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Introduction 
 
Building off the tremendous progress in expanding access to HIV prevention, treatment, and 
care services worldwide, there is a strong global commitment to meet UNAIDS’ 95-95-95 
targets by 2030. As of June 2017, 20.9 million people accessed antiretroviral therapy (ART), 
representing a significant increase from just 7.7 million in 2010.1 Despite these gains, challenges 
remain to meet global HIV targets and to fully close the gaps across the HIV prevention and 
treatment cascades toward epidemic control. In particular, insufficient and inefficient use of 
funding constitute a major barrier to further scale-up of HIV services and sustained progress. 
 
Costing studies have found that health workforce costs account for a significant percentage of 
HIV service delivery costs, increasing the need to better understand health workforce funding 
requirements and potential efficiency gains as part of broader discussions on sustainable 
financing for HIV. As countries scale-up access to HIV services, they will need to consider how 
to overcome health workforce constraints — including competing demands for health workers’ 
time — and to secure adequate, predictable funding for the HIV workforce. While, in the 
majority of countries, domestic sources fund most of the health workforce, donors — for 
example, the U.S. President's Emergency Plan for AIDS Relief (PEPFAR) — have provided some 
financial support to fill acute HRH shortages or support cadres that are essential to HIV service 
delivery. As a result, additional domestic resources need to be mobilized for HRH — either 
through efficiency gains, increased funding allocations, or a combination of strategies — to reach 
countries’ HIV targets. 
 
Ministries of health can develop HRH investment cases to convince key policymakers and 
decision-makers, such as the Ministry of Finance, to make these strategic investments in HRH to 
scale and sustain HIV services. Developing an investment case usually involves four steps (see 
Exhibit 1): 
 
 Generating evidence on the HIV workforce needs and related costs, funding available 

for the HIV workforce, and impacts of investment on the HIV workforce. 

 Consulting stakeholders to discuss priority areas for investment and the specific 
funding ask. 

 Forming the investment case document that lays out the funding ask and makes 
concise and convincing arguments for that level of investment. 

 Using the investment case in budget advocacy with key decision-makers, including 
the Ministry of Finance. 

 
 
 
 
 
 
 
 

                                                
1 Joint United Nations Programme on HIV/AIDS (UNAIDS). (2017). Fact sheet - Latest statistics on the status 
of the AIDS epidemic. Available at: http://www.unaids.org/en/resources/fact-sheet.  

http://www.unaids.org/en/resources/fact-sheet
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Exhibit 1. Conceptual Framework for HIV Workforce Investment Cases 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1. Evidence generation 

2. Stakeholder consultation and prioritization 

3. Formation of investment case 

4. Use of investment case for more strategic investment in the HIV workforce 

Conducting analyses to help form investment case arguments 

Discuss the key priority areas for investment with stakeholders, prioritize the funding 
ask, based on balanced consideration of funding needs and constraints 

Develop a comprehensive investment case that specifies the funding ask and links 
investment in the HIV workforce to improved health and other outcomes 
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Developing evidence on the health workforce is the first step in creating an HRH investment 
case. While multiple sources are available for analyzing the current HRH situation in a country, 
the National Health Workforce Accounts (NHWA) is a set of 90 indicators, across 10 different 
modules, that characterize the health workforce in a country. As countries set up information 
systems to capture complete and accurate NHWA data, they can use these data to form a 
comprehensive HRH investment case that requires little additional or separate analyses, given 
the breadth of NHWA indicators, standardized definitions of indicators, and routine data 
collection for calculating the NHWA indicators. The NHWA data in modules 4 (education 
expenses) and 7 (health workforce spending and remuneration) are particularly relevant for 
estimating funding gaps for HRH education and remuneration. For example, public expenditure 
on health worker compensation (indicator 7-04) can be compared to projected public health 
workforce costs, which is calculated by multiplying the number of health workers needed from 
Workload Indicators of Staffing Need/Full-time Equivalent (WISN/FTE) analysis by salary costs 
(7-05 and 7-06 NHWA indicators) to estimate the projected funding gap. 
 
Using NHWA indicator and other HRH data, additional analyses are required to assess 
government capacity and willingness to invest more strategically in HRH to meet national health 
targets. This methodological manual explores how to conduct and use three specific types of 
analyses to better understand what investments are needed in the HIV workforce and the ability 
of the government to meet these needs as part of developing a HRH investment case for HIV 
(see Exhibit 2). 
 

Exhibit 2. HRH Cost, Fiscal Space, and Political Economy Analyses 

 
 
 
These analyses can be an investment case for domestic financing for HRH as part of larger HIV 
funding dialogue, and be used to compliment any analysis being conducted on broader HIV 
sustainable financing and domestic resource mobilization in a country. The methods put forward 
in this document are based on work conducted in Uganda by the PEPFAR-funded USAID 
HRH2030 program. For more information on the specific methods used in Uganda, please visit 
www.hrh2030program.org/investmentcaseuganda.  
  

Cost Analysis

• How much funding is 
needed for HRH in 
order to meet HIV 
targets?

Fiscal Space Analysis

• What are the 
resources available 
from all funding 
sources for the HIV 
workforce?

