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Foreword

The Health Workforce continues to be one of the key building
blocks for Zimbabwe's accomplishment of Universal Health Cov-
erage (UHC), the National Development Strategy 1: 2021-2025
(NDS1), and the Second Republic’s progress toward Vision 2030.
However, the Public Health Service in Zimbabwe faced several dif-
ficulties recently, including severe staff shortages, a lack of other
critical skills, an unequal geographic distribution of health workers,
and gaps in performance, motivation, and job satisfaction.

From June to December 2021, the Health Service Board conducted
a comprehensive analysis of the health labour market with techni-
cal assistance from the WHO to get a better perspective and un-
derstanding of the Health Workforce. The analysis provided a better understanding of the factors that
contribute to geographical and skill-mix imbalances, poor performance, and shortages and surpluses
of health workers. It also enables the establishment of effective strategies to address these problems.
The COVID-19 pandemic brought to light the value of health workers to the healthcare system and the
necessity of comprehending the dynamics of the health labour market, highlighting the applicability of
this strategy even more.

The Zimbabwe Health Labour Market Analysis (HLMA) gathered evidence across all sectors of the mar-
ket (public and private) and provides reliable information on the main dimensions of the performance of
the Health Workforce. The Analysis provides the Health Sector with fact-based findings, thorough anal-
yses, and an appreciation of the dynamics of the labour market, allowing for addressing significant pol-
icy concerns regarding the health workforce. The HLMA provides an opportunity to better understand
the factors that influence health worker surpluses and shortages, skill mix and regional health labour
imbalances, track system-level performance/productivity and develop effective strategies to address
these issues from the Zimbabwean perspective.

The exercise has improved the understanding of the dynamics of the Zimbabwean health labour mar-
ket, its key stakeholders, and how and why the market moves in a certain direction. It is my hope that
the findings from this analysis will assist the health sector and other decision makers in finding key
answers to some of its health workforce challenges and issues as well as in developing effective solu-
tions.

Dr. PL.N. Sikosana
Executive Chairman

Health Service Board
December 2022
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Glossary

Accreditation (in professional education): The process of evaluating education institutions against
predefined standards required for the delivery of education. The outcome of the process is the certifi-
cation of the suitability of education programmes and of the competence of education institutions in
the delivery of education.

Capacity building, capacity development: It is the process of developing and strengthening the skills,
instincts, abilities, processes and resources that organizations and communities need to survive, adapt
and thrive in a fast-changing world.

Decent work: Decent work involves opportunities for productive work and delivers afair income, secu-
rity in the workplace and social protection for families, better prospects for personal development and
social integration, freedom for people to express their concerns, organize and participate in the deci-
sions that affect their lives and equality of opportunity and treatment for all women and men.

Demand (for health services): The health care expectations expressed by individuals or communities;
or, the willingness and ability to seek, use, and, in some settings, pay for services. It may be subdivid-
ed into expressed demand (equated with use) and potential demand. It may also be subdivided into
rational demand (demand that corresponds to need) and irrational demand (demand that does not
correspond to need).

Demand (for health workers): The demand for health workers corresponds to the number of health
workers that a health system can support in terms of positions or economic demand for services. In
other words, it reflects the capacity and willingness to pay the purchasers of health care (for example,
the Government or private sector firms), which in turn drives the demand for employing health work-
ers in public or private hospitals, public health centres and other parts of the health system, including
self-employed health workers. The demand for health workers is therefore a derived demand for health
services.

Dual practice: There are several forms of dual practice. Health professionals can work in a public service
provision role and another role: (a) outside: in a completely separate private environment; (b) beside:
in a private ward or clinic physically associated with a public facility but run as a separate business;
(c) within: where private services are offered inside a public facility but outside public service operat-
ing hours or space; or (d) integrated: where additional fees are charged for services offered alongside
standard public ones, often informally, on the understanding of a faster— or higher-quality-service. Ac-
ademics and policy-makers typically restrict the term dual practice to category (a), but it is clear that
categories (b), (c) and (d) present alternative scenarios for health professionals to combine public and
private practice and supplement public sector salaries. Policy-making in this domain should navigate
the trade-offs between the objective of retaining personnel while ensuring their commitment to public
sector objectives.

Education (of health workers): The process of developing knowledge, skills, attitudes and competen-
cies related to the delivery of health services. Specialization is the process of developing advanced
knowledge, skills, attitudes, and competencies related to the delivery of specific health services.

Employment status: full-time, part-time, temporary, permanent: Full-time (whole-time) is employment
for or working for the amount of time considered customary or standard. Part-time is employment for
or working for less than the amount of time considered customary or standard. Permanent is employ-
ment contracted for an indeterminate period. Fixed term is employment contracted for a fixed period
of time. Temporary refers to short-term contracts or “casual” work, either for a definite period or for a
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specific activity. Self-employment is when remuneration is directly dependent upon the profits derived
from the goods and services produced by the individual.

Health labour market: The structure that allows services of health workers to be sought (demanded)
and offered (supplied). The health labour market can be characterized according to geographical area
(local, national or international); occupation (by occupation title or category, specialized or unspecial-
ized); and sector (private or public, formal or informal). The dynamic between the number and the kind
of jobs offered on the market and the number of health workers is central in determining the configura-
tion of the health labour market.

Health workforce, human resources for health, health workers: All persons engaged in actions whose
primary intent is to enhance health. Three categories of workers relevant to health workforce analysis
can be distinguished: (a) those with health vocational education and training working in the health
services industry; (b) those with training in anon-health field (or with no formal training) working in the
health services industry; and (c) those with health training who are either working in anon-health-care-
related industry or who are currently unemployed.

Health workforce planning: The process of estimating potential requirements for human resources
for health and designing ways of fulfilling those requirements, including strategies that address the
adequacy of the supply and distribution of the health workforce according to policy objectives and the
consequential demand for health labour.

International Standard Classification of Occupations (ISCO): An international classification for orga-
nizing jobs into a clearly defined set of groups according to the tasks and duties undertaken in the job.
It is maintained by the International Labour Organization.

Mismatch: A discrepancy or alack of correspondence between demand and supply that can result in (a)
health worker shortage or surplus, (b) skills mismatch related to under education or over education, or
(c) labour discrimination or bias exercised by the employer.

National Health Workforce Accounts (NHWA): A mechanism to collate and use a set of standardized
indicators to generate reliable human resources for health information and evidence, with the objective
of enabling planning, implementation and monitoring of workforce policies towards universal health
coverage and improving comparability of health workforce data nationally and globally.

Occupation: A set of jobs whose main tasks and duties are characterized by a high degree of similarity.
Out of the labour force: Individuals who are neither employed nor unemployed and who are not looking
for a job.

Productivity (technical efficiency): The outputs extracted from given inputs, such as patients seen per
doctor or number of procedures per provider.

Stakeholder: An individual, group or organization that has an interest in the organization and delivery
of health care.

Stock: The total number of health workers potentially available in a country, including those participat-
ing in the health labour market, plus those who are qualified to do so but do not participate for some
reason, such as early retirement.

Supply (of health workers): The number of health workers active in the health labour market, either in
employment or not employed but willing to work.

Surplus (of health workers): The situation in which more qualified health workers are willing to work
than there are jobs readily available to employ them.
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Executive summary

BACKGROUND

Zimbabwe has universal health service coverage index of 55 out of a possible 100. The country is
targeting to be an upper-middle-income country by 2030 implying that Zimbabwe has to attain an 80
rating for UHC service coverage index. In line with the UHC targeted progress from the current 55 to 80
index points, the Government of Zimbabwe conducted a Health Labour Market Analysis to inform its
HRH policy-making and guide targeted strategic interventions. The Health Labour Market Analysis is
a systematic, comprehensive and evidence-based Health Workforce planning tool used to appreciate
the labour market dynamics in a country and guide decision making. This study was conducted with
the understanding that the Health Labour Market like any market is dynamic and is influenced by policy
decisions and actions across several sectors that include education, labour market, finance, foreign
relations and the health sector itself.

This report presents a comprehensive Health Labour Market Analysis (HLMA) of the Zimbabwe Health
Workforce. The main objective of the HLMA was to conduct an in-depth analysis of the relationship
between supply, demand, need for Health Workforce in Zimbabwe and the necessary policy actions to
address any existing or anticipated gaps. The specific objectives of the analysis were:

(1) To undertake a descriptive analysis of the dynamics of supply and demand for Health Work-
force in Zimbabwe covering clinical health workers in both the public and private sectors.

(2) To estimate the normative need for Health Workforce to address the disease burden/workload
in Zimbabwe vis-a-vis the outlook in supply, demand and fiscal space scenarios.

(3) To explore the nature and drivers of recent surge in out-migration of skilled Health Workforce
from Zimbabwe and ascertain the necessary conditions, policies and regulatory measures to-
wards sustainability.

(4) To conduct an exploratory analysis of the required policy actions to address supply/demand
gaps required to achieve the desired need and distribution of Health Workforce in Zimbabwe.

(5) To develop policy recommendations with regards to the production, inflows/outflows, misdis-
tribution, inefficiencies and regulations in Zimbabwe.

SCOPE AND METHODOLOGY

The analysis adopted state-of-the-art technical approaches recommended in various WHO normative,
global and regional studies. Multiple complementary approaches were used to collect data and anal-
yse the Health Workforce situation and labour market dynamics. The Zimbabwe Health Labour Market
Analysis involved four core areas to derive an understanding of the past, present, and future Human
Workforce circumstances, both in the public and private sectors. These involved descriptive, predictive
and exploratory labour market analyses as well as a productivity study. The HLMA Technical Task Team
conducted field surveys using adapted WHO tools to collect primary and secondary data from health
workers in both public and private hospitals, training institutions, regulatory and health administrative
bodies in Zimbabwe. The questionnaires explored the seventy-two (72) staff categories of health work-
ers targeted in the research. A representative sample of 329 health facilities was sampled from the
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1,867 health facilities in Zimbabwe. All the Provincial, Central, and District Hospitals in the selected
districts were purposively included in the sample.

SUMMARY OF FINDINGS

As of September 2022, Zimbabwe had a registered stock of 74,298 for the 72 staff categories studied.
This included 19,722 community health workers and 54,576 clinical and paramedical health work-
force across 71 selected health worker categories. Of the total registered stock, 59.8% (n=32,645)
were actively participating in the Zimbabwean health labour market (either employed or looking for job).
Out of this, 25,016 (76.6%) were employed in the public sector, whilst 7,441 (22.8%) were in the private
sector. Only 188 (0.5%) of the 32,645 were not in full-time employment but were engaged in either part-
time or contract employment.

Existing stock and densities: Zimbabwe had about 655 specialist doctors across various public and
private sectors as of December 2020. The stock of these specialists was estimated to be growing at
8.3% per annum since 2016. The aggregate stock of specialist doctors translates into 4.35 specialist
doctors per 100,000 people as of 2020. There were 4,385 specialist nurses and midwives in Zimbabwe
in 2020, a 21% decline from the overall stock of 5,573 in 2018. The supply was declining by 11.3% per
annum since 2018. The pattern of decline appeared to be worse among midwives because the produc-
tion from the education pipeline had dramatically slowed, and attrition had exacerbated. In 2020 there
were 3271 midwives in 2020, a reduction by 27% from 4,475 in 2018. Overall, there were 7.39 special-
ist nurses per 100,000 and 22 midwives per 100,000 population.

A total of 74% of the health workers were female, of which 65% of doctors were male. However, apart
from Primary Care Nurses (79% female) and Registered General Nurses (76% female), the majority of
other health professional categories were predominantly male. For instance, 65% of doctors and 71%
of medical specialists were males.

In 2022, Zimbabwe’s training output was at 75% of its maximum theoretical capacity. About 3,334
health workers are produced per year compared to the theoretical (maximum) capacity of around 4,476
health workers per year.

The demand for Health Workforce was higher than the current supply levels, signalling supply-side
constraints. Zimbabwe's established posts (indicative demand) was estimated to be 81,517 of which
64% are public sector posts (n=52,085). There were over 5,000 funded vacancies in the public sector
due to lack of suitably qualified professionals to fill these posts. This translates into a vacancy rate of
9.1 - 26.5%, signalling supply-side failure (labour shortage) which was driven by excessive outmigration.
Nonetheless, the funded positions represent only 41.36% of the over 133,000 health workers needed by
2030 to meet at least 80 UHC index and 99.1% disease coverage in line with the upper middle-income
aspirations by 2030

Migration of Health Workforce had been a longstanding phenomenon which had now heightened
the levels of attrition from the public sector. Overall, the average attrition rate for health workers was
roughly 5.2% per annum, which was higher for nurses (6.6%) and dieticians (14.3%) but slightly lower
for non-specialist doctors (4.7%). Consequently, the total number of health workers on Government
payroll had declined by 9.2% from 50,100 in 2019 to 45,500 in 2021 due to escalated outmigration. For
nurses in particular, intention to migrate had persisted over time with 3.6% (~1,079) of nurses each year
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actively requesting for letters of good standing. The trend had fluctuated over time and closely mirrored
periods of economic challenges and recently accentuated to pandemic triggers.

Half of Health Workforce in urban areas intended to migrate with nurses having the highest intention.
The exploratory survey revealed that about 41% of the health workers had intentions to migrate abroad
sometime in the future. Of these, 53% had started working on their plans to migrate abroad, with 3.8%
ready to leave within the next 6months and another 7.2% having plans of emigrating within a year. At
least 11% of nurses indicated their intentions to emigrate within 6months of the survey.

Zimbabwean health workers score their overall job quality moderately, considers the quality of their
earnings poor, but were most satisfied with their working environment. A global Job Quality Index was
computed which measure the overall satisfaction of health workers — taking into account quality of
income, labour market security and working environment. The overall quality of health worker’s job was
rated as 42% (Cl: 38-46%). Of the three dimensions, the highest quality score was on quality of working
environment (70%), but lowest in the quality of earning (16%).

There was a retention gap of US$463 for health workers whose income had improved, but their ex-
pected earnings to be retained was higher as their cost of living was averagely more than their official
salaries. Health workers estimated they earn an average of US$431 (median = US$450) per month
compared with an US$895 expected transfer wage necessary to retain them. Thus, future retention
strategies need to incrementally close a gap of US$463. On the other hand, health workers estimated
that their average monthly cost of living was USS$706. If health workers were to earn the average trans-
fer wage of US$895 they would be earning a full living wage plus a potential savings of US$189.

Using an objective assessment methodology, Zimbabwean health workers had high levels of aggre-
gate productivity, but health worker self-assessments suggested that there was room to improve.
Using 16 output indicators across various health service delivery dimensions, and with data from all dis-
tricts, an objective assessment of aggregate productivity of Zimbabwean health workers the aggregate
productivity of health workers was considered high. For every US$100 spent on health workers they
provide services equivalent to 76 outpatient consultations. Compared to $100 for 25 service outputs in
Ethiopia (in 2020) and $100 for 57 service outputs in Sierra Leone (in 2019).

