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Abstract
Human resource for health (HRH) is considered critical 
for achieving Universal Health Coverage, and the crisis 
surrounding HRH is now established as a global emer-
gency. Their vital role has been central in the pandemic 
response. Yet, the discussions and deliberations on the 
recent pandemic treaty circumscribe HRH discussions to 
their capacities and protection, and address discrimination 
mainly in relation to gender. While this paper endorses the 
case for prioritisation of HRH in global pandemic prepared-
ness planning, it re-frames the HRH crisis in relation to the 
institutional and structural factors driving HRH shortage, 
maldistribution and skills-needs misalignment. We critique 
the supply-and-demand framing of HRH crisis as one that 
obliviates the systematic inequalities within health systems 
that underpin health workforce motivations, distribution, 
satisfaction and performance. We propose an intersectional 
equity lens to redefine the HRH challenges, understand 
their underlying drivers and accordingly integrate in the 
global pandemic preparedness plans.
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1 | INTRODUCTION

The COVID-19 pandemic revealed shortcomings of global health governance instruments and frameworks neces-
sary for an appropriate response. The pandemic exerts several pressures on health system including exacting faster 
research and development for rapid testing and vaccines, local production capacities for masks and personal protec-
tive equipment (PPEs), more critical care unit beds and oxygen cylinders, resilient infrastructure, responsive systems 
and most importantly, better health workforce capacities. 1 Countries have had to adapt and respond to a surge in 
demands for health workforce as well as the need for specialised healthcare workers, overcoming challenges like 
staffing, capacities, geographical inequities, and skill mix. 2

Health workers' role in strengthening of health systems has been recognized in most of the key pre-pandemic 
global strategic frameworks (Table 1), such as the International Health Regulations (IHR 2005) 3 and the Global Strat-
egy for Human Resource for Health (HRH). 4 The pandemic re-establishes their exceptional position as central to a 
resilient health system, 2 and the backbone of the fight against the pandemic, 5 while simultaneously revealing their 
vulnerability as bearers of a disproportionate burden of exposure and deaths. Their contributions were recognized by 
the World Health Assembly and its declaration of the year 2021 as the International Year of Health and Care Workers. 
Against this backdrop and the ongoing global governance reforms such as the global pandemic treaty (CA+), this paper 
strengthens the case for prioritisation of HRH in pandemic preparedness planning while proposing an intersectional 
equity framework to reframe the HRH crisis in relation to the institutional and structural factors driving their shortage, 
maldistribution and skills mismatch. This focus is aligned with the Article 12 in the WHO zero draft for pandemic prepar-
edness international instrument 6, which stipulates strengthening and sustaining a skilled and competent health and care 
workforce  in pandemic preparedness.

2 | FRAMING OF HRH CRISIS WITHIN THE PANDEMIC TREATY DRAFT 
INSTRUMENTS

Despite being one of the six building blocks of health systems, HRH remains the “weakest link”. 7 The HRH crisis and 
the persisting challenges experienced by health workforce globally are well recognised. 4 These include poor condi-
tions of work and remuneration, gender disparities and discrimination, and deficiency in distribution and competen-
cies; factors that cumulatively affect health workers' motivation and satisfaction, and hinder effective planning for a 
sustainable or resilient workforce. 8

The traditional viewing of HRH as a ‘hardware’ issue results in consistently reductive framing of the related chal-
lenges as a (mis)alignment of supply and demand or staffing challenge. 9 , 10 There is little attention to its interaction 

Highlights

•  HRH crisis is primarily framed in terms of supply-demand, 
capacities and distribution/deployment.

•  Little attention is given to the inequities that shape the HRH 
crisis and its influence on workers' experiences, motivations and 
performance.

•  Despite HRH being the backbone of COVID-19 response, 
pandemic treaty discussions circumscribe HRH planning to 
training and sustaining a skilled health workforce

•  An intersectional equity lens can help redefine HRH crisis within 
the pandemic preparedness efforts.
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KAPILASHRAMI and AZIZ 3

with other building blocks of the health system, or recognition of its ‘software’ component—the underlying relation-
ships, interests, power, values and norms; and most notably, how these are impacted by the structural issues and 
inequalities within and outside the health system.