Political Economy 
Analysis

• What are the 
structural, political, 
and other contextual 
factors that may 
influence government 
funding for HRH and 
HIV?

http://www.who.int/hrh/statistics/nhwa/en/
https://www.hrh2030program.org/investmentcaseuganda
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HRH for HIV Cost Analysis 
To determine an accurate funding ask for the HIV workforce, countries need to understand the 
financial resources required for HRH for scaling up HIV services and maintaining high-quality 
services once epidemic control is achieved. Cost analyses help answer key questions, including: 
 
 How much funding is needed for HRH salaries, training, and other costs to reach 

national service delivery targets for HIV? 
 How can HIV workforce requirements and costs change over time? 
 What is the average cost of HRH per patient served or HIV service provided? 
 Are there changes to HIV program implementation or service delivery models that 

would result in cost savings? 
 

Results of cost analyses can be used to inform domestic 
resource mobilization advocacy, as well as program 
implementation, including changes to HIV service 
delivery guidelines that may result in increased 
efficiency. Costing forms a basis to conduct other types 
of analyses, such as cost-effectiveness or cost-benefit 
analysis, which can help prioritize investments and 
resource allocation decisions within an HRH for an HIV 
investment case. Cost analyses should be conducted 
regularly, as underlying changes to the labor market, 
disease burden, and other factors could affect the cost 
of HRH for HIV. 

 

Defining Scope of Cost Analyses  

It is important to define the scope of the costing from the onset of the exercise, and to make 
sure the scope aligns with the key questions of interest to stakeholders. To estimate HRH costs, 
you first need to consider the cost to whom (Exhibit 3). For an HRH investment case aimed at 
increasing government investment in HRH, it may be appropriate to estimate the cost from the 
government’s perspective. However, analyses may also want to account for costs that are 
funded by other sources (e.g., donors, private sector providers), which may differ from costs 
borne by the government, due to differences in service delivery models or cost structures in 
cadre remuneration across different funding sources. Even if the analysis looks solely at 
government costs, it is important to consider cost variations by level of care, service delivery 
model, and cadre. 
 

Exhibit 3. Defining the Scope of a Cost Analysis: Four Key Questions 
 

 

Who is bearing the cost of HRH for HIV? Which cadres should be included in the 
analysis?

What types of costs need to be examined? What are some key factors that may influence 
cost variation?

Defining the scope

HRH2030 COST ANALYSIS IN 
UGANDA 

 HRH included: Facility- and 
community-based health workers 
.who directly interact with patients 

 Costs captured: Salaries, stipends, 
and in-service training. 

 Key findings: To meet national HIV 
targets under current service delivery 
models, $20.3 million is needed for 
HRH salaries in 2020. However, 
differentiated care models for HIV 
treatment could result in $1.7 million 
in cost savings in 2020 alone.  
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Several types of HRH costs could be accounted for in a cost analysis (see Exhibit 4). Cost 
analyses should focus on where investments may be needed: from pre-service education, to 
recruiting and deploying health workers, to sustaining the current health workforce. Costs can 
be for individual health workers (e.g., salaries) or for health workforce systems (e.g., health 
worker information systems). 
 

Exhibit 4. Types of Health Workforce Costs 
 

 
 
Different types of health workers could also be considered in a cost analysis across the facility 
and community service delivery continuum. Some health workers may have direct interaction 
with patients in the delivery of HIV services, while others may be indirectly engaged (e.g., 
management and support staff). The methodology for calculating HRH costs will vary depending 
on where the cadre is based and their primary function (service delivery, management, support, 
etc.).  
 

Estimating HRH for HIV Labor Costs 

The HRH time to deliver HIV services is usually the largest HRH cost element. One approach to 
estimate HRH for HIV labor costs is to calculate the number of full-time equivalent (FTE) health 
workers needed exclusively for HIV, based on the volume of HIV services to be delivered each 
year and the time required to deliver these services, by cadre.  
 
For health workers based in a facility who interact with patients in HIV service delivery, three 
steps are used to estimate HRH for HIV labor costs (see Exhibit 5). Any of the inputs described 
in Exhibit 2 could be varied in an alternative cost scenario; this scenario may reflect changes in 
national HIV policies or service delivery models, including introducing task sharing or shifting. 
For instance, in the Uganda analysis, HRH2030 varied the number of visits per patient, per year, 
in step 1, generating two stylized ART service delivery models, based on current and new HIV 
guidelines. 
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Exhibit 5. Formula for Calculating Direct, Facility-based HRH Labor Costs 
 

 
 

Step 1. Estimate How Much Time Health Workers Require to Deliver HIV Services 

To estimate how much time health workers require 
in a given year to deliver a particular health service, 
you must know the number of patients seen in a 
year, the frequency of visits to a health facility per 
patient per year, and the number of minutes spent 
by each cadre with each patient per year. The 
number of people seen at a facility each year can be 
based on reaching national or subnational targets. 
For HIV, most countries have targets for the 
numbers to receive specific services — for 
example, ART, voluntary medical male circumcision, 
HIV testing and counseling (HTC), prevention of 
mother-to-child transmission (PMTCT), and other 
services — based on underlying projections of demographic trends, disease burden, and planned 
scale-up in coverage. For example, Uganda projected the number of people on ART each year 
based on reaching the 90-90-90 target of 81 percent of all people living with HIV on ART by 
2020. If feasible, separate the calculations being computed for each geographical unit (e.g., 
region, district) as burden of disease, service utilization, and the health workforce are 
geographically disparate; it is usually not feasible to relocate existing HRH to meet the needs in 
another geographic area.  