District-level analysis revealed that 24 districts (38%) were performing above the average, and 39 dis-
tricts (62%) were performing below the national average. The objective assessment was compared with
a subjective self-reported productivity assessment elicited from the exploratory survey of 2,688 health
workers. In the self-reported levels of productivity, health workers perceived themselves to be up to 81%
productive - leaving room for a19% improvement in productivity.

At baseline, Zimbabwe needed at least 109,645 professionals across 63 health occupations, including
25,617 community health workers, to make substantial progress towards the 80% target universal
health coverage (UHC) in line with its upper middle-income aspirations. The analysis considered four
factors, namely: (a) 99.1% of the disease burden of the country, (b) population size, growth and demo-
graphics, (c) package and model of essential service provision, and (d) health worker productivity (stan-
dard workload). The cumulative need for health workers will likely reach 133,128 by 2030. Based on the
population’s health needs, Zimbabwe needs at least 5.15 generalist doctors per 10 000 population (or
1:1942 population). The country also needs 6.93 Primary Care Nurses per 10,000 population (1:1444
population); 13.26 Registered General Nurses per 10,000 (or 1:750 population), and 3.04 midwives per
10000 (or 1:3290 population).
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In 2022, Zimbabwe's health workforce stock was at 47.5% of the need representing a need-based
shortage of 57, 543 health workers. Owing to high levels of attrition and increasing population health
needs, the projected need-based shortage of health professionals would be 64,363 by 2030 at current
training capacity, absorption and retention levels. If the status quo remains, by 2030 the supply would
have covered only 48% of the population’s health workforce needs.

The estimated financial space for Health Workforce (public and private sector) as at 2022 was
US$387.82 million with a projected forecast of US$643.20 million by 2030, assuming that the macro-
economic and policy environment remain constant. This implies the existing potential for demand of
Health Workers for both sectors (public and private) given availability of supply to fill the gaps.

The estimated cost of employing projected supply of health workers at prevailing Government wages
and salaries was US$293 million in 2022 and forecasted to rise to US$417,67 million by 2030. Given
the above assumptions, the cost of employing to fill population health need requirements was modelled
to be US$793,98 million in 2022, increasing to US$954,85 million by 2030. This translates to additional
health workforce requirements of 57,543 which includes 5,895 community health workers at a cost of
USS$501 million.

Addressing the mismatches between need, demand and supply requires deliberate efforts to address
the supply failure that is currently existent. The huge deficit between need and demand equating to
57,543 Health Workers has extensive implications on health outcomes regardless of the productivity
levels that Health Workers in Zimbabwe exude. It is therefore prudent that heavy investment be directed
towards Health Worker training and development to curb the supply failure hoping that the macro-eco-
nomic growth projections will enable the system to increase Health Workforce demand towards the
need-based projections.

Investing in the Zimbabwean health workforce had enormous returns and the health workers were
comparatively highly productive. For every 1,520 trained and retained health workers (doctors, nurses
and midwives) in Zimbabwe, it was significantly correlated with reductions in mortality by up to 12 ma-
ternal deaths per 100,000 live births. This averts up to 3under-5 deaths per 1,000 live births and helps to
reduce HIV prevalence rate by up to 0.13%. Life expectancy at birth increased by one year. These health
gains in turn boost economic productivity and catalyse economic growth, thereby contributing to the
aspiration of attaining an upper middle income status.

HIGHLIGHTS OF KEY RECOMMENDATIONS

Based on the findings of the Zimbabwe comprehensive HLMA, the following recommendations are
being proposed for policy and strategic actions to address the findings,

1. Human Resources for Health Planning and Financing

1.1. Advocate for sustained political commitment to achieve an upper middle-income health
system by 2030.

1.2. Adopt 80 service coverage index for UHC as strategic direction for health system de-
velopment towards upper middle-income health care system and progressively work to-
wards meeting the financial space requirements to address the HRH needs, salaries and
wages required to retain staff.
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1.3.

1.4.

1.5.

1.6.

Develop an HRH Investment Compact aimed at progressive development of a sustainable
Health Workforce supply and demand towards an upper middle income health system.

Secure and sustain Government commitment to support Community Health Workers
through grant aiding.

Utilise evidence on wage expectations (reservation wage, transfer wage and economic
rent) to guide policies on Government and partner-supported posts.

Initiate annual health workforce dialogue.

2. Human Resources for Health Deployment, Utilisation and Governance

2.1.

2.2.

Expand MoHCC staff establishment by an average of 9758 workers per year from 2023
to 2030 to meet the projected staff need of 133 128 required for 80% Universal Health
Coverage and 99.1% disease burden coverage in an upper middle income economy. Due
to issues of fiscal sustainability and demand affordability the establishment expansion
shall be prioritised among the different cadres, 48,8% for low priority cadres, 56,3% for
medium priority cadres and 66,7% for high priority cadres based on affordability levels
and fiscal space. The prioritisation is based on difficulty in filling the post, attrition rates
and criticality.

Improve the quality of earnings, unemployment security and security against extreme
low pay to increase the health worker job quality index to favourable levels (above 70%).

3. Human Resources for Health Production, Training and Development

3.1

3.2

3.3.

Establish and expand existing basic, post-basic, undergraduate and post-graduate train-
ing schools.

Mobilize equipment, material resources and retain high quality human resources for train-
ing.

Improve the skills mix for disciplines that are not being locally trained and provide target-
ed scholarships for critical shortage areas.

4. Human Resources for Health Migration and Retention Management

4.1.

4.2.

4.3.

4.4.

4.5.

4.6.
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Reduce the intention to migrate from the current 41% to less than 10%.

Increase maximum production of health workers and reduce attrition by at least 50% of
the 2022 levels.

Develop evidence-based ethical policies on the migration of health workers by the end of
2023 by reviewing the bonding agreement framework to reduce external migration.

Review salaries progressively to transfer wage levels by 2025.
Resuscitate a health sector employees vehicle loan guarantee fund by 2025.

Implement a Housing loan guarantee scheme to expand loan beneficiaries from the cur-
rent 637 to cover all eligible cadres and use bank-supported schemes.




4.7. Advocate for Zimbabwe to be added to the health workforce support and safeguard list
when it becomes eligible in 2023 and sign bilateral agreements with countries that have
the highest intake of Health Workers from Zimbabwe.

5. Human Resources for Health Information, Research, Monitoring and Evaluation

5.1. Conduct a Multidimensional Productivity Index (MPI) study for the health sector to guide
productivity improvement plans and salary incentives.

5.2. Develop and implement the National Health Workforce Accounts and the Zimbabwe Na-
tional Health Workforce Observatory to enable triangulation and harmonisation of health
workforce data and information across different sectors of the country.

5.3. Carry out periodic health labour market analysis using data generated from routine health
information systems.
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Zimbabwe is a landlocked country located in Southern Africa, between the Zambezi and Limpopo rivers
with a population of 15 178 979 people (ZIMSTAT population census 2022). It borders Zambia to the
north, Mozambique to the east, South Africa to the south and Botswana to the west. Administratively
the country is divided into ten provinces that are further sub-divided into 63 districts. About 68% of Zim-
babweans live in the rural areas and 32% in urban areas (ZIMSTAT population census 2022). The total
surface area of Zimbabwe is 390 757 square kilometres. Population density for the country is 39 people
per square kilometre. Harare (2 783 people per square kilometre) has the highest population density
followed by Manicaland with 56 people per square kilometre and then Mashonaland East (54 people per
square kilometre). Matabeleland North (11) has the lowest number of people per square kilometre. The
country has 16 official languages which are Chewa, Chibarwe, English, Kalanga, Koisan, Nambyia, Ndau,
Ndebele, Shangani, Shona, Sign language, Sotho, Tonga, Tswana, Venda and Xhosa.

Government allocations to the health sector have been affected by limited fiscal space hence the Gov-
ernment has failed to meet the Abuja target of 15% of national budget to the health sector. In 2021 the
health budget allocation was 10% of National Budget and increased to 12% in 2022.

Zimbabwe's population had been growing slowly over the past decades. Figure 1shows that the pop-
ulation of Zimbabwe increased by about 46% from around 10.4 million people in 1992 to about 15.2
million in 2022 (over 30 years). According to the 2022 Population and Housing Census, the population
of Zimbabwe was 15 178 979 people which comprised of 48% males and 52% females. The sex ratio
was 92:100 which means that there were 92 males for every 100 females. Given the 2012 population
size of 13 061 329, this gives an annual population growth rate of 1.5%.

FIGURE 1: Trend of Zimbabwe’s Population Size, 1992-2022
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Source: ZIMSTAT Population Census Reports (2022)

Health Labour Market Analysis for Zimbabwe



The 2012 Population and Housing Census projections were used to come up with population pyramids
because the 2022 Population and Housing Census figures had not yet been disaggregated by age. The
age structure of a population has direct implications on health service requirements and the distribu-
tion of economic resources and is best demonstrated by a population pyramid. Figure 2shows project-
ed population pyramids for Zimbabwe for the years 2022 and 2030 based on the 2012 Population and
Housing Census figures. The pyramids indicate that Zimbabwe has a relatively young population with
about 61% aged less than 25 years in 2022, however, this proportion was expected to decline to 58.5%
in 2030.

FIGURE 2: Trend of Zimbabwe’s Population Structure, 2022 vs 2030
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The age cohorts 0-4, 5-12, 13-24 and 60 years and above was projected to decline in the proportional
share of the Zimbabwe population between the years 2022 and 2030 while the age group 25-29 is pro-
jected to increase by 2.6% from 33.2% in 2022 to 35.8% in 2030. The cohort of children below one year
is projected to increase by 1.9% by 2030. However, the proportional share for the less than 1year will
decline from 3.2% to 2.7% in 2022 and 2030, respectively. Women of Childbearing Age's (15-49 years)
proportional share would remain constant at 25.1%. This is shown in Table 1.

TABLE 1: Population of Selected Age Cohorts and their Share of the Total Population

Cohort Population % of Total Population % of Total
(2022) Population (2022) (2030) Population (2030)
Less than Tyear 539 354 32 549 977 2.7
Less than Syears 2587199 15.2 2799 842 13.6
5-12 years 3561027 21.0 4194 454 20.4
13 -24 years 4194 886 247 5028 565 24.5
25-59 years 5638205 33.2 7361415 35.8
60+ years 999 196 59 1168 528 57
Women Aged 15-49 4266 578 251 5167 690 251
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The country’s health indicators have been steadily improving over the last decade. The average life
expectancy of Zimbabweans at birth increased from 38 years in 2012 to 61.8 years by 2017; infant mor-
tality rate was estimated at 47 deaths per 1000 live births in 2019 (a decline from 55 deaths per 1000
live births in 2014) and that of under-five mortality rate was 65 deaths per 1000 live births in 2019 (also
a decline from 75 deaths per 1000 live births in 2014). The maternal mortality ratio dropped from 614
deaths per 100 000 live births in 2014 to 462 deaths per 100 000 live births in 2019. About 59 percent
of deaths for the 15-34 years’ age group were due to communicable diseases. An estimated 39 percent

of the deaths were due to non-communicable diseases as shown in Table 2 and Figure 3.

TABLE 2: Summary of Health Status Indicators

Indicator Estimate Year of Estimate
Life Expectancy at Birth (Years) 60 2017
Mortality Rate, Adult (per 1000 adults) 346.9 2019
Deaths due to communicable diseases (15-34 Years) 589 2019
Deaths due to non-communicable diseases (% of total) 39.2 2019
Mortality from CVD, Cancer, Diabetes or CRD between
exact ages 30 and 70 (%) A AU
Deaths due to traffic injury per 700 000 41.2 2019
HIV prevalence rate 11.6 2021
Matemal Mortality ratio-Maternal Deaths per 100 000 462 2019
Live Births
Infant Mortality Rate 47 2019
Under Five Mortality Rate 65 2019
Stunting Prevalence
(Children under five years) 280 2V
Overweight/Obese Prevalence 38.2 2019
Diabetes Prevalence 21 2021

(% of population ages 20 to 79)

Sources: World Bank, 2017 Inter-censal demographic survey and 2079 Multiple Indicator Cluster Survey

FIGURE 3: Top 10 Causes of Total Number of Deaths In 20719 & Percent Change 2009-2019, All Ages Combined
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Overall, the Under-Five Mortality Rate was higher than the infant mortality for the period 1988 to 2015 as
shown in figure 4. The figure shows that between 1988 and 1999 the Under-Five Mortality Rate and the
Infant Mortality Rate were increasing reaching 102 deaths per 1000 live births and 65 deaths per 1000
live births, respectively. The mortality rates began to decline in 1999, reaching 69 under-five deaths
and 50 infant deaths per 1000 live births in 2015. The 2019 Multiple Indicator Survey estimated that
Zimbabwe’s Under Five and Infant Mortality Rates had declined to 65 deaths per 1000 live births and 47
deaths per 1000 live births, respectively.

FIGURE 4: Trend in Infant and Under 5 Mortality, 1988-2015
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The Zimbabwe health system, which was designed in the 1980s along Primary Health Care approaches,
has a multi-tier system comprising primary, secondary, tertiary and quaternary health facilities. Another
layer of quinary level has recently been added.

There are about 1867 health facilities across this spectrum, most of which are government-owned
public health care facilities, mission (Church-owned) health facilities, others owned by local authorities,
urban and rural, and private health facilities.

According to Zimbabwe Service Availability and Readiness Assessment (SARA) conducted in 2015,
there were about 101 private health facilities and 92 mission facilities. There are also six (6) central hos-
pitals, three (3) in the southern region and three (3) in the northern region. Of the three (3) in the south-
ern region, one (1) is a specialist Psychiatric Hospital. Each of the eight (8) rural provinces has a pro-
vincial hospital. However, the one (1) for Matabeleland North is still under construction and therefore, a
church-owned hospital has been designated as such. In addition, each district has a government-owned
district hospital or designated district hospital. Table 3 shows the health facilities in Zimbabwe.
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TABLE 3: Health facilities in Zimbabwe, 2022

Levels Public Priv(a):;a&n::za;::loﬁ:sed Total
Primary level 1,501 296 1,797
Secondary level 57 0 57
Tertiary level 7 0 7
Quaternary level 6 0 6
Total 1,571 296 1,867

Source: MOHCC DHIS2 Database 2022 & PHAZ database

The public sector health workers are mainly employed under the HSB, constituted through the Health
Service Act [Chap 15:16]. The MoHCC has a delegated HRH function from the Health Service Board
for the day-to-day management of the health workforce. MoHCC is the designated arm of government
charged with the delivery of the public health services and coordinates all the healthcare programmes
for delivery at the various levels of care through defined management structures.