A rapid review of existing frameworks that examine HRH challenges and ‘crisis’, and the factors and forces driv-
ing these, reveals how attention to inequalities has been peripheral to the examination of workforce challenges. At 
best, issues of ‘diversity’ and discrimination are recognised in relation to (mal)distribution highlighting gender and 
geographically located (rural-urban) inequities and the paucity and need for retention of workforce in underserved 
regions. Frameworks acknowledging inequities 11 regard equity as an outcome (i.e., managing HRH performance to 
enhance equitable access of healthcare), not an input, determinant, or lens to examine health workers' recruitment, 
retention, performance and practices.

These gaps continued to reflect in most of the HRH studies conducted during COVID-19 and in the ensuing 
earlier drafts and discussions on the pandemic treaty. Few scattered studies called for better understanding of health 
workers' COVID-19 experiences, or the need for their protection. 12 While the WHO regional offices, academics and 
experts continued to stress the importance of HRH in pandemic response. 13

With WHO recently concluding its public hearings, the importance of investing in health workforce is now estab-
lished in the February 2023 zero-draft submitted by the member states' working group for the pandemic treaty. 6 
The draft emphasises accelerated investment in HRH education, skills, capacities and jobs, and establishment of 

HRH Central to International Health 
Regulations

Health workforce development was identified with the International Health 
Regulations Framework (IHR 2005) as one of the nineteen technical 
areas for strengthening as highlighted in the Joint External Evaluation 
(JEE) Tool. 3 This recommendation was also reiterated in a later 
evaluation of the national JEE reviews in the Eastern Mediterranean 
region.

Framing of HRH within the sustainable 
development goals (SDGs)

The WHO global strategy on human resources for health 2030 frames HRH 
as central and pivotal for achievement of universal health coverage and 
SDGs. 4

Furthermore, the united nation political declaration on universal health 
coverage views health workforce as critical for strong health systems.

Reflections from the pandemic In its 2021 policy paper series, WHO compiled lessons learnt from COVID-
19 management in over thirty countries in Europe and identified 

support and management of health workforce amongst the 20 futuristic 
strategies to assess resilience of national health systems.

Developing a WHO convention/treaty/
instrument post-pandemic

At the December 2021 special session of the world health assembly 
the intergovernmental negotiating body (INB) was established and 
tasked with drafting the WHO convention/instrument amidst much 
international support, to address the global governance failures during 
the COVID-19 pandemic. Following this special session, member 
states' working group presented their recommendations for a new 
instrument as well as amendments within IHR 2005, including the 
need of continued investment in health workforce, building of public 
health capacities, and accelerated investment in health workforce skills, 
education and jobs.

Strengthening the global architecture for 
health emergency preparedness

Although less popularised but happening alongside nonetheless, the 
WHO's consultation on strengthening the global architecture for health 
emergency preparedness, response and resilience (HEPR) also proposes 
substantial investment in building a trained, interoperable and rapidly 
deployed workforce.

T A B L E  1   Framing of Human Resource for Health (HRH) within Global Strategic Frameworks before and during 
the COVID-19 pandemic.
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KAPILASHRAMI and AZIZ4

necessary training institutions. It calls for the adoption of a gender-transformative approach in HRH planning and 
addressing inequalities related to gender but continues to be silent on other social, political and commercial deter-
minants of the HRH crisis as elaborated later in this paper, or the need for better workforce planning that considers 
their experiences.