When conducting a cost analysis, base the number of visits per person, per year, on best 
practices and national guidelines; if the number of visits is based on actual practice, the cost 
analysis may underestimate the true cost of reaching the desired health outcomes. For HIV, 
most countries have clinical guidelines that recommend when and how often a person should 
visit a facility and what type of health provider is allowed to provide specific services. Countries 
are also introducing new clinical guidelines in line with Test and Start and other World Health 
Organization (WHO) recommendations that include changes to ART service delivery models. 
Countries are scaling up differentiated care models that vary clinical guidelines depending on a 
patient’s characteristics, including their age and response to treatment. These new guidelines 
should be accounted for in HIV workforce cost analyses. 

SOURCES FOR HRH TIME 
REQUIREMENTS 

 Service delivery targets – HIV 
strategic plans  

 Service delivery models – HIV 
clinical guidelines 

 Number of staff needed based on 
current workloads – Workload 
Indicators of Staffing Need (WISN) 

 Amount of time spent with 
patients – time and motion studies, 
interviews with health workers 
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The final input to calculate how much time health workers require is the number of minutes 
each cadre spends with a patient per visit, each year (e.g., heath worker labor intensity). The 
HIV guidelines may specify the health worker cadres who can deliver specific interventions (e.g., 
lower-cadre nurses may not be allowed to initiate ART in many countries), and workloads 
across cadres can be based on assessments, such as the Workload Indicators of Staffing Need 
(WISN). 

In addition to understanding the services each cadre provides, data are needed on the labor 
intensity to deliver HIV services. Two main ways can be used to collect primary data on labor 
intensity: health worker interviews and direct observation of health workers (e.g., time-motion 
studies). The two methodologies are compared in Exhibit 6. While a time-motion study is 
generally considered a more rigorous methodology than interviewing health workers because it 
does not introduce recall bias, this study design could lead to biased results because clinicians 
may change their behavior when they know they are being observed (known as the Hawthorne 
effect), requires additional time and funding, and may interfere with service delivery or invade 
the privacy of patients and the health service providers. A literature review of studies assessing 
HRH labor intensity for HIV or other services can be conducted if primary data collection is not 
feasible, given time or budget constraints. However, time-and-motion studies tend to focus on 
specific interventions (e.g., ART). For the analysis in Uganda, HRH2030 conducted a literature 
review and used six Uganda-specific time-and-motion studies focused on ART and HTC in the 
analysis. 

Exhibit 6. Empirical Methods for Estimating HRH Labor Intensity 
 

 Health Worker Interviews Time-motion Studies 

Benefits 
• Low burden on HRH 
• Relatively low cost with 

quick results 

• Eliminates issues with recall bias 
• Results may be generalizable to 

similar settings 
• Provides precise estimates 

Limitations 

• Poor recall may bias 
results 

• Unlikely to be 
representative of other 
settings unless large-scale 
survey is done 

• Relatively high cost 
• Usually requires longer study 

period 
• May be disruptive to service 

delivery 
• Health workers may change 

behavior when they know they 
are being observed 

 

Step 2. Use a Full-time Equivalent Methodology to Estimate the Number of HRH Needed to 
Meet National HIV Service Delivery Targets  

After you know how much time is required each year to deliver HIV services, by cadre, you can 
calculate the number of FTE health workers required for HIV. One FTE is equivalent to one 
employee working full time exclusively on HIV. This methodology is well established and several 
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countries have used it to estimate the number of health workers needed for specific 
interventions.2,3 
 
The FTE calculations are based on the number of total minutes spent delivering a specific 
intervention in a year and the total number of minutes an individual health worker has available 
for clinical service delivery in a year. This methodology accounts for the time health workers 
need to spend on other activities, such as administrative work. FTE results can be disaggregated 
by cadre, specific intervention, and geographical location. 
 
When using FTE calculations for workforce planning, it is critical that countries do not 
underestimate their workforce needs. Due to constraints in being able to redistribute the health 
workforce across geographical areas, or have one health worker supporting multiple facilities, 
countries may not be able to fully optimize the health workforce because of down time, or 
“slack.” As a result, it may be inaccurate to assume that health workforce needs are equivalent 
to FTE estimates. Therefore, it is recommended to examine FTE estimates disaggregated to 
specific geographical areas, or even specific health facilities, to analyze health workforce needs 
for planning. 
 