To achieve Universal Health Coverage (UHC), the Zimbabwean government has made numerous invest-
ments in the expansion of health services, in line with the Primary Health Care (PHC) approach. The
MoHCC's National Health Strategy (NHS) 2021-2025 is aligned with the National Development Strate-
gy 1 (NDS1), premised on Vision 2030. The national vision aims to attain an upper middle-income econ-
omy. The Human Resources for Health (HRH) policy is aligned with the NHS. The new HRH Strategy
will therefore be guided by the HLMA results in conformity with the national development aspirations .

Zimbabwe conducted a partial HLMA in 2021 which provided a detailed analysis on; workforce stock
and densities, training capacity, health workforce migration, salaries and income, need versus supply of
specialist health workforce and annual training requirements. The study provided feasible targets for
investing in the specialist health workforce, recommendations on fiscal and financial space for health
workforce, and estimated cost of meeting future health workforce supply and needs. The analysis also
highlighted the accelerating exodus of Zimbabwean health workers to high-income countries in the
middle of COVID-19 pandemic.

One of the recommendations from the partial HLMA was for HSB to expand the study to cover all health
workers and use the evidence to revise the National HRH strategic plan, including developing an invest-
ment case for the health workforce education, employment and retention. Therefore, the Board at its
2021 Strategic Plan review meeting approved that a second phase of the HLMA be conducted in 2022.
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The main objective of this comprehensive HLMA was to conduct an in-depth analysis of the interactions
and sequences between supply, demand, need and productivity of health labour force in Zimbabwe and
the necessary policy actions to address any existing or anticipated gaps. To achieve this, the following
specific objectives were pursued: -

i. To undertake a descriptive analysis of the dynamics of supply and demand for Health Work-
force in Zimbabwe covering clinical health workers in both the public and private sectors.

ii. To estimate the normative need for Health Workforce to address the disease burden/workload
in Zimbabwe vis-a-vis the outlook in supply, demand and fiscal space scenarios.

iii. To explore the nature and drivers of recent surge in out-migration of skilled Health Workforce
from Zimbabwe and ascertain the necessary conditions, policies and regulatory measures to-
wards sustainability.

iv. To conduct an exploratory analysis of the required policy actions to address supply/demand
gaps required to achieve the desired need and distribution of Health Workforce in Zimbabwe.

v. To develop policy recommendations with regards to the production, inflows/outflows, misdis-
tribution, inefficiencies and regulations in Zimbabwe.
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Section 2. Implementation Process and Technical Methodology

2.1. Conceptual approach for the HLMA

The Health Labour Market Analysis provides insights into the HRH market dynamics and reveals cur-
rent and potential labour market failures or mismatches for corrective policy actions. The health labour
market is dynamic and influenced by policy decisions and actions across several sectors that include
education, labour, finance, employment, foreign affairs (in relation to international migration) among
other sectors. The HLMA framework proposed by Sousa and colleagues (2013), which has been adopt-
ed by WHO (Figure 5), is a simple guide, and was adopted for analysing the core aspects of the health
labour market in Zimbabwe.

FIGURE 5: Health labour market framework for UHC
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A multi-method approach was used to collect and analyse data on the health labour market dynamics in
Zimbabwe. These included desk review, stakeholders’ discussions (inception meetings, key informant
interviews and focus group discussions), triangulation and descriptive analysis of secondary data from
multiple sources (mainly from Health Service Board, Ministry of Health and Child Care, Private Sector,
Regulatory Authorities, and other MDAs which included Ministry of Higher and Tertiary Education, In-
novation, Science and Technology Development, and Local Authorities), workforce survey and a group
modelling exercise for the outlook of need, demand and supply of the health workforce. The Zimbabwe-
an HLMA was informed by the WHO Health Labour Market Analysis Guidebook, 2022.

2.2. Overview of the HLMA process in Zimbabwe

The Government of Zimbabwe undertook a phased approach in the Health Labour Market Analysis.
The first phase of the Zimbabwe HLMA 2021 was a partial exercise which analysed Specialist Doctors,
Specialist Nurses, Radiographers and Pharmacists. This phase provided detailed analysis on workforce
stock and densities, training capacity, health workforce migration, salaries and income, need versus
supply of specialist health workforce and annual training requirements.

The findings and recommendations of the partial HLMA were adopted by the Health Service Board and
Ministry of Health and Child Care in:
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1. Developing the MoHCC manpower development plan for 2022.
2. Guiding the development of the revised HRH Policy of the country, and
3. Lobbying for posts and fiscal support from Treasury.

The partial HLMA was however limited in scope and it was recommended that a comprehensive HLMA
be undertaken. This could facilitate a full understanding of the Zimbabwe Health labour market dynam-
ics. As part of the preparation of the comprehensive process, the WHO capacitated selected HSB sec-
retariat and MoHCC members with requisite expertise on conducting HLMA using WHO recommended
technical approaches at a workshop conducted in Kigali, Rwanda. The internal HLMA experts led most
aspects of the methodology workshop with backstopping from WHO technical experts. This exercise
comprehensively studied data on demand, supply, population health needs, economic feasibility of Zim-
babwe to absorb supply of health cadres and productivity.

2.2.1 Process of HLMA implementation in Zimbabwe

This section highlights the processes and approaches employed in the comprehensive phases of the
HLMA which are summarised in Figure 6.

FIGURE 6: HLMA Process
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+ Key informant
interviews

generation process
(HLMA, evaluation of
current strategic plan
and KIO, build consen-

sus on key strategic and

investment options to
consider in the plan

M&E framework

« Stakeholder vacation

and investment
dialogue

+ Formal adoption of

strategic plan

Sustainable Investment
Compact between the
Government and
Development Partners.

This anticipated to be an iterative rather than a straight linear process.

Phase 1: Constitution of a Multi-Sectoral Technical Task Team and Stakeholder Mapping

The multi-sectoral Technical Task Team (TTT) was constituted to form the HLMA Technical Working
Group (TWG) and was drawn from the following entities:

a) HSB and MoHCC
b) Ministry of Finance and Economic Development

¢) Ministry of Higher and Tertiary Education, Innovation Science and Technology Development
(MHTEISD)

d) Ministry of Public Service Labour and Social Welfare
e) WHO technical experts

f) Zimbabwe National Statistics Agency

g) Nurses Council of Zimbabwe

h) ZIMCHE
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i) Health Apex Panel

j) Faculty of Medicine and Health Sciences, University of Zimbabwe

k) Private Healthcare Association of Zimbabwe

I) Zimbabwe Association of Church-related Hospitals (ZACH)

m) Development Partners (WHO, UNICEF, UNDP, GFF, World Bank, UNFPA)

Phase 2: Evidence Triangulation on the Health Workforce Situation
The evidence triangulation process included the following critical components:

a) Methodology workshop: A five-day technical workshop was conducted to orient the expanded
TWG-HLMA and other key stakeholders on the recently published WHO Guidebook on HLMA. The
workshop was also used to frame the main policy questions and build consensus on methodologi-
cal assumptions. The platform also presented an opportunity to assess secondary data availability.
A primary data collection tool and the protocol for data collection to elicit the views of health work-
ers and managers were developed.

b) Input from clinical experts for need-based assessment of HWF requirements: A five-day workshop
was held with selected clinicians and public health experts to determine the disease burden of the
country, the appropriate service interventions and standards to enable estimation of future HRH
needs.

c) Collection of Primary and Secondary Data: The TWG collected primary data using a data collection
template and indicators agreed upon based on the formulated key policy questions. The data col-
lection was undertaken within a period of two weeks across all Provinces. A desk review process
was also conducted to collect secondary data.

d) Data cleaning and analysis workshop: A fourteen-day workshop was held by the TWG, WHO techni-
cal staff and other selected experts to conduct data analysis of the labour market (from secondary
and primary data), modelling the HLM outlook and undertake strategic interpretation of the results
as well as prepare for the report writing.

e) Analytical triangulation/integration and report writing: A fourteen-day session was held to inte-
grate the findings from the different types of analyses for strategic interpretation and drafting the
report. The WHO technical team supported the TWG in leading the process.

f) Validation workshop: A two-day stakeholder review and validation workshop was held to discuss
the HLMA findings’ accuracy and appropriateness, whereupon recommendations and policy ac-
tions with concrete timelines were finalised.

Phase 3: High-Level Policy Dialogue on Health Workforce in Zimbabwe

A multi-sector stakeholder policy dialogue was convened to deliberate on the findings and recommen-
dations on the way forward to optimise the health labour market in Zimbabwe. The policy dialogue
sought to build consensus on establishing sustainable HRH investments in education and training;
employment; deployment; human resource information systems; productivity and performance man-
agement.
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Phase 4: Drafting of the HRH Strategy and Investment Plan

The HLMA evidence will be used to inform the development of the MoHCC HRH Strategic Plan (2023
-2030) and the Sustainable Investment Compact for Zimbabwe. The Investment Compact is an agree-
ment by stakeholders in HRH on the required investments option to be pursued in fulfilment of the
national aspirations backed by resource commitments.

2.2.1.1 Conceptualization and planning

The HSB and MoHCC working with WHO developed the concept note and implementation plan for the
comprehensive HLMA study in Zimbabwe, detailing the rationale, cost, implementation timelines and
targeted stakeholders for the mapping process. A technical working group (TWG) was set up for the
day-to-day implementation, including data collection, analysis and report writing. Deliberations were
held with stakeholders to include their perspectives and expectations from the HLMA, which ultimately
informed policy questions for the study.

2.2.1.2 HLMA methodology workshop and planning for data collection

The TWG underwent a five-day comprehensive training on HLMA methodology. This offered an oppor-
tunity to the TWG to refine the proposed policy questions and set expectations on the scope and ap-
proach, which then informed the type and nature of data required to address the identified policy ques-
tions. The TWG was divided into thematic teams to conduct a preliminary assessment of the extent of
data availability and gaps. This enabled the thematic teams to ascertain the suitability of the planned
analysis and identification of the assumptions that were necessary in addressing the prioritised ques-
tions. In terms of the data collection strategy, data collection tools were developed and agreed upon,
and specific areas were assigned to different thematic teams for data collection. The teams were also
tasked with translating policy into action. This was done by identifying policy implications and making
recommendations for interventions.

Thematic team on Training and Education: The team reviewed secondary data on the production of
Health Workers. The main tasks were to identify key stakeholders in health education and their roles,
assess the attractiveness of health professions relative to other professions, assess production capac-
ity, review trends in the production of Health Workers and provide an overview of production efficiency.

Thematic team on Stock and Supply: Key roles assigned to this task team included estimating sup-
ply to differentiate amongst the pool of Health Workers employed in the health sector, those working
outside the health sector, the unemployed and those who have migrated; to assess the Health Worker
characteristics in terms of density, gender, age distribution, skills mix, geographical distribution, and
attrition and turnover rates. In addition, the team reviewed policies on salaries, assessed wages and
other financial benefits relative to GDP per capita. The non-monetary benefits and related policies were
also analysed.

Thematic team on Demand and Productivity: The demand task team collected data on established/
approved posts (indicative demand), funded posts (effective demand), the budget allocated to fill the
posts, filled posts (met demand), vacancies (unmet demand). Furthermore, the team reviewed estab-
lished or approved posts that had remained vacant regardless of whether they were funded or not, the
funded vacancies or labour shortages which represent the actual number of new jobs that could be
created within a period of time. The team also compiled aggregate productivity for all districts in Zim-
babwe utilising the Workforce Productivity Index (WPI).

Health Labour Market Analysis for Zimbabwe _




Section 2. Implementation Process and Technical Methodology

Thematic team on Finance and Economic Feasibility: Key roles of this team included assessing the
importance and attractiveness of the health sector in terms of employment in comparison to other sec-
tors. The team also identified and reviewed the main funding components (public, private and external
sources) and examined how funding sources influenced investments in the health workforce. Finally,
the team assessed how some key macroeconomic factors impact investments in the health workforce
by identifying and reviewing key constraints such as wage bill ceilings, fiscal space, budget prioritiza-
tion and public spending efficiency.

2.2.1.3 Descriptive and predictive labour market analysis and modelling

Based on the data collected, a labour market modelling (need, supply, and economic space) was under-
taken guided by established methods and frameworks. Findings were strategically interpreted taking
the national context into account. Furthermore, an exploratory assessment of productivity analysis for
sixty-three districts in Zimbabwe was undertaken using a Workforce Productivity Index (WPI).

2.2.1.3.1 Descriptive analysis of the size, composition and distribution of the health workforce

Descriptive statistics were utilised in analysing the size, composition, distribution, and trend of the
health workforce in Zimbabwe. The data obtained from different sources was triangulated and com-
pared with evidence from various reports and policy documents as well as the qualitative insights
obtained from stakeholder interactions. Although very limited in scope, some inferential statistical anal-
ysis was done, whereupon a 0.05 (95%) confidence level was used for statistical significance. Due to
the large number of categories of Health Workers in the classification system adopted in Zimbabwe,
it was imperative to match health workforce categorization to some internationally recognized Health
Worker occupational groups to enable the analysis and comparison of data. The International Standard
Classification of Occupations (ISCO-08) was therefore used.

1. Analysis of current situation and past trends

Analysis were carried out to generate results for the various components of the HLMA, which are pre-
sented in tables, graphs and/or textual description, as appropriate. The size, composition, and distribu-
tion of the health workforce in Zimbabwe were analysed using descriptive statistics of the trends and
interpreted with the qualitative insights obtained from stakeholders. Trend analysis was conducted to
assess the health sector’s contribution to the overall economic activity measured by the Gross Domes-
tic Product. This analysis involved a graphical trend in proportional contribution of the entire health
sector to the overall economic output of the country from 2010 to 2022. Trend analysis was also carried
out on health sector employment as a share of overall employment in the country over the period 2010
to 2022. Comparative analysis of remunerations in different sectors in relation to the health sector was
used to gauge attractiveness of the health sector.

2.2.1.3.2 Modelling the future supply and needs-based requirements for health workers

The demand and supply analysis of the labour market was conducted using existing frameworks by
the World Health Organisation. Based on expressed need by stakeholder during the scoping mission,
two scenarios of health workforce requirements are modelled. The first scenario uses existing staffing
norms/standards and health facilities to model the need for health workers. The second scenario on
the other hand is based on the need-based framework of health workforce modelling.

a) Health workforce supply forecast: The supply-side forecasting involved determining the inflow or
entry in the current workforce and outflow or attrition from the current workforce. Whilst the inflow
depends on the training capacity and immigration, the outflow/attrition, on the other hand, is influ-
enced by retirements, emigration, deaths, resignations and dismissals.
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b) Forecasting need-based requirements for health workers using health facilities staffing norms

Health Labour Market Analysis for Zimbabwe

scenario: This scenario uses the current health facilities staffing norms to model the plausible staff-
ing requirements and anticipated gaps when compared to the expected supply. This scenario was
modelled using Health Services Development Analysis approach whereby expansion in the number
and size of existing health facilities was modelled based on observed trends and population growth
in Zimbabwe. The number of health facilities by type was extracted from various health sector
performance reports while the staffing norms/standard for health facilities was obtained from the
staff returns for the health sector. To overcome the limitation of using fixed facility staffing norms
which tends to produce status quo projections, the planned upgrades and probability of increased
service utilisation using the population growth rate versus the disease burden were used to adjust
the annual projections. The customisation of the HLMA tool adopted aggregates the HRH need at
national level and not by level of care. Thus, modelling the future developments of healthcare facil-
ities (or expansion in service utilisation) was undertaken; the current staffing norms scenario (or
structure) was applied to generate the respective HRH requirements.