3 | REVISITING HEALTH WORKFORCE CRISIS AND THE CASE FOR ADOPTING AN 
EQUITY LENS

Healthcare systems are complex, holding in most contexts implicit equity and social justice goals. Experts empha-
sise on the need to understand both the evolutionary and sociocultural processes at work, structural inequal-
ities like poverty, to fully understand how healthcare systems change, respond and adapt to pandemics like 
COVID-19.  14

There is little research around the extent of historical socioeconomic marginalisation underpinning the HRH 
crisis. There is evidence, albeit limited, to suggest that geographic and socio-economic inequities affect health 
workers' career choices, job opportunities, retention, skill-mix, urban-rural deployment/distribution, all collectively 
constituting the global HRH crisis. For example, we know that gender roles and gender power relations in society 
impact health workers' professional choices. 15 There is also emergent data on ethnic and racial inequalities deter-
mining health workers' experiences and vulnerabilities during COVID-19 although limited to high income countries 
amidst calls for diversifying health workforce profiles, recruiting health workers from all communities and protect-
ing them. 16

Lotta et al highlight the additional risks and challenges that the pandemic brought for health workers in Brazil, 
including exposing the historical ingrained problems within the health system, such as unequal working conditions 
between grades and cadres; intersecting with socio-cultural inequalities (due to gender, race, ethnicity etc.) and 
affecting different health workers unequally. 12 This work specifically defines how pre-existing inequalities between 
different cadres, socio-economic and cultural groups within the workforce shaped their pandemic experiences differ-
ently. This work supports the argument that framing the HRH challenge as simply a supply and demand problem 
limits the scope for understanding the factors contributing to shortage, maldistribution and misalignment of needs 
and skills. Adopting an equity lens for health system and HRH planning enables seeing the drivers behind their 
unequal and unfair distribution, their experiences, physical and psychological health and safety, and eventual work 
decisions and practices.

Our proposition of an ‘intersectionality lens’ can not only improve health systems and health workforce under-
standing necessary for preparing for future pandemics but also expedite pathways to UHC.

We view an intersectional approach as drawing attention to the inequalities and power differences structuring 
society (and its constituent systems) and how such inequalities determine healthcare delivery norms, beliefs, prac-
tices, experiences, and outcomes. 17 Applied to health systems, intersectionality promotes an understanding that 
health is shaped by the interactions between individual factors (such as biology, income, education), other struc-
tures of inequality (e.g. gender, race/ethnicity, sexuality) and broader political and economic forces such as economic 
globalisation, climate crisis and population displacement. Intersectionality challenges:

•  The view that social disadvantages (and oppression) are experienced as “separate roads” adding up to a sum 
effort. Rather, they interactively shape human beings and their experiences. For example, the experiences of a 
female Philippine health worker delivering COVID-19 care in the UK cannot be understood as the sum of their 
gender and race identity. Her gendered experience of workplace is racialised, determined by her citizenship status, 
nationality, class, and broader policies (such as the right to work, lack of recourse to public funds) and institutional 
biases that may impact her role, development opportunities as well as her experiences with peers and patients. 18

•  The assumed homogeneity among populations identified as a single identity group or category such as “refugee 
or migrant,” “Indigenous” or ‘‘ethnic minority’, or ‘BAME’ (Black Asian Minority Ethnicity), women, men, or trans. A 
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KAPILASHRAMI and AZIZ 5

key tenet is that human beings may belong to multiple social categories and experience privilege and oppression 
simultaneously. 19 For instance, a Punjabi-speaking female community health worker in Punjab, Pakistan may be 
disadvantaged due to her gender and profession, but her ethnic affiliation and citizenship will place her at a privi-
leged position over an Urdu-speaking migrant female community health worker in the same region.

4 | THE UTILITY OF APPLYING AN INTERSECTIONAL EQUITY LENS TO UNDERSTAND 
HRH CRISIS

The usefulness of an intersectionality approach in deepening our understanding of the HRH crisis can be illustrated 
in two priority areas identified in the 2030 WHO global strategy: the workforce shortfall and the provision of a safe 
working environment. 4

i.  Addressing the shortfall and equitable distribution of personnel

In examining recruitment-retention strategies, an intersectionality approach will highlight, for example, how 
gender interacts with other social inequalities structured around minoritised ethnicities and castes in predisposing 
women to cluster into certain professional categories, limiting employment and career progression opportunities and 
forcing their exit, thereby resulting in the wider mismatch between demand (need) and supply (resources) that are 
characteristic of healthcare systems globally.