Step 3. Estimate the Cost to Pay the Salaries of all the HRH Needed for HIV Service 
Delivery During a Specified Time Period 

To calculate total annual HRH labor costs, multiply the number of FTEs required for HIV service 
delivery for each cadre by the average annual salary costs for each particular cadre. The average 
salary cost per cadre can be based on a weighted average using government payroll data or 
salary scales, or it can be collected as part of the NHWA. For example, if the FTE analysis finds 
that 100 full-time medical officers are needed exclusively for HIV service delivery in the public 
sector in one year and the average medical officer salary is $20,000 a year, an estimated 
$2,000,000 is needed for medical officer salary support for HIV. 
 
For HRH supported by donors or HRH working in the private sector, you may need to use 
different salary assumptions. Private sector HRH salaries are usually not well understood unless 
a comprehensive private sector assessment was done in the country. This posed a challenge in 
the Uganda analysis. The solution in this case involved triangulating the limited data on private 
sector salaries from small-scale studies with key stakeholder interviews and conducting a 
sensitivity analysis using the highest and lowest salary ranges, by cadre. Cost analyses should also 
factor in the potential for real increases in HRH salaries over time (e.g., increases in salaries 
after accounting for projected inflation).  
 

Calculating Community-based Health Worker Costs 

                                                
2 Barker, C., and Dutta, A., and the OneHealth Study Team. (2015). Sustainability Implications for Tanzania’s 
Fourth Health Sector Strategic Plan, 2015/16–2019/20. Washington, D.C.: Futures Group, Health Policy 
Project. 
 
3 Banke, K., et al. (2014). Estimating the Untapped Capacity of the Private Sector to Deliver Antiretroviral 
Therapy in Lagos State, Nigeria. Bethesda, MD: Strengthening Health Outcomes through the Private Sector 
Project, Abt Associates Inc. 
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Very little published data is available on community-based health worker workloads compared 
with facility-based staff, meaning primary data collection may be required for a thorough analysis 
of community-based health worker costs. It is recommended to interview community-based 
health workers to better understand how they spend their time before developing assumptions 
on how to estimate the costs of their time providing HIV services. Depending on the 
community-based model and cadre, community-based health workers may work part-time, 
travel long distances to reach certain populations, be paid stipends or volunteer their time, or 
see multiple patients/clients, simultaneously. For example, in Uganda, some peer mothers lead 
PMTCT support groups in the community and PEPFAR pays them a small stipend for this work. 
 
To project how many community-based health worker FTEs are needed each year, it is essential 
to determine how many people will receive specific support services in the community. If this is 
not known, you can calculate it based on an extrapolation of past trends in the percentage of 
patients who receive specific types of community-based support and/or service delivery 
guidelines (e.g., guidelines may recommend stable patients on ART be managed at the 
community level). The next step is to estimate how many community-based health workers are 
needed given the community-based health workers’ workloads (see Exhibit 7). The health 
worker’s workload and, therefore, the number of patients that can be managed by each 
community-based health worker, will depend on how many people the health worker sees at 
one time, travel time to see patients, and other contextual factors. 
 
 

Exhibit 7. Estimating Community-based Health Worker FTEs: Peer Mother 
Example 

 
 
 
 
 
 
 
 
 

 
 
 
For community-based health workers who devote all their time to support HIV service delivery, 
their full salary or stipend cost and non-monetary benefits can be attributed to the HIV 
program. For example, 100 percent of the stipend costs for the peer mothers needed for 
PMTCT can be attributed to HIV. Salary and stipend costs for community-based health workers 
can vary widely, particular by funding source. If this information is not readily available, survey 
implementing partners and other service providers who employ community-based health 
workers to estimate the average costs by community-based cadre.  
  
For community-based health workers who provide multiple health services, including services 
other than HIV (for example, village health team members in Uganda), allocate just a portion of 
their time and salary/stipend costs to HIV. Taking a percentage of a health worker’s salary or 
stipend, based on how many people they reach for HIV services versus other services, is one 
approach. However, this method may be inaccurate if the health worker can provide services to 
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multiple people simultaneously (e.g., peer support group) or provides multiple services to one 
person, simultaneously (e.g., integrated maternal health and HIV counseling).  
 

Calculating Management and Support Personnel Costs 

The number of administrative and support staff needed in a country is more a function of the 
size of the workforce (community- and facility-based) or the number of health facilities than the 
number of patients seen or types of services provided. Therefore, estimating the overall number 
of administrative and support staff needed for the entire country is ideally based on the number 
of facilities by facility type, or country staffing norms for administrative and support staff (e.g., 
one supervisor for every 200 community-based health workers). 
 
A portion of these health workers’ time and related salary costs can be allocated specifically to 
HIV based on their workloads and projected volume of patients for HIV versus other health 
services. Interviews with management and support staff could determine workload assumptions. 
For management personnel overseeing health workers who spend all their time delivering HIV-
related services, their full salary costs can be attributed to HIV. 
 

Calculating Other Health Worker Costs 

Payments made to individual health workers other than salary costs — such as benefits, 
allowances, and performance-based incentives — can be calculated the same way as HRH salary 
costs for HIV, because the costs depend on how many health workers are needed and how 
much time they spend delivering HIV services versus other services. For example, if the salary 
cost analysis estimated that 100 community-based health workers are needed to deliver HIV 
services in a year and each community health worker receives a new $10 uniform each year, 
$1,000 is needed for community-based health worker uniforms in a year. 
 