Forecasting economic demand for health workers: The economic demand for health workers is
reflected in a country’s ability and willingness to pay for health workers. This estimates the joint
capacity of the government, development partners and the private sector in purchasing health care
services, with the cost of health worker wages representing a substantial proportion of this. The
logic underlying this approach is that countries will not spend more than they can afford on health
care, even if their health or level of health utilization is suboptimal relative to an internationally es-
tablished benchmark. Figure 7 shows the framework for needs based health workforce planning.




FIGURE 7: Framework for need-based health workforce planning
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1. Modelling the need-based requirements for Health Workers:

There are several methods for determining the ‘needed’ health workforce in a country, but the Global
Strategy on Human Resources for Health recommends a need-based approach that aligns investments
to the population’s health needs. The health need-based or epidemiology approach was adopted with
the assumption that the need for Health Workers in Zimbabwe depended on the ‘need for health ser-
vices’ as defined by the disease burden and structure of the population alongside the health service
delivery model of the country. The following technical steps were followed to determine the need for
health workers.

+ Estimating the population’s ‘need for health services’: It was prioritized to quantify the ‘need for
health service' that covers at least 98.2% of the diseases burden and risk factors. Using data from
the country’s Health Information and Surveillance system, the list of diseases and risk factors that
account for 99% of morbidity and mortalities were identified. A desk review was then conducted
by a team of Epidemiologists and Statisticians to obtain the prevalence rates of the diseases and
risk factors, as well as the targets of the coverage rates of priority public health interventions. The
disease burden and the risk factors were mapped based on health facility attendance from routine
health information in the Health Information and Surveillance System

« Translating the need for health services into needs-based staffing requirements: Using data from
the partial WISN study which was conducted in Zimbabwe for the public health sector and aug-
mented with experience from other countries in the SADC, a standard workload was determined for
each of the health interventions identified by the clinical expert teams. A standard workload, which
is like a measure of productivity, is defined as the volume of work within one health service activity
that one health worker can accomplish within a year to acceptable professional standards. The
estimated “need for health services” was then translated into health workforce using the standard
work.

2. Forecasting budget space for the health workforce

The economic demand for health workers is reflected in a country’s ability and willingness to pay for
Health Workers to meet the health needs of the country’s population. Thus, aggregate demand is an
estimate of the joint financial capacity of the government, development partners and the private sector
in purchasing health care services, of which the cost of Health Workers’ wages represents a substantial
proportion. The assumption underlying this approach is that countries (governments and partners) will
not necessarily spend on health care more than they can afford, even if their health or level of health
utilization is suboptimal relative to an internationally established metric. Therefore, demand for Health
Workers can be measured using fiscal space for the wage bill as a proxy and adjusting for the private
sector contribution to HWF employment. Analysis of the health sector budget was undertaken to mea-
sure the level of prioritization of the HWF within successive budgets.

3. Exploratory Survey Methodology

Using a descriptive survey design, districts and health facilities were randomly sampled in which health
workers were consecutively selected. Usable responses were received from 2,688 Health Workers
across 63 cadres. The survey was conducted using a standardised tool adapted from OECD, previous
HLMAs and research. The 2022 Health Worker Survey, the first of its kind to be conducted in Zimbabwe,
collected information on the number of Health Workers available, the jobs available in both public and
private sector and identified the number of Health Workers needed to serve the population. The survey
also sought information on Health Worker's wage expectations and intention to migrate. Data collec-
tion was undertaken by a multi-sectoral and multistakeholder team.
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BOX 1:  FISCAL AND FINANCIAL SPACE ASSUMPTIONS

*  Public Sector Fiscal Space for the year, i =

(GGHE as % GDP, * Nominal GDP Values) * HRH Expenditure as % GGHE, ..(5)
* Cumulative Financial Space for the year, i =

Public Sector Fiscal Space, * (1 + proportion of private sector HRH employment) ..(6)
Where:

o i=target year
o GGHE = General Government Health Expenditure

o GDP = Gross Domestic Product
Notes: There are elaborate and recommended econometric equations for estimating the demand for health workers from macroeconomic
indicators and health spending patterns in countries. With data constraints, these concepts guided the use of the above formulae in which it
was conservatively assumed that, if the government continue to spend asimilar proportion of GDP on health and asimilar proportion of GGHE

on HRH, all other things being equal, the fiscal space for HRH would be proportional to the size of the GDP. It was further assumed that the
private sector would not contract and that aconservatively similar proportion of private-sector employment would continue.

Source: WHO, 2021

Zimbabwe has a total of 1,867 health facilities across the ten provinces in the country. The health facil-
ities are made of 223 hospitals and 1,644 clinics as shown in Table 4:

TABLE 4: Health facilities in Zimbabwe, 2022

Province ‘ Hospitals ‘ Clinics ‘ Total
Bulawayo 5 56 61
Harare 14 91 105
Manicaland 44 275 319
Mashonaland East 24 208 232
Mashonaland Central 15 127 142
Mashonaland West 22 197 219
Masvingo 30 174 204
Matabeleland North 21 144 165
Matabeleland South 19 124 143
Midlands 29 248 277
Total 223 1644 1867

Source: MOHCC DHIS2 Database 2022

Using the total number of 1,867 health facilities in Zimbabwe as the accessible primary population of in-
terest (unit of analysis) and an alpha level of 0.05, the sample size was estimated to be at least 329 us-
ing the simplified sample size formula (Yamane, 1967). See the statistical details in equation 1 below.

... equation 1.
Where: n =required sample size
N = Accessible population
e = alpha level or significance level

Thus, = 329
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Multi-stage sampling was used to select Districts and the 329 health facilities. Fifty percent of the dis-
tricts were randomly selected and probability proportional to size was used to select the health facili-
ties from the selected districts. All the Provincial, Central, and District Hospitals in the selected districts
were purposively included in the sample. Table 5 shows a summary of the sampled sites

TABLE 5: Summary of sampled sites

Level ‘ Number in the country ‘ Sampled Size
Provinces 10 10
Districts 63 37
Facilities 1,817 329

Data Collection

The tools that were used to collect and analyse data were adopted and adapted from the WHO:-
+ Health Labour Market Analysis Tool version 2.0

+  Education Sector Data Collection Tool

+  Health Worker Survey Tool

+  Health Facility Tool

+ Demand Data Collection Tool

+  Macroeconomic, policy and planning Tool

+  Multi-dimensional productivity index for health systems Tool

+  Supply of Health Worker Tool

2.2.1.4 Report writing, validation and consensus building

The Technical Working Group, with technical guidance from WHO experts, held a 12-day working ses-
sion to develop the main points of the report and to address data gaps and inconsistencies as neces-
sary. A zero draft report was then developed and shared for preliminary review and comment refine-
ments. This was followed by a technical and stakeholder review and validation workshop to discuss
the data and findings in terms of accuracy and appropriateness, whereupon recommendations and
concrete policy actions was finalized and submitted to the HSB and MoHCC with the view of convening
a multisectoral and multi-stakeholder dialogue on health workforce investment.

2.2.2 Data sources, validation and quality assurance

Different mechanisms of data validation were put in place at various stages to ensure that the data
identified and used in the analysis are valid, consistent and acceptable. A predefined data collection
tool (in excel template) was developed to put the data together from the documents that had been
shared. The HSB/MoHCC and WHO also provided clear guidance on the type of information that need-
ed to be collected and where to collect it.

To ensure that data from trusted sources were used, a hierarchy of data sources was adopted (see
figure 8). In case of doubts about the validity of any data, especially data used in the assumptions for
the projections (such as estimating health workforce needs to deliver health services), relevant stake-
holders (e.g., health professionals) were consulted for their expert views.

Health Labour Market Analysis for Zimbabwe _



Section 2. Implementation Process and Technical Methodology

FIGURE 8: Hierarchy of data sources used in the analysis
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2 Ministry of Health and Child Care, Zimbabwe (2021). Health labour market analysis for specialist health professionals in Zimbabwe.
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Section 3. The Political Economy and Macroeconomic Factors Influencing the Health Labour Market

3.1 Stakeholder mapping

The primary objective of the analysis was for the policymakers to be able to get a visual representation
of all the stakeholders who can influence the Zimbabwe HRH agenda and their interactions. Using the
categorisation criteria of power and influence (high power low interest, low power low interest, high
power high interest and low power high interest), the incentives, relationships, distribution and con-
testation of power between different stakeholders were analysed by thematic areas. Under the HRH
planning and financing 27 stakeholders were identified, HRH production training and development 24
stakeholders, HRH deployment utilisation and governance 38 stakeholders, HRH migration retention 51
stakeholders, HRH information, research, monitoring and evaluation 30 stakeholders.

3.2 Macroeconomic factors influencing the health labour market

In a budget statement read by the Honourable Minister for Finance and Economic Development on
24 November 2022, the economy was projected to grow by 4% during 2022, and follows an 8.5% pos-
itive growth trajectory for 2021 (ZIMSTATS September 2022). Growth in 2022 was mainly from mining
(10%), construction (10.5%) and accommodation and food service sectors (56.3%). Domestic headline
inflation steadily accelerated from 60.7% in January to 191% in June 2022, partly due to external factors
which impacted negatively on import prices of raw materials, food, fertilizers and liquid fuels. To year
end, inflation is expected to slow down, as Government continues to implement policies that address
adverse inflation expectations, speculative tendencies, exchange rate manipulation as well as arbitrage
opportunities

Government allocations to the health sector have consistently been on the rise towards the Abuja target
of 15% of national budget to the health sector. In 2021 the health budget allocation was 10% of National
Budget and increased to 12% in 2022.

Fiscal consolidation measures implemented since 2018 have resulted in the Government’s fiscal po-
sition improving, with smaller deficits being recorded during the same period. Improved fiscal perfor-
mance has also enabled the rebuilding of fiscal buffers that enable the country to respond to future
shocks. Fiscal deficits have remained within the 3% of GDP threshold, in line with the NDS1 and the
SADC Macroeconomic Convergence Target, as the country registered balanced budget (0.4% of GDP
surplus) in 2019, a budget surplus of 1.7% of GDP in 2020, and a deficit of 1.7% of GDP in 2021.

Government'’s policy thrust will continue to be anchored on maintaining a sustainable fiscal position in
order to support structural reforms required to ensure inflation and exchange rate stability whilst en-
abling the Government to finance public services in an affordable and sustainable budget framework.
The fiscal deficit will be maintained at below 3% of GDP during 2023, with strict control on consumptive
expenditures in order to provide more resources towards development expenditures such as infrastruc-
ture and social services. The medium-term fiscal framework is as indicated in table 6.

TABLE 6: Macro-Fiscal Framework 2022-2025

National

Accounts

2022

2023

2024

(Real Sector)

Nominal GDP (ZWLS Million) 32733654 | 10501 448.8 | 18780234.7 | 298032449 | 42 532769.3
Real GDP Growth (%) 7.8 4.6 5.0 54 52
Inflation (Annual Average) % 98.5 166.7 100.7 50.2 334
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National

Accounts
(Real Sector)

Government Accounts

Revenues (excluding Retained

R 489 592.2 1740 000.2 31409485 50272229 7251 337.2
evenue)

Revenues (excluding Retained

Revenue) as %of GDP 15.0 16.6 16.7 16.9 17.0
Expenditures (Million ZWLS) 545 029.2 18975220 | 3400934.4 | 54048624 | 75079319
Expenditures (Million ZWLS) as

%0f GDP 16.7 18.1 18.1 18.1 17.7
Recurrent Expenditures 364 149.5 1451 056.5 2594 307.7 40461141 5459 302.4
Recurrent Expenditures as %of 111 13.8 138 136 128
GDP

STp YT RIS ML 193261.0 | 8670165 | 15316240 | 2415287.2 | 32223692
Employment Costs including

Pension as %of GDP 59 83 8.2 81 76
E_mployr;nent Costs inc‘luding Pen- 355 457 45.0 447 429
sion as % Total Expenditure

Employment Costs including 395 198 488 480 444

Pension as %of Revenue
Capital Expenditure &Net lending 180 879.6 446 465.5 806 626.7 13587483 | 2048629.5
Capital Expenditure &Net lending

as %of GDP 55 43 4.3 4.6 4.8
Overall Balance -55437.0 -157 521.8 -259 985.8 -377 639.5 -256 594.7
Overall Balance as %of GDP -1.7 -1.5 -1.4 -1.3 -0.6
Public Debt 1863860.0 | 10381337.6 | 173660445 | 22 566 423.3 | 31842 549.2
Public Debt as %of GDP 56.9 98.9 92.5 75.7 74.9

Source: Ministry of Finance and Economic Development - Zimbabwe, 2022

3.3 Funding for Health

The commitment of government to increasing domestic funding for health is strategically placed as
one of the outcomes for the health and wellbeing sector in the National Development Strategy 1. The
Abuja declaration on at least 15% of government budget allocation to the health sector has seen a
progressive increase in the government financing of the health sector. Funding requirements estimate
closing a gap in domestic funding from the current USD39 per capita towards USD86 per capita as a
the minimum threshold for the National Health strategy implementation. At optimal level to the National
Health Strategy would require USD104 per capita The table 7shows the trend in government financing
of the health sector.

TABLE 7: Budget allocations to Health Sector

Abuja target
(Health Budget/ 10.7% 9.32% 12.87% 12.16% 9.93%
Total Gvt Budget

Per Capita govt
allocation

USD4.80 Usb27.29 UsSD42.29 USD71.66 UsD37.22

Source: Budget Estimates of Expenditure, 20719-2022.
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Since 2014, health financing has comprised a mix of domestic and external resources. The decline in
national health spending between 2018 and 2020 was mainly due to a challenging macroeconomic
environment. This environment was characterised by a depreciation of the domestic currency and the
increasing gap between the parallel market and official exchange rates, thereby fuelling inflation and
resulting in the tightening of fiscal conditions. In 2020, increased political will resulted in the health sec-
tor benefiting from increased budget support as the Government of Zimbabwe (GoZ) intensified efforts
to fight the scourge of the COVID-19 pandemic. Consequently, total funding increased from US$526
million in 2020 to US$1.3 billion and US$1.7 billion in 2021 and 2022 respectively. Domestic financing
increased from USS$116 million in 2020 to US$738 million and US$1.26 billion in 2021 and 2022, respec-
tively. External funding initially increased from US$410 million in 2020 to US$518 million in 2021 but
decreased to US$405 million in 2022.