Such mismatch is evident across all healthcare positions and health system domains, including leadership. Nota-
bly, women comprise 70% of health and social workforce globally, 20 yet have trivial representation in health lead-
ership. In Pakistan, for example, women comprise more than 73% of the workforce nationally. They continue to be 
employed in critical, highly demanding community care roles that are unsupported, underpaid, or voluntary. 21 Yet in 
2020, only three of 154 districts had a woman district health officer. Absence of formal leadership development and 
mentoring opportunities alongside pervasive patriarchal norms prevent retention and substantive representation of 
women in decision-making forums. 22

An intersectionality approach will also enable planning for appropriate skills and resources' match while taking a 
‘whole of the health workforce approach’ that is, utilising the full skill sets of health workers (across all care levels and 
in training and retirement pipeline) and acknowledging their distinctive challenges and contexts. For example, person-
nel deployed in rural, remote, and deprived regions encounter more complex and pressing needs. Here, patients pres-
ent with multiple morbidities and social problems such as low income or unemployment, precariat work conditions 
and food insecurity. Evidence from the UK indicates that GP practices in areas of high deprivation require greater 
“continuity of care, supported teamwork, networking with community resources and intimate knowledge of family 
backgrounds”. 23 Addressing these complex unmet needs requires additional capacities, more consultation time, and 
therefore increased funding relative to the less deprived areas. However, these disparities are often overlooked, if 
not reinforced, by policies such as the National Health Service (NHS) Quality and Outcomes Framework and ongoing 
cuts in community services. International evidence also points to high levels of demotivation among health personnel 
deployed in primary healthcare facilities in remote and geographically challenging rural locations. 24

Significant disparities also exist in the distribution of opportunities for skill-enhancement, training, and devel-
opment. These disparities vary across countries and provinces and are influenced by both the organisation and the 
financing of health systems, the colonial legacy and social and economic development histories of countries. These 
health systems and social factors reify inequities in societies (along for example, gender, ethnic/race, class, disability, 
religion, and caste lines) that disadvantage and disempower select cadres while privileging others. Such disadvantage 
was illustrated in a few studies that examined risks and vulnerabilities of health workforce during Covid-19. Studies 
found these intersecting inequities impacted healthcare workers' exposure, access to protective gear, testing and 
furlough status. 25,26 Some groups of healthcare workers who had less status, outside decision making and power 
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KAPILASHRAMI and AZIZ6

structures, were on precarious positions and contracts, or in marginalised geographical settings were most vulnerable 
and at greater risk of being left behind from protective measures. 27–29

 ii. Safe working environment and protection of health workers from violence and vulnerabilities

While incidents of abuse are rising against all practitioners across healthcare contexts, experiences of discrimi-
nation and harassment are particularly widespread among women practitioners and those from minoritised ethnic, 
indigenous and other lower socio-economic backgrounds 30

In the UK National Health Service (NHS) for example, minority ethnic staff experience discrimination in training 
and recruitment, are less likely to secure a hospital job, are substantially under-represented in senior leadership 
than white doctors and more likely to be subjected to disciplinary procedures. 31 A recent study on workplace risks 
and protection from COVID-19 in Health and Social Care in the UK reveals how minority ethnic workforce faced 
increased exposure to and less protection against infection and more responsibility for the clinical management of 
COVID-19. The study also provided evidence of systemic racial bias in the disproportionate redeployment of minority 
ethnic nursing staff to COVID-19 areas. 25 Certain occupational environments like long-term care sector and nursing 
homes also predispose staff to higher risks of infection, with most of these workers being female and less protected. 32

Among different cadres, nurses, midwives and community health workers bear a disproportionate burden of 
patient and workplace violence including bullying. Their precariat position defined by temporary contracts, long 
hours, lower status in a hierarchical system, and lack of trust in existing grievance redress systems prevents reporting 
of incidents and results in a higher turnover and workforce exit. 33 Despite these unfavourable workplace conditions 
they take on expanded roles in the healthcare system, helping build communities' trust in services. 34 Within a work-
force hierarchy where localised community knowledge, albeit crucial to providing culturally appropriate and safe 
healthcare, is less remunerated and valued, these cadres are at greater risk of structural violence. For example, in 
India, belonging to a scheduled caste may lead to lower earnings and more unsafe workplace for nurses. 35