Costs of health worker investments not made directly to an individual health worker, including 
pre-service education and in-service training costs, require a separate methodology. For 
example, activity-based costing is the best methodology to calculate in-service training costs. 
The HIV program should assess its in-service training needs annually. Inputs required for in-
service trainings typically include a venue, refreshments, travel, per diem, printing, and other 
costs. Costs per training may vary due to variations in how many people will be trained, for how 
many days, and the training funding source (e.g., donors versus government). For each type of 
training, costs can be estimated based on the types and number of inputs required and the unit 
costs of each input. If there is an integrated in-service training, for instance a tuberculosis/HIV 
training for nursing staff, a percentage of the total costs can be allocated for HIV based on an 
estimate of much time is spent on HIV versus tuberculosis.  
 

Using Cost Analyses in HRH Investment Cases 

Cost analysis results can be used in several ways in an HRH for HIV investment case: 
 
 Generate cost scenarios. You can generate multiple scenarios by changing any of the 

assumptions in the cost analysis. Scenarios could show what is possible to achieve with 
additional funding for the HIV workforce. For instance, a base scenario of HRH costs to 
keep ART coverage constant for the next five years could be compared with a more 
ambitious scenario for HRH costs that assumes 90-90-90 treatment targets are met. 
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 Compare costs to estimates of the resources available for the HIV workforce 
to estimate the funding gap. Emphasizing the HIV workforce funding gap is an 
effective approach to advocate for additional investment in the HIV workforce, 
particular if the cost analysis reflects the countries’ priorities and efficient, quality service 
delivery.  

 Rationalize costs through prioritization exercises. Cost analyses should be as 
comprehensive as possible and reflect ambitious goals. However, if costs greatly exceed 
the resources available and the country cannot mobilize the resources that are 
necessary, it is important to consider ways to reduce costs. You can reduce costs by 
removing duplicative activities, identifying more efficient and less costly ways to conduct 
activities (e.g., streamlined service delivery models, task sharing), and prioritizing 
investment in activities with the most impact. Estimating FTEs and related costs at the 
subnational level can also help identify potential inefficiencies and areas with the greatest 
HRH investment needs. 

Conducting a cost analysis is the first step to conducting a cost-effectiveness analysis, 
which estimates interventions’ incremental cost and impact in terms of service 
utilization and health outcomes (e.g., new HIV infection averted). Base impact estimates 
on separate modeling analyses. The incremental cost-effectiveness ratio for HRH 
investment can be compared to that for other interventions, which the Ministry of 
Health could use to prioritize HRH over other investments. 

 Estimate the return on investment of HRH investments for HIV. Ministries of 
finance and other stakeholders want to know that HRH investment provides good value 
for the money. Building on cost-effectiveness or cost-benefit analyses, one could 
estimate the economic value to the national economy of an infection averted or another 
outcome due to increased investment in the health workforce. This type of evidence is 
critical when advocating for reallocation of government funding for increased spending 
on HRH.  
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HRH for HIV Fiscal Space Analysis 
The WHO defines fiscal space as “the budgetary room that allows a government to provide 
resources for public purposes without undermining fiscal sustainability.”4 A fiscal space analysis 
involves estimating the combined resources that could be mobilized for health or a particular 
disease area across the government, donors, and households. An HRH fiscal space analysis can 
help answer the question: how much funding could be available for HRH salaries and, specifically, 
for HRH time on HIV service delivery from 2016 to 2020? 
 
In most developing countries, funding for HRH comes from the government, donors, out-of-
pocket payments, and pre-payments through health insurance (see Exhibit 8). Facilities may 
receive some funds through user fees, performance-based financing schemes, and other sources 
that can be used for multiple purposes, including payments to health workers; facility 
management determines how to use those funds. As a result, it is difficult to model how HRH 
funding levels from all sources will change over time. For an HRH investment case, it is 
recommended to focus, at first, on analyzing fiscal space for direct payment of health worker 
salaries from two funding sources: the government and donors. Projections in donor funding can 
be based on extrapolation of past trends and consultations with each donor on how funding 
specifically for HRH may change in the future. Exhibit 8 is a framework for how to project 
future government HRH funding levels. 
 

Exhibit 8. Example of HRH Funding Sources and Mechanisms 
 

 
 

 

Projecting Government Funding for HRH 

Many factors influence the financial resources that are available for the health workforce and, in 
particular, the HIV workforce. Exhibit 9 shows how broad factors at the macroeconomic level 
to micro issues, such as how individual facilities are managed, can influence how much 
government funding could be available for the HIV workforce in a country. While a fiscal space 
analysis cannot account for all potential factors that may influence government HRH investment, 
an analysis should consider several factors at multiple levels. Multiple HRH fiscal space scenarios 
could be developed in consultation with the Ministry of Health and other stakeholders. 
                                                
4 World Health Organization. (2017). Health financing for universal coverage: Fiscal space for health. Accessed 
August 29, 2017. Available at: http://www.who.int/health_financing/topics/fiscal-space/en/.  

http://www.who.int/health_financing/topics/fiscal-space/en/


 

Generating Evidence for Investment In the HIV Workforce: Methodological Manual   |   13 

 
Exhibit 9. Factors That Influence Government Funding for the HIV Workforce 

 

 
 
 
There are several ways to go about an HRH fiscal space analysis, as explained below. Regardless 
of the exact methodology, it is critical to estimate baseline HRH expenditures. The NHWA is 
one source for understanding expenditure on health education and remuneration. 

