of innovative financial policies. Such a salary increase would only be effective when supported by the implementation of a strong HRH policy that ensures increased conscientiousness and leads to improved management and evaluation. Health services management should also be devolved to trained non-clinical staff, instead of expecting trained physicians to act as managers. 

An overhaul of the present structuring and coordination of trainings is also urgently required, as both a short term and long term measure, in order to reduce inequity in who is trained and cut dependency on trainings as salary supplementation. The organization of trainings should reflect health system needs (for example, focusing on more general issues such as financial or HR management instead of purely technical concerns). The systematic collection of such data through consultation with all levels of leadership will also help increase the accountability of government’s structures to its population. 

However, government will struggle to implement such initiatives if political uncertainty at national level continues to lead to unpredictable changes of management level staff. The duplication of activities by the MoA and MoH, as well as the channeling of funds through NAC, stifle clear leadership and ownership. Sustainable and equitable health care financing is also necessary, with a short-term focus needed on increasing government health expenditure to at least 15% of all expenditure. 

The immediate concern of both GHIs and government should be HRH as each part of the health system relies on the availability and retention of trained health workers. As one participant noted, “human resources are the real bottleneck, if they are not supported, good results cannot be achieved.”29
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