Here, an intersectionality lens can help substantiate the links between these individual experiences of oppression, 
the institutional pathways through which such discrimination is produced, and their underlying drivers. For instance, 
it would situate such abuse within wider structures of racism, casteism, xenophobia, inherent prejudices in the health 
systems towards patients and practitioners from marginalised groups. 12,35,36 It simultaneously allows us to examine 
these practices in the wider context of economic ‘austerity’, cost-cutting in critical services that effect waiting times 
for patients and their families and lead to stressful situations at work, making staff more vulnerable to attack.

However, the absence of data disaggregated along these dimensions in global (e.g. WHO Global Health Observa-
tory), national and subnational databases and across multiple levels of service provision/facilities including in commu-
nities and homecare prevent comprehensive understanding and redressal of factors shaping the distribution and 
uptake of opportunities and resources, and their vulnerabilities to structural violence. HRH planning thus demands 
intersectional assessments of power distribution in health systems and corrective and redistributive measures to 
target more vulnerable health workers. Adapting from earlier works of the author, 37 in Figure 1 below we propose the 
following actions/guidance when considering application of intersectional equity lens in workforce planning

1.  Diversify data collection—collect diverse data on multiple social factors/positions, in diverse forms (qualitative, 
quantitative) and from diverse data sources through partnerships that help build and monitor HRH database and 
diverse HRH knowledge

2.  Contextualise data—to understand historical, geo-political, socio-cultural and economic influences on HRH 
recruitment, incentives, motivations, performance, experiences.

3.  Undertake Intersectional analysis of –
a)  Power distribution in health systems
b)  How power inequities and system-wide issues hinder HRH roles, performance and safety;
c)  How existing HRH policies on retention, recruitment, remuneration, task shifting etc tackle or exacerbate 

inequities
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KAPILASHRAMI and AZIZ 7

4.  Prioritise and design targeted responses—Go beyond generic commitments like ‘invest in sustainable HRH’ to 
target opportunities, rewards and policies to those most disempowered and burdened. Make heath systems more 
inclusive and conducive to building/sustaining a diverse workforce. This also requires moving beyond a deficit 
model to recognise the resourcefulness, agency, everyday leadership exercised despite the multiple disadvan-
tages experienced by HRH.

5.  Diversify leadership—Value diverse expertise across disciplines and knowledge systems, take positive action to 
support underrepresented and minoritised groups in decision making structures.

5 | CONCLUSION

HRH, the backbone of any health system even in non-crisis time, played a critical role in countries' responses to 
COVID-19 outbreaks worldwide. Even though the draft pandemic response plans and treaty discussions to-date 
emphasise on substantial investments, this intent does not translate into commitments to tackling HRH crisis and 
fails to explicitly address health workforce needs and introduce the necessary radical measures/reforms as countries 
prepare for future pandemics. Not addressing the underpinning factors driving the HRH crisis in the pandemic 
response plans will be a missed opportunity with significant system-wide consequences.

While calling for the need to bring HRH to the centre of the discussions on pandemic treaty, we argue that plan-
ning for a sustainable health workforce must explicitly adopt an equity lens. Social inequalities have emerged as the 
lynchpin of the pandemic crisis, reflecting in challenges we are facing today, for example, vaccine inequality, power 
asymmetries in public health financing and leadership. This knowledge exacts the need to examine and address the 
systematic inequalities, making a case for use of the intersectionality lens, specifically in the context of health work-
force and relevant HRH discussions. Intersectionality brings back attention to inequalities that shape differential 
vulnerabilities and privileges; aspects that remain neglected but are crucial in supporting the development of more 
inclusive policies for a thriving workforce. Application of an intersectional equity lens in redefining health workforce 
crisis and spotlighting health workforce development is critical as the Pandemic Treaty takes shape, setting in motion 
plans for a most reliant and robust healthcare system.

F I G U R E  1   A visual guide for applying an intersectional equity lens for health workforce-planning.
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