 

Methodology if a Health Sector Fiscal Space Analysis Already Exists In-country 

Some countries may have completed a health sector fiscal space analysis, which can be the basis 
for an HRH fiscal space analysis. A percentage of health sector fiscal space can be attributed to 
future HRH spending, based on past trends in HRH spending as a percentage of overall health 
spending (see Exhibit 10). If a government has already committed to hiring additional health 
workers in line with a scale-up plan, the additional investment committed reflects additional 
fiscal space for HRH and can be reality-checked against overall health fiscal space projections. 
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Exhibit 10. Estimating Fiscal Space for HRH Based on Past Trends or Scale-up Plans 
 

  
Methodology if the Government Projected its Wage Bill 

Some countries may have projected how much they can afford in terms of the overall wage bill, 
including health worker wages. A percentage of this funding could be allocated to health, based 
on past trends, in terms of HRH wage versus overall wage spending or government 
commitments to HRH recruitment. However, to control wage costs and balance recurrent and 
development expenditures, some of these projections are based on international norms or 
recommendations from the International Monetary Fund (IMF) to implement wage bill ceilings. 
The WHO and others have criticized long-term public sector wage ceilings in developing 
countries because they can compromise the scale-up of essential social services.5,6 Therefore, it 
is recommended to analyze HRH fiscal space analysis given projected increases in economic 
growth, overall government spending, and allocations to 
health, rather than just on wage ceilings. 
 

Methodology if Fiscal Space for Health is Unknown 

Existing literature shows how public expenditure in resource-
limited countries changes based on projected trends in 
macroeconomic growth and revenue generation, and how 
increased government spending links to social sector spending 
including allocations to health and sub-components within the 
health budget (for example, HRH and HIV).7 Using these 
parameters from the literature and projections of economic 
growth and government spending in countries, you could 
estimate how much government funding could be available for 
health and, specifically, HRH. 

                                                
5 World Bank. (2009). Working in health. Financing and managing the public sector health workforce. 
Washington, D.C.: World Bank. 
6 Cometto, G. and Campbell, J. (2016). “Investing in human resources for health: beyond health 
outcomes.” Human resources for health, 14(1), p.51. 
7Tandon, A. and Cashin, C. (2010). Assessing public expenditure on health from a fiscal space perspective. 
Washington, D.C.: World Bank. 
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If the country is introducing innovative health financing mechanisms, such as an earmarked tax 
for health or an AIDS trust fund, a certain percentage could be considered as funding available 
for HRH; it is recommended to consult with in-country stakeholders to get a better sense of 
the existing and new sources of health funding that may be used to pay for HRH. In 
decentralized contexts, potential funds that could be raised and expended by local governments 
should also be considered using a similar methodology for national-level projections. 
 

Accounting for Uncertainty in Fiscal Space Projections 

Similar to the cost analysis, you can conduct a sensitivity analyses if a particular parameter in the 
fiscal space analysis is uncertain. For instance, if the percentage of government spending going to 
health remained constant in the past, it may be safe to assume it will remain constant in the 
future, but there could be considerable uncertainty if the government is planning to make 
significant budget cuts or re-allocate funds for certain high-priority investments. In this case, you 
could set a range for potential health spending as a percentage of overall government spending, 
based on these other factors. 
 

Considering Supply-side Constraints in Fiscal Space Analyses 

The HRH production and absorption capabilities for the public health sector should also be 
considered in a fiscal space analysis. Although the government may have sufficient funds to pay 
for additional health worker recruitment, there may not be enough graduates from pre-service 
education institutions to fill these positions, particularly if graduates are attracted to the private 
sector because of higher wages. This supply constraint is a critical factor to consider as a reality-
check to fiscal space analysis projections. 
 

Projecting Government Funding for the HIV Workforce 

The HRH planning and budgeting in countries are usually not 
disease-specific, but existing data and information on the HIV 
workforce can be used to examine potential HRH financing 
specifically for HIV.  
 
There is a great deal of uncertainty in estimating the 
percentage of overall government HRH funding that could be 
expended on HIV service delivery, particularly if information 
is limited on how health workforce needs may change in the 
future and how many health workers will provide services 
other than for HIV. Comparing estimates of how many public 
sector FTE health workers were needed in a baseline year 
(this can be calculated using the costing methodology 
described previously) to the total number of public sector 
employees gives a rough estimate of the proportion of the 
health workforce needed exclusively for HIV. The same 
proportion can be used to estimate the portion of overall government HRH funding that may be 
allocated to HIV in future years. 
 