FIGURE 9: 2014-2022 Domestic vs External Funding for Health
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An analysis of domestic funding by cost category shows that most of the financing in 2022 was allocat-
ed to salaries and benefits (US$435 million), a US$65 million increase from the 2021 figure of US$370
million. This increase in funding was made to address some of the HRH challenges the MOHCC has
faced, which included but were not limited to the brain drain of existing Heath Care Workers to more
attractive labour markets and low morale among existing staff. To retain workers, the Government im-
plemented measures to increase disposable income for Health Care Workers.

Another significant investment area in 2022 for domestic funding was for drugs and medical supplies,
which increased from US$72 million in 2021 to US$234 million in 2022. While a significant portion of
this increase was funding the procurement of COVID-19 vaccines, part of this drive was to increase
local production and reduce the import bill. For example, as part of the efforts to curb the COVID-19
pandemic, local universities were involved in producing cloth masks and sanitisers. Infrastructure also
saw significant investments in 2022, and this was mainly for the upgrading and the construction of
healthcare facilities. Other vital cost category areas for domestic sources of funding included direct
budget support for MOHCC programs (US$80 million) and health worker training (US$65 million).

For external funding sources, most funding in 2022 was allocated to medicines and medical supplies
(US$154 million), this was a US$29 million decrease from the 2021 figure of USS183 million. Other
significant cost drivers for external funding sources included salaries and benefits (US$70 million) and
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administration costs (US$58 million). Human Resources for Health remained the biggest cost category
for health expenditure A summary of the 2022 funding by cost category is shown in Figure 10:

FIGURE 10: Funding by Cost Category

Domestic Funding by Cost Category External Funding by Cost Category
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Source: Ministry of Health Resource Mapping Report (2022)

3.4 Health Workforce Funding (Salaries and Benefits)

HRH challenges required a sustainable long-term solution rather than an ad hoc and piece-meal fix.
Retention of critical staff has remained a challenge given the limited fiscal space to address the needs
of the health staff. The Investment Case for the National Health Strategy 2021-2025 proposes more
focused attention on providing appropriate inputs at the proper levels of care, including for medicines,
supplies, infrastructure, equipment and most importantly, HRH.

To this end, the Government has made the highest salary contribution in 2022, representing 34% of
its budget allocation. Other benefits to HRH include non-monetary benefits, such as loans, a duty-free
facility for importing personal vehicles, and the establishment of canteens and dormitory facilities. A
housing project for the MOHCC staff spearheaded by The Ministry of National Housing and Social Ame-
nities has also been introduced to boost employee morale. Such measures are expected to improve the
living quality of HRH and move their remunerations above the poverty datum line.

FIGURE 11: Public health sector wage bill in Zimbabwe
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Source: MoHCC-National Health Accounts (2015-2021) and Ministry of Finance and Economic Development (2015-2021).

Health Labour Market Analysis for Zimbabwe _




Section 3. The Political Economy and Macroeconomic Factors Influencing the Health Labour Market

Partners also contribute towards salaries and allowances through various support mechanisms. Figure
12 highlights funding structure for HRH.

FIGURE 12: Trend of Spending on Salaries and Benefits of Health Workers in Zimbabwe
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Note: In 2018, the exchange rate of SZWL was 1:1 with SUS. However, that changed drastically from 2019 when the SZWL rapidly lost value against the
SUS. Hence, although no HRH budget cuts were made in 2019 and 2020, the reduction is attributed to the lost value of the SZWL.

Prior to 2018 the fixed exchange rate system resulted in a distortion on the real value placed on the local
currency which resulted in a highly inflationary environment as the gap between the official exchange
rate and parallel market was too wide. The onset of the floating exchange rate in 2019 showed a slump
in the real value of wages and hence an erosion of wage perceptions as the purchasing power parity
was eroded. This triggered increased health worker attrition as wage expectations were now below
market levels.

The lifting of the recruitment freeze (suspension) in April 2020 by Government saw a relative rise in the
public sector wage bill through filling of formally frozen vacancies and creation of limited additional
posts. There was a slight increase in demand due to added posts in response to the COVID-19 pandemic.

Zimbabwe's prioritisation of Health Workforce has always been within the global ranges until 2020
which brought the share of Health Workforce to about 35% of the overall health expenditure which is
10% below even the average in low-income countries. However, compared to average regional spending
on HRH ($24 per capita), Zimbabwe fares far below at $9 per capita on HRH spending.

FIGURE 13: Comparisons on HRH Spending
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3.5 Process for setting and reviewing of public sector remuneration

In the Public Health Service, remuneration review is usually preceded by negotiation in the Health Ser-
vice Bipartite Negotiating Panel (HSBNP). The HSBNP is a negotiation forum created in terms of the
HSBNP Regulations (SI 111 of 2006). The Statutory Instrument provides guidelines for settling any ne-
gotiation disputes including when and how the parties may resort to arbitration, for example, in cases
of deadlock. It is the HSBNP which primarily makes public health sector remuneration unique from the
rest of Government service. Conditions of service for the rest of Government employees are negotiated
for in a separate National Joint Negotiating Panel, which was created in terms of a separate Statutory
Instrument.

3.6 Attractiveness and importance of health sector employment compared with
other sectors

The delivery of health care services relies on an appropriate and sustainable health human resource
base. The attractiveness of the Health Labour Market will ultimately affect the ability of the health sec-
tor to recruit and retain health workforce. Recruiting and retaining health professionals remains a high
priority for health system planners. Different employment sectors may vary in their appeal to prospec-
tive workers. According to the 2022 First Quarter Labour Force Survey, the health sector contributed
1.6% of the employed persons above 15 years of age of the total industry. This was a decrease from
the 2019 Labour Force and Child Labour Survey Results of 1.98%. Figure 14 shows the proportion of
employed population by industry in 2022.

FIGURE 14: Proportion (%) of Employed Population 15 Years and Above by Industry, 2022 First Quarter QLF
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The Average income for the health sector employees according to the 2022 First Quarter Labour Force
Survey was USS$234, which was lower when compared to what Cadres in the education and defence
industries were earning. It is important to note, however, that this estimate encompasses all persons
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working in the health industry which would usually be lower when compared to the public sector. Also,
the average income by sector as shown in figure 15 suggest that the average income in the health in-
dustry is quite lower compared to that of, the education and other service sectors.

FIGURE 15: Proportion of Employed Population 15 Years and Above by Average Income and Industry.
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Informal workers in the health sector comprised of 1.1% of all informal sector employees which trans-
lates in an estimated 30,800 informal employees in the health sector. These include unregistered home-
based carers, traditional birth attendants and faith-based practitioners as shown in figure 16.

FIGURE 16: Proportion (%) of Employed Population 15 Years and Above in the Informal Sector by Industry, 2022 First Quarter QLFS
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3.7 Health sector’s contribution to GDP

On average the health sector contributed between 1% and 2.4% of GDP for the period 2009 to 2018.
There is, however, an increasing trend in the contribution of the health sector to GDP from 0.81% in 2009
10 2.27% in 2017 and a marginal drop to 2.22% in 2018. The sector also contributes indirectly through
downstream multiplier effects on other sectors.

TABLE 8: Health Sector Contribution to GDP

Description | 2009 | 2010 | 2011 | 2012 | 2013 | 2014 | 2015 | 2016 | 2017 | 2018

Human health and social
work activities (in million 69 130 206 279 314 348 395 418 455 492
Uss)

Human health Sector
Contribution percentage 0.81 1.22 1.64 1.83 1.83 1.97 2.20 2.24 2.27 2.22
GDP (%)

Gross Domestic Product

at Basic Prices (Million 8511 | 10708 | 12551 | 15244 | 17151 | 17655 | 17919 | 18671 | 20014 | 22158
USS)
GDP per capita in US$S 790 976 1132 | 1310 | 1428 | 1428 | 1432 | 1441 | 1511 | 1629

Source: National Income Statistics
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Pre-service training of health professionals in the Zimbabwe health sector is undertaken under the Min-
istry of Health and Child Care (MOHCC) and Ministry of Higher and Tertiary Education, Innovation, Sci-
ence and Technology Development (MHTEISTD). In-service and post basic education is predominantly
undertaken by MOHCC, while postgraduate training is under MHTEISTD. The MOHCC pre-service train-
ing programmes produce health professionals in the following categories - nursing, pharmacy, medical
laboratory, environmental health, radiography, dental, biomedical engineering, rehabilitation, food and
nutrition services. To complement the MOHCC training efforts, MHTEISD through Polytechnical col-
leges also offers pre-service training for some disciplines. Private sector players, also offer pre-service
training at a marginal scale.

Pre-service health workforce education and production capacity is highest for Registered General Nurs-
es with 1000 training slots per annum, followed by Medical Doctors with 265 slots. Occupational ther-
apists and Physiotherapists have the lowest training slots of 15 per annum. Details are illustrated in
Figure 17.

FIGURE 17: Production capacity (Available training slots)
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The available data shows an aggregate annual student enrolment figure for the various cadres nation-
ally. Registered General Nurses had the highest enrolment of 780, followed by Midwifery and Medical
Doctors with 270 and 265 average enrolments per annum respectively. Dentists and Physiotherapists
had the lowest enrolments of 20 per annum and there is only one training institution which is University
of Zimbabwe.

FIGURE 18: Distribution of average annual student enrolments (2015-2022)
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4.2 Attractiveness and volume of applications to health professions programmes

The analysis estimated a ratio of attractiveness of various health professions education programmes.
This was estimated as a ratio of annual applicants to the available slots (the theoretical capacity). As
shown in Figure 19, Primary Care Nurses had the highest level of attractiveness with an average of 40
applicants competing for each available training slot. Pharmaceutical Technicians had a ratio of 1:32,
and the Dietitians had a ratio of 1:25. Although these ratios demonstrate high level of attractiveness
for the health professions programmes, it could also be indicative of a low training capacity for critical
programmes with high demand.

FIGURE 19: Ratio of Applicants to Available Slots (Attractiveness) of Programmes Health Education Market
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Source: Data provided for HLMA by MOHCC and Universities (UZ, BUSE, AU, ZOU, Solusi, HIT)

4.3 Trends in the production output of the health professions education

4.3.1 Training Output for Doctors

As illustrated in Figure 20, the training output of medical doctors increased by around 170% from 91 in
2015 to 246 in 2019. This is attributable to the opening of additional medical schools such as NUST,
MSU and the expansion of the intake at UZ. However, there was a decline in the training output for the
period 2020-2021.

FIGURE 20: Number of Medical Doctors per annum from 2015 to 2021
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Source: Records from University of Zimbabwe (UZ), National University of Science and Technology (NUST)and Midlands State university (MSU)
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Figure 21 shows the output trend for specialist doctors from 2015 to 2021 which has been constantly
low due to limited training capacity.

FIGURE 21: Training output of the locally trained Specialist Medical Doctors: 2015-2021
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During the period 2016 to 2021, Master's in Public Health degree constituted the highest number of
members studying abroad, followed by Diagnostic Radiology and Paediatric Surgery. In the same pe-
riod, a total of 113 Doctors trained in various specialty areas outside the country as shown in Table 9.

TABLE 9: Output of Specialist doctors training outside the country, 2016-2021

Programme | 2016 | 2017 | 2018 | 2019 | 2020 | 2021 | Total

1 | Masters in Public Health 5 7 3 0 0 1 16
2 Mmed Diagnostic Radiology 0 0 2 2 0 6 10
3 | Mmed Paediatric Surgery 3 5 0 0 1 0 9
4 Mmed Cardiothoracic Surgery 0 3 0 2 0 1 6
5  Mmed Internal Medicine 0 0 8 2 0 0 5
6  Mmed Orthopaedics 3 1 0 0 1 1 6
7 Mmed Radiology 0 5 0 0 0 0 5
8 | Mmed Haematology 1 1 0 2 0 0 4
9  Mmed Opthalmology 2 0 2 0 0 0 4
10  Fellowship in Clinical Haematology 0 0 1 1 0 1 3
11 Mmed Nuclear Medicine 1 2 0 0 0 0 3
12 Mmed Dermatology 0 0 2 0 1 1 4
13 Mmed Anaesthesia 0 1 0 1 0 0 2
14 Mmed Ear Nose and Throat 0 1 1 0 0 0 2
15  Mmed Neurology 1 0 1 0 0 0 2
16 Mmed Obstetrics and Gynaecology 2 0 0 0 0 0 2
17 Vitreoretinal Fellowship 0 0 0 1 0 1 2
18  Mmed Surgery 0 0 1 0 0 1 2
19  Fellowship in Nephrology 0 0 1 0 1 1 3
20 Eﬁ:gorvgsuhrigpe\r?scular and Endovas- 0 0 0 . 0 0 .
21  Masters in Medical Image 0

22  Masters in Pharmacology 1 0 0 0 0 0 1
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In Zi
into
crea

mbabwe there are two entry points into the Registered General Nurse training namely direct entry
University (degree) and MoHCC training institutions (diploma). The training output for RGNs in-
sed by 20% from 777 in 2015 to 935 in 2018 and marginally declined by 6.2% to 877 in 2019 and

2020. This decline was caused by limited employment opportunities at the time resulting from con-
strained fiscal space to absorb, which led to a reduction in training intakes and enrolments throughout
the country. The training level for degree programmes remained relatively constant since 2016. Figure
22 compares training outputs for nurses trained at diploma versus the degree level.

FIGURE 22: Training output of Registered General Nurses (Degree and Diploma holders) 2015-2022
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Source: MOHCC, Nurses Council of Zimbabwe, Africa University, University of Zimbabwe
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Figure 23 depicts 86% sharp decline in the training output of midwives from 833 in 2015 to only 119 in
2021. The decline was more pronounced from 2019 to 2021, a 71% decline. The decline from 2015 to
2019 was mainly caused by the shortage of nurse tutors, which saw the intakes being reviewed from
three to one per annum. Furthermore, in 2019, the duration of training was increased from one to two
years, which adversely impacted the interest of nurses to train as midwives.

FIGURE 23: Training Output of Midwives 2015-2021
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The training of specialist nurses, except for midwives remained relatively constant over the period 2015
to 2021. The highest training output was recorded in Operating Theatre Nursing, Intensive and Coronary
Care Nursing, and Community Nursing as shown in Figure 24. The low training outputs in Renal and Nurse
Anaesthetist is attributed to the existence of only one training school at Parirenyatwa Group of Hospitals.

FIGURE 24: Training Output of Specialist Nurses from 2015 to 2021
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There has been a steady increase in the training output of Pharmacists and Medical Laboratory Scientists
over the period 2015 to 2021. This is attributed to other higher education institutions such as HIT and AU
offering similar programmes. However, the training output for Environmental Health Officers, Pharmacy
Technicians and Physiotherapists has been fluctuating over the same period as shown in Figure 25.
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FIGURE 25: Training Output of other Health Workers Category for the period 2015-2021
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4.4 Number of faculty (trainers or tutors)

Overall, Medical Doctors training programme had the highest number of trainers of 148, followed by
Registered General Nursing with 143 and Midwifery has 76 tutors. Bio-medical Engineering and Den-
tal programmes had the lowest number of trainers at 8and 12 respectively. The Medical Doctors pro-
gramme had the highest number of trainers because the theory course (5 years) is long and intense
with several studying courses that require different experts to teach. The General Nurse training pro-
gramme had 27 schools with a total of 143 tutors, which translated into 5tutors per school. These 143
nursing tutors are grossly inadequate to cover general nursing, primary care nursing and post basic
training programmes.

FIGURE 26: Number of Trainers (faculty) per Programme
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The dropout rate was 8% for Clinical Officers and General Medical Officers and 20% for Operating The-
atre Nurses and Registered General Nurse.

4.5 Cost of training of Health Workers in Zimbabwe

The cost of training component includes tuition fees, salaries and allowances for students, books, li-
brary fees, infrastructure maintenance cost, internet, ICT equipment, food and transport expenses. The
cost of training Specialist Doctors was approximately US$80,000.00 per cadre for the duration of the
training period. The cost of training for all nursing programmes under the MoHCC was approximately
US$30,000.00 and US$18,000.00 for the post basic training for the duration of the training period. The
training cost for pre-service and post basic programmes is borne by MoHCC, and for students at univer-
sities and colleges the costs are met by Government and students.

FIGURE 27: Cost of Training (USD)
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BOX2: ZIMBABWE IS PRODUCING AT 75% OF ITS TRAINING CAPACITY

- Zimbabwe is producing an average of 3,334 Health Workers per year, but the theoretical (max-
imum) capacity is around 4,476 Health Workers per year.

+ The average production is at 75% of the theoretical capacity. The average production of nurs-
es is about 700-800 per year and at least 200—250 doctors per year, 90—110 pharmacists and
27-31 per year for laboratory scientists.

+ The health professions programmes are largely attractive as there are an average of 89 appli-
cants competing for every available seat for admission.

+  With 397,185 applicants for admission in the previous academic year, just over 1% (n=4,134)
of the prospective health professions students were offered places. An estimated 19.4% of
students drop out of the training. Of those that finish around 90% obtain their professional
qualifications and licenses to practice. These, however, vary by occupation.
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BOX3: HOW WAS STOCK AND SUPPLY DEFINED IN THIS STUDY?

Stock relates to the total number of Health Workers who are qualified or registered and eligi-
ble to potentially work in Zimbabwe. This includes those employed, unemployed but willing to
take up employment, and those out of the labour force, i.e., those although qualified as Health
Workers are not available or willing to work in their respective health professions.

In contrast, the supply of Health Workers is those willing to work in their professional fields
given the current levels of wages/income. These include those employed (in public and private
health sectors) and those unemployed but currently looking for jobs.

The overall stock of Health Workers for Zimbabwe was estimated to be about 74,579 across 72 ma-
jor Health Worker categories in 2022. Management, Administration and Support Staff who constitute
33% of the health workforce were not part of this analysis. Of the total stock, 70.2% (n=52,371) were
actively participating in the Zimbabwean health labour market in both private and public sector. Out of
this, 44,738 (85.4%) (including Community Health Workers) were employed in the public sector, whilst
7,441 (14.6%) were in the private sector. Amongst those employed in the public sector, 19,776 (44.1%)
were Community Health Workers. Table 10 provides details of the estimated stock and supply of Health
Workers in 2022.

Of the total stock, excluding Community Health Workers 32,645 (59.8%) were actively participating in
the Zimbabwean health labour market. Out of this, 25,016 (76.6%) were employed in the public sector,
whilst 7,441 (22.8%) were in the private sector. Only 188 (0.5%) of the 32,645 were not in full-time em-
ployment but were engaged in either part-time or contract employment.

Health Worker unemployment in 2022 was relatively low at approximately 2% compared to the national
rate of unemployment of 19%.
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TABLE 10: Estimated Stock and Effective Supply of Health Workers

Occupation Title used in
the Country

Equivalent ISCO-08 Classification

Stock of
qualified
health
workers,

(P)

Number
Employed
in Public
Sector
(EnPb)

Employed
in Private
Sectors
(EnPr)

Number
Unem-
ployed

()]

Health Labour
Market Partic-
ipation Rate
[(EnPb+EnPr
+U)/P]

Estimated

Unemploy-

ment Rate
[u/P]

Effective
Supply
(S)

classified

Clinical Psychologist 2634 - Psychologists 39 10 29 100% 0% 39
Anaesthetist 2212 - Specialist medical practitioners 73 33 56% 0% 41
Audiologist 2266 - Audiologists and speech therapists 22 0 13 367% 59% 22
Cardiothoracic Surgeon 2212 - Specialist medical practitioners 5 3 100% 0% 5
Clinical Officer 2221 - Nursing professionals 69 47 68% 0% 47
Community Nurse 22271 - Nursing professionals 490 61 12% 0% 61
Dental Surgery Assistant | 3251 - Dental assistants and therapists 95 85 10 100% 0% 95
Dental Technician 3251 - Dental assistants and therapists 24 12 12 100% 0% 24
Dental Therapist 3251 - Dental assistants and therapists 194 81 46 65% 0% 127
Dermatologist 2212 - Specialist medical practitioners 4 2 2 100% 0% 4
Dietitian 2265 - Dieticians and nutritionists 14 4 10 100% 0% 14
Dispensary Assistant ?a2n1é - Pharmaceutical technicians and assis- 196 196 100% 0% 196
ENT Surgeon 2212 - Specialist medical practitioners 14 12 2 100% 0% 14
gr;;l/(i:rgrnmental Health gﬁgﬁh ;/gEir;\g;o;rrgfzr;tsa;Lir;jjsoccupational health 690 167 o8 13 30% 29 208
Dworeaveh | me et mdoccesioutet e ase @ w0 s om0 1
General Surgeon 2212 - Specialist medical practitioners 55 37 5 76% 0% 42
Government Dental Officer 2261 - Dentists 201 94 8 51% 0% 102
Government/Hospital

Medical Officer (All General 2211 - Generalist medical practitioners 2,027 949 81 51% 0% 1,030
Practitioners)

Haematologist 2212 - Specialist medical practitioners 6 4 67% 0% 4
Health Promotion Officer 2269 - Health professionals not elsewhere 88 61 8 78% 0% 69
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Occupation Title used in

the Country

Equivalent ISCO-08 Classification

3252 - Medical records and health information

Stock of
qualified
health
workers,

(P)

Number
Employed
in Public
Sector
(EnPb)

Employed
in Private
Sectors
(EnPr)

Number
Unem-
ployed

()]

Health Labour
Market Partic-
ipation Rate
[(EnPb+EnPr
+U)/P]

Estimated

Unemploy-

ment Rate
[usP]

Effective
Supply
(S)

Health Information Officer -~ 265 265 100% 0%

technicians
H'ogpltal Equipment Tech- 2149 - Engineering professionals not elsewhere 63 48 15 100% 0% 63
nician classified
Hospital Food Services 5565 pieticians and nutritionists 189 188 99% 0% 188
Supervisor
Intensive Care Nurse 2221 - Nursing professionals 311 45 12 18% 0% 57
Maxillo-Facial Surgeon 2212 - Specialist medical practitioners 6 0 6 100% 0% 6
Medical Laboratory Assis- 321 2 - Medical and pathology laboratory tech- 7 7 100% 0% 7
tant nicians
Medlcal Laboratory Scien- 321 2 - Medical and pathology laboratory tech- 757 247 116 48% 0% 363
tist, nicians
Medical Laboratory Tech-
nician/
State Certified Mgd!cal 321 2 - Medical and pathology laboratory tech- 795 249 54 35 43% 29 338
Laboratory Technician nicians
Medical Physicist 14 6 43% 0% 6
Medical Social Worker 84 15 67 98% 80% 82
Mental Health Nurse 2221 - Nursing professionals 667 247 27 41% 0% 274
Midwife 2222 - Midwifery professionals 7,348 2,796 294 42% 0% 3,090
Nephrologist 2212 - Specialist medical practitioners 6 5 83% 0% 5
Neurologist 2212 - Specialist medical practitioners 4 2 50% 0% 2
Neurosurgeon 2212 - Specialist medical practitioners 19 4 1 26% 0% 5
Nurse Aide 5321 - Health care assistants 6,247 4,434 1,658 98% 0% 6,092
Nurse Anaesthetist 2227 - Nursing professionals 189 74 73 78% 0% 147
Nutritionist 2265 - Dieticians and nutritionists 77 68 88% 0% 68
Obstetrician & Gynaecol 2212 - Specialist medical practitioners 143 42 29% 0% 42

ogist
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Occupation Title used in
the Country

Equivalent ISCO-08 Classification

2269 - Health professionals not elsewhere

Stock of
qualified
health
workers,

(P)

Number
Employed
in Public
Sector
(EnPb)

Employed
in Private
Sectors
(EnPr)

Number
Unem-
ployed

()]

Health Labour
Market Partic-
ipation Rate
[(EnPb+EnPr
+U)/P]

Estimated

Unemploy-

ment Rate
[u/P]

Effective
Supply
(S)

Occupational Therapist classified 226 63 5 6 33% 3% 74
Operating Theatre Nurse 2221 - Nursing professionals 485 85 19 21% 0% 104
Ophthalmic Nurse 2221 - Nursing professionals 243 55 58 47% 0% 113
Ophthalmologist 2212 - Specialist medical practitioners 45 7 4 24% 0% 11
Orthopaedic Assistant 3255 - Physiotherapy technicians and assistants 23 20 2 96% 0% 22
Orthopaedic Boot Maker 3255 - Physiotherapy technicians and assistants 1 1 100% 0% 1
Orthopaedic Nurse 2221 - Nursing professionals 28 24 1 89% 0% 25
Orthopaedic Surgeon 2212 - Specialist medical practitioners 41 5 4 22% 0% 9
Orthopaedic Technician 3214 - Medical and dental prosthetic technicians 15 1 7% 0% 1
Orthopaedic Technologist 3214 - Medical and dental prosthetic technicians 6 6 0 100% 0% 6
Paediatric Nurse 2221 - Nursing professionals 153 76 6 54% 0% 82
Paediatric Surgeon 2212 - Specialist medical practitioners 8 7 1 100% 0% 8
Paediatrician 2212 - Specialist medical practitioners 55 30 5 64% 0% 35
Pathologist 2212 - Specialist medical practitioners 15 11 1 80% 0% 12
Pharmacist 2262 - Pharmacists 1,902 83 708 42% 0% 791
Pharmacy Technician 5213 - Pharmaceutical technicians and assis 588 203 385 100% 0% 588
Physician 2212 - Specialist medical practitioners 92 35 8 47% 0% 43
Physiotherapist 2264 - Physiotherapists 400 63 7 18 22% 5% 88
Plastic Surgeon 2212 - Specialist medical practitioners 4 2 50% 0% 2
Primary Care Nurse 3221 - 4,379 2,589 175 63% 0% 2,764
Psychiatrist 2212 - Specialist medical practitioners 23 5 3 35% 0% 8
Radiographer Diagnostics er)nz(jrjt :[é\fl;ﬂligi’o\;rlgaglng and therapeutic equip- 320 161 56 68% 0% 217
Radiographer Therapy 3211 - Medical imaging and therapeutic equip- 56 07 12 70% 0% 39

ment technicians
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Occupation Title used in

the Country

Equivalent ISCO-08 Classification

Stock of
qualified
health
workers,

(P)

Number
Employed
in Public
Sector
(EnPb)

Employed
in Private
Sectors
(EnPr)

Number
Unem-
ployed

()]

Health Labour
Market Partic-
ipation Rate
[(EnPb+EnPr
+U)/P]

Estimated

Unemploy-

ment Rate
[usP]

Effective
Supply
(S)

Radiologist 2212 - Specialist medical practitioners 27 2 2 15% 0% 4
Radiotherapist/Oncologist 2212 - Specialist medical practitioners 15 7 2 60% 0% 9
Registered General NUrSe /- 221 - Nursing professionals 21,653 9,035 3345 57% 0% 12,380
Rehabilitation Technician | 3255 - Physiotherapy technicians and assistants 557 286 13 54% 0% 299
Renal Nurse 2221 - Nursing professionals 48 27 21 100% 0% 48
Speech Therapist 2266 - Audiologists and speech therapists 12 0 0% 0% 0
Urologist 2212 - Specialist medical practitioners 16 2 2 25% 0% 4
Community Health Worker 3253 — Community Health Workers 19,722 19,722 100% 0% 19,722
Overall 74579 44738 7441 192 2% 52,106
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Section 4. Descriptive Labour Market Situation

There has been an overall increasing trajectory of medical specialists over the last 21 years. Across
the specialist cadres, an overall increase of 122% was recorded over two decades with an average
annualised increment of 5.8%. The medical specialist with the highest average annual increment was
Neurosurgeons by 28.6%, followed by Obstetrician & Gynaecologist at 25.3%, Orthopaedic Surgeons by
17.3%, Urologists by 15.9% and Psychiatrists by 15.7%. See Figure 28 for detailed trends of the stock
of practicing medical specialists between 2000 and 2021. However, the rate of increase was still inad-
equate to meet the need for health services.

FIGURE 28: Trends in the Practising Stock of Medical Specialist, 2000-2021
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Source: Medical and Dental Council of Zimbabwe dataset provided for the HLMA

Zimbabwe has shown increasing stock of Doctors, Dentists, Nurses and midwives over the last 8 years.
It is however notable that the year-to-year increase has been marginal. The four cadres contributed a
total of 35,561 health care workers with nurses and midwives contributing 90.5% while Doctors and
Dentists contributing 9.5%.

FIGURE 29: Trends in the Active Stock of Doctors, Dentist, Nurses and Midwives 2015-2021
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Source: MoHCC
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Section 4. Descriptive Labour Market Situation

4.6.2 Trends in the density of health workforce in Zimbabwe, 2015-2022

The overall density of all doctors, nurses, and midwives was 22.86 per 10,000 population in 2022. This
translates into 51.37% of the threshold of 44.50 per 10,000 population established in the Global Strate-
gy for health workforce, 2030. If all the health workers included in the analysis are taken into account, it
constituted a density of 48.68 per 10,000, which is 36.30% of the threshold of 134.2 estimated by WHO
AFRO as necessary to attain at least 70% of UHC Service Index Coverage when all cadres are accounted
for.

As shown in Figure 30, the density of doctors, nurses and midwives has increased marginally from 20.5
to 22.9 per 10,000 population over the last 8years representing 11.7% increase. In comparison with
international HRH thresholds, by 2021, Zimbabwe also met the lower limit of the threshold that corre-
sponds to 80% coverage of skilled birth attendance - a key target during the MDG era. In the context of
the SDGs, Zimbabwe in 2022 had 51% of the 44.5 doctors, nurses and midwives per 10 000 population
SDG threshold indicator, falling short of the 2030 target by 49%. However, at the prevailing rate of in-
crease, this benchmark will not be achieved by 2030.