The amount of funding specifically available for the HIV workforce is also a function of political 
will. The government may have an agreement with a donor — PEPFAR or the Global Fund to 

HRH2030 FISCAL SPACE 
ANALYSIS IN UGANDA 

 Methodology: Estimated baseline 
expenditure on HIV HRH and 
generated two fiscal space 
projections: constant funding versus 
increased funding based on 
government HRH recruitment plans 

 Key findings: Even if Uganda met its 
HRH recruitment targets by 2020, 
which may be feasible given 
macroeconomic and other 
projections, and donor funding 
remains constant, we estimate an 
HRH funding gap of $6 million for 
reaching HIV goals in 2020 
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Fight AIDS, Tuberculosis, and Malaria — to absorb current donor-funded health workers into 
the government payroll during a certain time. If these health workers will continue to support 
HIV service delivery, and the government has committed additional funds to absorb these health 
workers, count this as an increase in funding for the HIV workforce. 
 

Using Fiscal Space Analyses in HRH Investment Cases 

Compare fiscal space analysis results with results from the cost analysis to estimate the overall 
HRH funding gap and the gap specifically for the HIV workforce. Fiscal space analysis results can 
also be used to demonstrate to the Ministry of Health, Ministry of Finance, and other 
stakeholders that a country may actually have fewer or more financial resources available for 
HRH and the HIV workforce than previously thought, which can help inform budget allocation 
decisions, including reprioritization of the health budget to support HRH.  
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HRH for HIV Political Economy Analysis 
 
HRH investment is a political issue as much as an economic issue. Any workforce strategies and 
their accompanying financial plans must be country-based and country-led, and have strong 
leadership and political commitment. Therefore, use a political economy analysis to analyze 
political and administrative barriers and enablers to increasing investment in the overall and HIV-
specific health workforce. Political economy analyses seek to answer why things may happen in a 
certain context, usually through qualitative research methods. A political economy analysis of 
HRH shifts the focus from what technical solutions are needed to how, politically, they can be 
accomplished. 
 
You can approach a political economy analysis in several ways, but it involves understanding 
relationships, power dynamics, and other contextual issues. USAID developed an applied 
political economy analysis field guide that can inform an HRH political economy analysis. 
 
A first step in an HRH political economy analysis should include a literature review of the 
barriers and enablers to government investment in HRH. The political economy analysis should 
involve mapping of key HRH and HIV actors, organizational units, HRH production and hiring 
processes, implementation processes to follow through directives that affect HRH, and incentive 
structures that may influence the political decision of HRH budget allocations. 
 
In-depth interviews and focus groups with relevant in-country stakeholders — such as Ministry 
of Health, Ministry of Finance, development partners, implementing partners, service providers, 
private sector representatives, civil society groups, HRH regulatory bodies, and local 
governments — may reveal some of the political factors that could influence future government 
funding of the HIV workforce. To ensure the political economy analysis is not based on opinions 
of just a few individuals, conduct interviews with a wide range of stakeholders. See Annex A for 
sample interview questions. Possible issues to explore include: 
 

 In-country–specific processes for formulating the government health budget, 
particularly for recurrent costs, such as HRH wages 

 The internal and external pressure the government currently faces to control or 
reduce the public sector wage bill 

 Indicators of government prioritization of health and HRH. 
 

If donors are currently supporting large percentages of the HIV workforce, the analysis should 
also ask about barriers and enablers to transition current donor-funded HRH to the 
government. Some challenges in transitioning HRH for HIV support may include not recognizing 
lay workers for HIV as an official cadre or differences in wage structures and policies between 
PEPFAR and the government (e.g., overtime or incentive pay policies). 
 
After completing the literature review, stakeholder mapping, and in-depth interviews, 
researchers should independently review interview transcripts and notes to identify emerging 
themes for coding. In the Uganda analysis, HRH2030 coded interview notes, based on emergent 
themes related to external influence, government capacity, government willingness, and evidence 
that may influence HRH investment levels (see Exhibit 11). 
 
 

https://usaidlearninglab.org/library/applied-political-economy-analysis-field-guide
https://usaidlearninglab.org/library/applied-political-economy-analysis-field-guide
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Exhibit 11. Key Themes Used to Code In-depth Interview Notes in Uganda 

Theme Definition 

External influence Pressure put on government — positive, negative, or neutral — by external actors, such 
as civil society, media, and donors 

Government 
capacity 

Technical and financial constraints of the government, whether at the system level (e.g., 
overall revenue constraints), institution level (e.g., technical expertise within particular 
Ministries), or individual level (e.g., specific units or people) 

Government 
willingness The level of political will within the government to prioritize and act on HRH issues 

Evidence 
Types of arguments that could be made to sway government decisions (e.g., 
understanding the impact of health workers on the economy) and whether such evidence 
exists 

Expectations Participants predict levels of government funding and future prospects for HRH 

 

Using Political Economy Analyses in HRH Investment Cases 

Political economy analyses are an essential component to craft a convincing HRH investment 
case. Often, a political economy analysis will reveal what types of evidence and advocacy are 
most effective for convincing key decision-makers, such as the Ministry of Finance or Parliament, 
to invest more funding in a particular area. Armed with this knowledge, the Ministry of Health 
can conduct additional analyses to generate this evidence, include it in the HRH investment case, 
and disseminate it through appropriate channels. Political economy analyses will also reveal what 
and when the key decision points are in the legislative or programming process; mapping these 
can greatly help to streamline and target advocacy efforts toward specific individuals, at specific 
times of the year.  
 