Global Strategy on Human Resources for Health: Workforce 2030 called on countries to match the sup-
ply of health workers to population needs, now and in the future by adopting needs-based approaches
for planning health workforce investments. Hence, a country-specific need analysis was considered
necessary to account for the disease burden and population demographic evolutions.

FIGURE 30: Trends in the Density of Doctors, Nurses and Midwives per 10,000 Population, 2015-2022
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4.6.3 Distribution of health workforce by category

Figure 31 shows the distribution of the health workforce by category, which shows that when Commu-
nity Health Workers are excluded, the Nursing and Midwifery workforce (inclusive of professional and
associate professionals) constitutes the majority (74%) of the health workforce, followed by Environ-
mental Health Tehnicians at 5.17% and Medical Doctors at 3.15%.
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FIGURE 31: Composition of the health professionals, 2022
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The overall distribution of health workforce was 85.4% in the public sector and 14.6% in the private
sector. The public sector had more Registered General Nurses at 73% against 27% in the private sector.

A total of 90% of Midwives were found in the public sector, against 10% who were found in the private
sector.

The majority of Pharmacy Technicians (65%) were in the private sector compared to 35% in the public

sector. Medical Laboratory Technicians working in the public sector constituted 82%, whereas 18%
were in the private sector.

There were other categories of employees who were only found in the private sector, such as Audiolo-
gists. Other employment categories were only found in the Public Sector, such as Orthopaedic Techni-
cian, Medical Social Worker, Medical Laboratory Assistant and Health Information Officer.

It should be noted that data on certain work categories could not be obtained during the data collection
stage, for example, the number Dispensary Assistants, Obstetrician and Gynaecologists and Medical
Laboratory Assistants employed in the private sector. Furthermore, some private sector data which was
not readily available was found through extrapolation as shown in Figure 32 (see the next page).

The average age of the health workers was below 40 years. About 42% of RGNs were between the ages
of 25 and 34, whereas 47% were between the ages 35 and 44, whilst 11% were above 44 years. Amongst

Pharmacists, 35% were below the age of 25, whereas 50% were between the ages of 25 and 34, and
those above 35 years constituted 15%.
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Section 4. Descriptive Labour Market Situation

FIGURE 32: Health workforce distribution by sector of employment
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It is worth noting that out of the four (4) Cardiothoracic Surgeons in the country, one (1) had already
attained the age of 65 while another one was nearing the retirement age. See Figure 33 for details of the
age distribution of the various cadres.

FIGURE 33: Age distribution of health workers
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Source: SSB Health grades database 2022
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Section 4. Descriptive Labour Market Situation

4.7.2 Gender distribution of health workers

As shown in Figure 34, about 74% of the Zimbabwean health workers were female, which compares
favourably with the global average of 70%. The Nursing profession and Community Health Workers had
the highest proportion (~76%) being female. For doctors, about 38% were female compared with the
Africa region average of 28% and the global average of 37%. However, the medical specialities were
predominantly male, between 71% and 82%.

FIGURE 34: Gender composition of the health workforce
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4.7.3 Geographic distribution of Health Workers: equity implications

4.7.3.1 Rural-Urban Distribution of current health workers
About 32% of the population resided in urban areas, wherein 61% of the health workers were stationed.
On the other hand, 68% of the rural based population was being served by 39% of the health workers
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Section 4. Descriptive Labour Market Situation

(see Figure 35). Overall, about 29,511 of Health Workers work in the rural areas of which 19,776 (67%)
are community health workers.

FIGURE 35: Rural-Urban Distribution: Population vs Health Workers
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4.7.3.2 Equity analysis of current distribution of health workers by district: Health worker distribution
compared to population distribution

The inequitable distribution of health workers in Zimbabwe is attributed to varied socio-economic cir-
cumstances and ecological dynamics across the country. This Section presents an analysis of the
geographical distribution of the health workforce by districts, highlighting the equity implications. Geo-
graphical location plays an important role in determining equity ratios for different categories. Analy-
sis of the geographical distribution of the health workers is presented in Maps that follow. The HRH
Geographical Index, which is an approach used in a number of African countries to explore the equity
implications of regional distribution of the existing health workforce. The approach uses the district’s
percentage share of national population as a denominator and their respective percentage share of the
public service health workforce as a numerator. The HRH Geographical Equity Index (GEI) was calculat-
ed for each district/province. A perfectly distributed workforce will ideally yield an HRH GEl yield of 1,
thus a GEl above 1in a particular district reflected health workers distribution skewed in its favour and
the opposite is true. A district with the highest GEI compared to the district with the lowest GEI showed
the magnitude of inequality between the best staffed and the worst staffed district.

The highest GEI for Government/Hospital Medical Officers was in cities and towns, with Bulawayo hav-
ing the highest ratio of 3.12. Bulawayo’s high GEI was attributable to its comparatively low population.
In contrast, Harare, with a higher population, had a GMO/HMO GEI of 2.66. Gokwe North, asocially and
geographically distanced area, had the lowest GEl of 0.11.

The highest GEI for Community/Community Health Workers was in rural areas, with Bulilima District
having the highest GEI of 2.99, followed by Chikomba District (2.92) and Kariba District (2.39). In con-
trast, Harare had the lowest GEI of 0.09, slightly higher than Chitungwiza which had 0.10, and Bulawayo,
which 0.17.

Mangwe had the highest Community Nurse GEI of 3.63, whilst Harare, Bulawayo and Chitungwiza had
no community nurses (as per operational policy). The highest Pharmacist GEI was in Marondera which
3.56 followed by Chikomba with 2.83 and Mangwe with 2.67. The lowest GEls were in Mwenezi, Lupane,
Umguza, Bulilima, Binga, Zaka, Chipinge, Chimanimani, Buhera, Gutu, Mutasa, Mbire which all had 0.00.
Most of the districts with the lowest GEI for Pharmacists were in Matabeleland, Manicaland and Mas-
vingo provinces.
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Section 4. Descriptive Labour Market Situation

The highest GEI for Registered General Nurses was in Bulawayo District which had a GEI of 2.60. Bula-
wayo's high GEI was attributable to its comparatively low population. Bulawayo was followed by Gwan-
da (2.29), Marondera (2.18) and Mangwe (2.16). The lowest GEI were in Bulilima (0.14), as well as
Mudzi (0.20).

For the PCN the highest ratio was in Matobo (4.94) followed by Chirumanzu (3.91). Bulawayo, Harare
and Chitungwiza had low GEI of PCNs because this cadre is mainly concentrated in rural areas. The few
PCNs available in towns were working for local authorities and the private sector as shown in Figure 36.

FIGURE 36: Equity heatmaps for distribution of selected public sector health workers in Zimbabwe, 2022
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Source: Analysed using data from HSB and MoHCC
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Current levels of attrition

As of December 2021, the overall attrition rate in the public health sector stood at 8%. However, the
attrition rate for clinical staff categories stood at 11%. Major areas of clinical staff attrition included
Radiographers (68%), Paediatric Nurses (40%), Orthopaedic Nurses and Clinical Psychologists (33%
each). Table 11 presents 2021 attrition levels for selected staff categories.

TABLE 11: Staff Attrition selected staff categories 2021

Nurse Anaesthetist 121 111 10 20 86 17%
Intensive Care Nurse 68 60 9 17 226 27%
Midwife 3040 2979 187 248 505 8%
Opthalmalmic Nurse 144 142 12 14 74 10%
Oncology Nurse 57 56 2 8 136 5%
Renal Nurse 46 42 4 8 89 18%
Paediatric Nurse 122 108 32 46 456 40%
Theatre Nurse 243 243 7 7 174 3%
Orthopaedic Nurse 52 50 12 14 102 27%
Mental Health Nurse 374 343 14 45 187 13%
Principal Tutor School of Nursing 11 10 1 2 1 19%
Nurse Tutor/Senior/Principal 175 173 2 4 83 2%
Government Medical Officer 319 312 28 35 90 11%

Radiographer Senior/Principal/Diagnos-

tic/ Ultra sound 35 24 9 20 50 68%
Radiographer Tutor/Principal 1 1 0 0 2 0%
gﬂisef(igilrl/_sgr?g?;(ajl?/ Scientist/Technolo- 118 9 19 40 72 38%
Specialist Doctor 60 57 9 12 18 21%
Therapist 72 64 7 15 17 22%
Therapist tutor 9 9 2 2 2 22%
Clinical Psychologist 3 3 1 1 7 33%
Dietician 4 4 1 1 4 25%
Grand Total 5074 4881 361 554 2381 11%

Source: HSB and MoHCC
Migration of Health Workers

The available evidence shows that out-migration of Health Workers accelerated in 2021, with the pop-
ular destinations being Ireland, the United States of America, Australia and the United Kingdom. For
example, the English NHS in 2019 had 4,049 Zimbabwean doctors, nurses and clinical support staff, the
second highest from Africa, only after Nigeria as shown in Figure 37. This figure is relatively higher con-
sidering that the country had 21,372 doctors and nurses serving the public health sector in 2020. One
in every five doctors and nurses trained in Zimbabwe (approximately 20%) was working in the English
NHS. This has been the trend for many years.
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FIGURE 37: Number of health workers in the English NHS from Africa, 2019
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TABLE 12: Ranking of source countries for all health workers in UK NHS

All Health Workers FEEUEL G

S nNHS | St workers
1 Nigeria 6770 6
2 Zimbabwe 4049 10
3 Ghana 2570 12
4 South Africa 1663 19
9 Egypt 1608 21
6 Mauritius 1278 26
7 Kenya 742 31
8 Sudan 598 37
9 Sierra Leone 519 39
10 Uganda 516 40

Source: Asamani and Nabyonga-Orem (2019): https.//www.internationalhealthpolicies.org/blogs/will-the-2019-uk-election-impact-on-the-health-
workforce-in-africa-feels-like-a-rhetorical-question/

Data from HSB showed that for 2021 atotal of 2,235 Health Workers, primarily nurses (1,647) and doc-
tors (188), terminated their services and potentially emigrated. The observed attrition rate by mid-year
of 2021 surpassed each of the full years from 2017 to 2020.

Request for attestation of good standing from regulatory bodies as a proxy of intention to migrate:

Intention to migrate has persisted over time with 1,079 (~3.6%) of nurses each year actively requesting
for letters of good standing. The trend has mirrored periods of economic challenges and recently ac-
centuated to pandemic triggers. This had, however, declined from 6.5% in 2021 to 3.4% as at September
2022 as shown in Figure 38. This could be attributed to the administrative measures that have been
implemented by the Government.
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FIGURE 38: Trends in issuances of letters of good standing to nurses as a proxy for intention to migrate(2015-2022)

(a) CERTIFICATE OF GOOD STANDING (PROXY FOR NURSES' INTENTION TO MIGRATE) (b) PERCENT OF ACTIVE STOCK RECEIVNG LETTERS OF GOOD STANDING
2500 8

2080
2000

1500
’

1300,” . 4.2%
1151 1120 1090
1000 R -
Y 3
N 2.5% 2.5%
654 AN ,
1.8%
) I . .
|
0 l 0
2015 2016 2017 2018 2019 2020 2021 2022 2015 2016 2017 2018 2019 2020 2021 2022
(Up to (Upto
s CERTIFICATE OF GOOD STANDING (PROXY FOR NURSES' INTENTION TO MIGRATE) Septembel’) — Seplember)

——— = 2per. Mov. Avg. (CERTIFICATE OF GOOO STANDING (PROXY FOR NURSES' INTENTION TO MIGRATE))
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4.9 Income and Income Relativities

4.9.1 Current level of income of Health Workers

The salary packages quoted in the HLMA study were calculated using the September 2022 exchange
rate of (1USD:560 RTGS). The packages comprised gross salaries and weighted earnings. To appreci-
ate the internal and external relativity of the income of Health Workers, the income of aGeneral Practi-
tioner and Government Senior Lawyer was used as reference cadres for comparison.

The results revealed avery wide pay relativity gap among the 70 categories of Health Workers studied
(as shown in Table 13). For example, one among the least paid Health Worker (excluding Community
Health Worker), Nurse Aide earns 53% of the level of income of amedical doctors, while others (for
example, medical specialists) earn about 75% more than General Practitioners in the public sector. The
salaries of health professionals were compared with that of alawyer as aproxy which show that medical
officers and medical specialists in the public health sector earn 24% and 116% respectively above what
asenior lawyer in the civil service earns. It therefore can be noted that the income levels of the Medical
Specialist and General practitioners are still attractive locally to influence cadres to pursue medical
studies. However, they are very low to slow down external migration.

A Registered General Nurse was earning 73% of what a government Medical Officer was earning. It was
further noted that the income of dentists and general medical practitioners in the public sector was
almost similar and estimated at US$12,660 per year. The results showed that 58% of the profession-
als were receiving amedian annual basic salary of USS$960 and total annual allowances amounting to
USS$6,996. The allowances constituted 86% of the member’s total earnings which showed aprioritisa-
tion of allowance payments over the basic salary. The majority of the Health Sector allowances were
non-taxable and also not pensionable. More so it was noted that 13% of the professionals were receiv-
ing aremuneration package which was above the median of US$960. These included the reference
cadre (Hospital Medical Officer), Government Medical Officer, Government Dental Officer and Medical
Specialists.
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It was essential to compare the earnings of workers with the gross domestic product per capita of the
country which better reflects the extent to which aggregate productivity of the country is translated into
individual reward for their productivity. Internationally, the average wage index (workers’ wages as am-
ultiple of GDP per capita) has been shown to be 4.4 for doctors, 3.6 for nurses and 2.1 for other Health
Workers. This is, however, markedly higher in low-income countries where it is 7.8 for doctors, 6.4 for
nurses and 3.7 for other Health Workers. In the context of Zimbabwe, the wage index for the medical
doctor is about 9.71 times (971%) that of the GDP per capita. Nurses’ wage index is 7.13 times (713%)
GDP per capita whereas Laboratory Scientist is 7.24 (724%), 7.19 (719%) for Radiographer and 17.00
(1700%) for Medical Specialist. While this is by no means conclusive, it possibly points to high relative
wages of health workers when compared with the global average and for countries within the same
income bracket as Zimbabwe. It is also worth noting that the Community Health Worker was not on
mainstream establishment and receives monthly allowance from Partners through the Health Develop-
ment Fund and Global Fund.