Political economy analyses can reveal the types of capacity development activities needed or 
actors in the health sector that may need to work together to promote more strategic 
investment in the health workforce. For example, the HRH2030 analysis in Uganda revealed that 
civil society organizations’ advocacy played a big role in increasing funding for HRH in 2011/12, 
but they don’t have as much influence now because of a lack of coordination across 
organizations and funding for advocacy activities. Further, a new public financial management bill 
has shortened the budget cycle, resulting in less time to advocate for increases or changes to 
budget allocations. These results clearly show the need to strengthen coordination among civil 
society organizations in Uganda.  
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Conclusion 
This methodological manual explores how to conduct cost, fiscal space, and political economy 
analyses to use in an investment case for increased country investment in the HIV workforce. 
The methodologies described could be applied to other health areas or for the overall health 
workforce. 
 
While cost, fiscal space, and political economy analyses are essential evidence-generation 
activities, additional analyses may be needed to convince stakeholders to increase investment in 
the HIV workforce. For example, ministries of finance may want to know how investment in 
HRH can lead to improved productivity and economic output. This may require conducting an 
in-country modeling exercise. 
 
It is also important to acknowledge study limitations and consider data availability and quality 
issues when using cost, fiscal space, or political economy analyses in an investment case. The 
cost analysis may underestimate the true HRH need for HIV, if all HRH costs are not 
considered in the analysis. In both the cost and fiscal space analyses, some inputs are uncertain, 
such as how much time health workers spend with a patient on ART or how much of the 
overall government budget could be allocated to health in the future. To help account for these 
uncertainties, one recommendation is to conduct a sensitivity analyses and generate multiple 
scenarios with varied assumptions.  
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Annex A. Sample Interview Questions for 
Political Economy Analysis 
 
Introduction: 

1. How does your organization/department support or work with HRH in [country 
name]? 

2. How does your organization/department support HIV service delivery in 
[country name]? 

3. What is your level of knowledge in terms of HRH issues in [country name]? 
How about HRH issues as they pertain to HIV service delivery? 
 

Overarching HRH Issues: 
Through our research and initial consultations, we identified several HRH issues, ranging 
from low pay to poor performance management, that hinder [country name] from 
having a sufficient and productive health workforce.  

1. Please describe what investments the government needs to improve:  
a. Pre-service training (PROBE: bonded internships, building new schools, 

changing curriculum, increasing tuition costs, prioritizing pre-service 
training for certain cadres) 

b. Recruitment of HRH into the public health sector (PROBE: we know the 
government has set an ambitious recruitment plan, what can be done to 
support these targets?) 

c. In-service training and supervision (PROBE: policies about which cadres 
should receive training and how often and on what topics) 

d. Retention and productivity 
e. Districts absorbing PEPFAR-supported HRH  

2. What is needed for the government to carry out these reforms and make these 
investments? (PROBE: Political will, financing, policy reform, etc. — ask for 
specific details). 

a. Are these enablers currently in place? Why or why not? 
b. Who are the key players and decision-makers for these investments? 

3. What are the biggest barriers to implementing these reforms? 
4. What are the perceptions of different players’ relationships and level of trust? 

(PROBE: ask about relationships between ministries, parliament, civil society, 
etc.). 

 
Specific HRH Issues: 

5. Community-based health workers are often not included in official health 
workforce estimates, and many are volunteers who are not paid salaries. 

a. What role do community-based health workers play in HIV service 
delivery in [country name]? 

b. What do you think is the likelihood that the government will pay for 
community-based health workers in the future, and why? 
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c. What are some of the barriers and enablers to making community-based 
health workers part of the formalized health workforce? 

d. Because many community-based health workers are currently donor-
funded, what do you think is needed to ensure the sustainability of this 
health workforce?  

6. Now, turning specifically to HRH in support of HIV service delivery: 
a. How do HRH who primarily work on HIV differ from those who do not? 

(PROBE: training/skills, management, workload, pay/benefits, location, 
level of responsibility, etc.) 

b. What investments are needed in the workforce for [country name] to 
deliver quality HIV services and to scale-up provision of these services? 

c. What is needed to make these investments a reality? 
d. What are the largest barriers to making these investments? 
e. Given much of the HIV workforce is donor-funded, what are the 

sustainability implications of decreased donor funding in the future? 
 
Financing: 

7. Now, let us focus specifically on financing. Do you think (1) health and (2) HRH 
are budget priorities? Why or why not? 

8. What is needed to convince the Ministry of Finance to increase government 
funding for HRH? 

9. What are the best practices for advocating for increased funding for (1) health, 
(2) HIV, and (3) HRH?  

10. Who are the key influencers in the advocacy and decision-making process? 
11. What specific types of evidence and data are needed for HRH advocacy and 

decision-making? 
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