Health Labour Market Analysis for Zimbabwe



TABLE 13: Health Worker Income and Income Relativities

g

g _ . overall Annual Total Income Health Sector Wage Index Exterr!a! Income

§' Occupation Title used in the Country sTotal Public Total Private Income per per worker Interpa} Income ([ncome as mul- | Relativity - Top

% ector Income | Sector Income worker (LCU) (()lerS[?)-Current Relativity - GMO | tiple of (?DP per | Lawyer as refer-

S icial Income | as Reference capita) ence

% Clinical Psychologist 9,547 9,547 9,547 0.76 7.36 0.94

E\, Anaesthetist 22,050 22,050 22,050 1.75 17.00 2.16

& Audiologist 8,760 8,760 8,760 0.70 6.75 0.86

§Nh Cardiothoracic Surgeon 22,050 22,050 22,050 1.75 17.00 2.16

g' Clinical Officer 8,844 8,844 8,844 0.70 6.82 0.87

% Community Nurse 8,844 10,338 10,338 0.82 7.97 1.01

® Dental Surgery Assistant 7,080 7,080 7,080 0.56 5.46 0.69
Dental Technician 7,868 4,005 5,937 5,937 0.47 4.58 0.58
Dental Therapist 7977 6,432 7,205 7,205 0.57 B.58 0.71
Dermatologist 22,050 22,050 22,050 1.75 17.00 2.16
Dietitian 9,180 9,180 9,180 0.73 7.08 0.90
Dispensary Assistant 7,080 7,080 7,080 0.56 5.46 0.69
ENT Surgeon 22,050 22,050 22,050 1.75 17.00 2.16
Environmental Health Officer 7,536 7,536 7,536 0.60 5.81 0.74
Environmental Health Technician 7,284 7,284 7,284 0.58 5.61 0.71
General Surgeon 22,050 22,050 22,050 1.75 17.00 216
Government Dental Officer 12,660 12,660 12,660 1.00 9.76 1.24
ggngmergtc/ﬂ%ﬁzi)' Medical Officer (All 12,604 12,604 12,604 1.00 9.71 124
Haematologist 22,050 22,050 22,050 1.75 17.00 2.16
Health Promotion Officer 7,536 7,536 7,536 0.60 5.81 0.74
Health Information Officer 529 6,348 6,348 0.5 4.89 0.62
Hospital Equipment Technician 8,812 9,276 9,044 9,044 0.72 6.97 0.89
Hospital Food Services Supervisor 7,933 7,933 7,933 0.63 6.11 0.78
Intensive Care Nurse 8,844 11,832 10,338 10,338 0.82 7.97 1.01
Maxillo-Facial Surgeon 22,050 22,050 22,050 1.75 17.00 2.16
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5 Total Income Health Sector Wage Index External Income

® Overall Annual

=3 : : : Total Public Total Private per worker Internal Income | (Income as mul- | Relativity - Top

- Occupation Title used in the Country Income per S :

Y Sector Income | Sector Income worker (LCU) (USD)-Current | Relativity - GMO | tiple of GDP per | Lawyer as refer-

] Official Income | as Reference capita) ence

= Medical Laboratory Assistant 7,080 7,080 7,080 0.56 5.46 0.69

§ Medical Laboratory Scientist, 11,053 12,000 11,5627 11,627 0.91 8.88 113

> . - .

> Medical Laboratory Technician/State Certi-

% fied Medical Laboratory Technician 8,497 9,432 8,965 8,965 0.71 6.91 0.88

3 Medical Physicist 9,516 9,516 9,516 0.75 7.33 0.93

g‘. Medical Social Worker 7,956 7,956 7,956 0.63 6.13 0.78

g Mental Health Nurse 8,844 11,832 10,338 10,338 0.82 7.97 1.01

3 Midwife 8,844 11,832 10,338 10,338 0.82 7.97 1.01
Nephrologist 22,050 22,050 22,050 1.75 17.00 2.16
Neurologist 22,050 22,050 22,050 1.75 17.00 2.16
Neurosurgeon 22,050 22,050 22,050 1.75 17.00 216
Nurse Aide 7,080 6,405 6,743 6,743 0.53 5.20 0.66
Nurse Anaesthetist 8,844 11,832 10,338 10,338 0.82 7.97 1.01
Nutritionist 7,425 7,425 7,425 0.59 572 0.73
Obstetrician & Gynaecologist 22,050 22,050 22,050 1.75 17.00 216
Occupational Therapist 9,925 9,925 9,025 0.79 7.65 0.97
Operating Theatre Nurse 8,844 11,832 10,338 10,338 0.82 7.97 1.01
Ophthalmic Nurse 8,844 11,832 10,338 10,338 0.82 7.97 1.01
Ophthalmologist 22,050 22,050 22,050 1.75 17.00 2.16
Orthopaedic Assistant 7,080 7,080 7,080 0.56 5.46 0.69
Orthopaedic Boot Maker 7,080 7,080 7,080 0.56 5.46 0.69
Orthopaedic Nurse 8,844 11,832 10,338 10,338 0.82 7.97 1.01
Orthopaedic Surgeon 22,050 22,050 22,050 1.75 17.00 216
Orthopaedic Technician 7,824 7,824 7,824 0.62 6.03 0.77
Orthopaedic Technologist 8,052 8,052 8,052 0.64 6.21 0.79
Paediatric Nurse 8,844 11,832 10,338 10,338 0.82 7.97 1.01
Paediatric Surgeon 22,050 22,050 22,050 1.75 17.00 2.16
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i overall Annual Total Income Health Sector Wage Index External Income

=3 : : : Total Public Total Private per worker Internal Income | (Income as mul- | Relativity - Top

& SEREE 0 TECe L 1 o) Sector Income | Sector Income IR (USD)-Current | Relativity - GMO | tiple of GDP per | Lawyer as refer-

§- LG e Official Income | as Reference capita) ence

:i, Paediatrician 22,050 22,050 22,050 1.75 17.00 2.16

§ Pathologist 22,050 22,050 22,050 1.75 17.00 216

§ Pharmacist 8,402 13,380 10,891 10,891 0.86 8.39 1.07

E Pharmacy Technician 9,436 9,436 9,436 0.75 7.27 0.93

S} Physician 15,936 15,936 15,936 1.26 12.28 1.56

rg Physiotherapist 9,883 9,883 9,883 0.78 7.62 0.97

;t’ Plastic Surgeon 22,050 22,050 22,050 1.75 17.00 2.16

® Primary Care Nurse 8,074 8,074 8,074 0.64 6.22 0.79
Psychiatrist 15,936 15,936 15,936 1.26 12.28 1.56
Radiographer Diagnostics 9,395 9,395 9,395 0.75 7.24 0.92
Radiographer Therapy 9,331 9,331 9,331 0.74 7.19 0.91
Radiologist 22,050 22,050 22,050 1.75 17.00 216
Radiotherapist/Oncologist 22,050 22,050 22,050 1.75 17.00 216
E‘i?isztered General Nurse/State Certified 8292 10211 9,252 9,252 073 713 0.91
Rehabilitation Technician 7,824 7,824 7,824 0.62 6.03 0.77
Renal Nurse 8,844 8,844 8,844 0.70 6.82 0.87
Speech Therapist 8,760 8,760 8,760 0.70 6.75 0.86
Urologist 22,050 22,050 22,050 1.75 17.00 216
Community Health Worker 180 180 180 0.01 0.14 0.02
Overall 1.00 9.75 1.24

Source: HSB Salary Key Scale (2022).
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The Health Sector in Zimbabwe is financed by a mixture of funding sources with the major ones being
government, private sector and the development partners. The information gathered indicates that al-
though the government employs the bulk of the Health Workers, its wages were relatively lower than
those offered in the private sector. This is explained by the high salaries paid per professional category
by the private sector as shown in Table 14. The Health Workforce in the public sector receives a mixture
of salary components made up of basic salary, generic allowance (transport, housing, and entertain-
ment allowance), health specific allowances and partner funded allowances. It was also noted that the
private sector remuneration framework comprises basic salary, allowances including school fees and
fuel (senior managers), groceries, cost of living, retention, risk and medical aid cover.

The analysis focused on remuneration for thirty-five comparable cadres comprising of private and pub-
lic Health Workers. Generally, the health workers in the private sector have a relatively higher remuner-
ation than their counterparts in the public sector as shown in table 14. The average annual salary for a
Hospital Medical Officer in the private sector is higher than that for the same in the public sector by a
ratio of 1.06. It was also noted that nurses in the private sector earn more than those employed in the
public sector by a ratio of 1.23. On the other hand the analysis indicated that a Nurse Aide in the public
sector earned 9% (0.91) more than their counterparts in the private sector. Considering that the private
sector salary packages in the health sector are relatively higher than the public sector, its essential that
remuneration packages in the public sector be improved to manage internal migration.

TABLE 14: Comparison of public and private sector health worker wages

Medical Laboratory Scientist 1,000 921 1.09
Medical Laboratory Technician/State Certified Medical

Laboratory Technician 786 708 11
Medical Laboratory Assistant 584 520 1.12
Medical Social Worker 786 663 1.19
Health Promotion Officer 786 628 1.25
Nutritionist 851 619 1.37
Dietitian 851 765 1.11
Hospital Food Services Supervisor 757 661 1.15
Government Dental Officer 1,115 1,055 1.06
Dental Therapist 959 665 1.44
Rehabilitation Technician 786 708 1.11
Occupational Therapist 986 827 1.19
Speech Therapist 986 827 1.19
Physiotherapist 986 824 1.20
Audiologist 986 827 1.19
Orthopaedic Technician 786 652 1.21
Orthopaedic Technologist 986 671 1.47
Government/Hospital Medical Officer 1,115 1,050 1.06
Intensive Care Nurse 986 737 1.34
Operating Theatre Nurse 986 737 1.34
Nurse Anaesthetist 986 737 1.34
Renal Nurse 986 737 1.34
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Ratio of Private

Private (USD) Public (USD)

1ol B Cincome bl
Midwife 986 737 1.34
Oncology Nurse 986 737 1.34
Ophthalmic Nurse 986 737 1.34
Mental Health Nurse 986 737 1.34
Paediatric Nurse 986 737 1.34
Orthopaedic Nurse 986 737 1.34
Registered General Nurse /State Certified Nurse 851 691 1.23
Nurse Aide 534 590 0.91
Radiographer Therapy 1,115 783 1.42
Radiographer Diagnostics 1,115 783 1.42
Pharmacist 1,115 710 1.57
Pharmacy Technician 836 694 1.20
Hospital Equipment Technician 773 734 1.05

Source: MOHCC/HSB Payroll data (Sept. 2022) and NEC/PHAZ Survey (2022)

4.9.3 Income comparison with other countries

Zimbabwe has been affected by brain drain as a result of migration of its labour force to countries with
higher wages. In the region, pull countries for many Health Workers were South Africa, Namibia and
Botswana. Outside Africa, favourite destinations were the United States of America, the United King-
dom and Australia. As shown in Figure 39 medical officers earn far much less than their counterparts
in South Africa and the SADC region.

FIGURE 39: Comparison of wages in Zimbabwe with other countries in Africa
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Source: HSB Salary Comparative Schedule 2022

The difference in wages across countries may determine cross-country Health Worker emigration/immi-
gration. Table 15 presents a comparison of the average monthly income of health workers in Zimbabwe
against earning levels in upper middle-income economies in Africa (Botswana, Namibia and South Africa),
and high-income economies (United Kingdom, Australia and United States of America). Overall, the average
monthly income of all clinical cadres in Zimbabwe were generally lower than those they were compared to.
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TABLE 15: Comparison of wages in Zimbabwe with other countries in Africa

Monthly Monthly

Monthly Monthly Monthly
health | health :eﬁ:::ll :ee:,::he health | Monthly
Zimbabwe | service service : : service health
country (converted to income - income - income |nco'|'ne income - service
UsD) e - South | - United .| income -
Botswana | Namibia Afri Kinad Australia | !
(converted to | (converted to rica Ingdom | .;hverted to USA
USD) UsD) (converted to | (converted to USD)
USD) USD)
Plyeiiian genalise 908 3361 2131 5506 4681 9500 18690
(medical officers)
Physician specialists 1328 3361 3193 6010 7391 9875 30666
Nurses 764 2494 4150 1100 2391 4633 6905
Midwives 861 2494 4150 1288 2430 4608 9768
Dentists 908 3361 3193 2250 7000 6990 19833
Pharmacists 938 2819 2730 2212 5083 5027 12095
Laboratory Scientists 880 2819 2730 1513 2875 4500 5675
Radiographers 880 1366 2920 5294 5485
ClommmUy EEy 15 557 20 250 2800 4375 3334
Workers
Physiotherapist 880 1814 1222 2825 4985 6667

Source: www.payscale.com accessed on 5 October 2022

4.10 Analysis of the Level of Demand for Health Workers

FIGURE 40: Analysis of Public Sector Payroll of Health Workers
4.10.1 Analysis of Public Sector Payroll of

Health Workers

As of September 2022, there was a total of
45,536 health workers on the Government of
Zimbabwe payroll. Of this number, the clinical
and paraclinical staff were 24,990 (55%) — all
of which are included in all the aspects of the
HLMA. Management, Support staff and Trainees
were 20,546 (45%) of the total workforce on the
GOZ payroll - all of whom are not included in the
HLMA. Management staff (n=441) constituted
1% of public sector employees on GoZ payroll
similar to 0.9% African average. However, the
support staff of 15,253 represented 33.5% of
public sector employees on GoZ payroll as com-
pared to 12.9% African average. The bulk of the
Health Workers were classified as general hands

(e.g. groundmen, field orderly, laboratory hand B Clinical and Paramedical Staff
etc), comprising 16.1% of the total workforce on I Support Staff
GoZ payroll. Health trainees being paid by Gov- W Trainees
ernment were 4,852 or 10.66% of public sector =
employees on GoZ payroll. The breakdown of Others
@ Management Staff

the public sector payroll is shown in Figure 40.

Source: SSB September 2022 Health Sector Paysheet
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4.10.2 Analysis of Public Sector Payroll of Health Workers

A trend analysis of the Public Health Sector payroll (all MDAs included) suggests a situation of labour
shortage characterised by a reduction of at least 4,600 since 2019 despite increased recruitments. By
August 2022 for example, 575 Health Workers had been recruited but the number on GoZ payroll was
4% reduced compared to December 2021.

If the new recruitments are not included, the total reduction from the payroll is about 2,475 reductions
to the payroll (i.e. 5.2% compared to 2021). In 2021, about 1,111 were appointed but the payroll still
reduced by 4.43% from 49,500 in 2020 to 47,500 in 2021. As at September 2022, the total employment
levels in 2022 showed a regression to the 2013 levels, despite lobbying efforts for increased estab-
lishment which headed positive responses over the years. This scenario suggests stock and supply
constraints that require study.

FIGURE 41: Total Employment in Public Health Sector

Number of Public Sector Employment of Health Workers (in Thousands)

2013 2014 2015 2016 2017 2018 2019 2020 2021 2022

Source: Ministry of Finance data, various years.

4.10.3 Health Workforce Establishment and Vacancy Analysis

The demand situation in Zimbabwe was determined using HSB, MoHCC and the private sector second-
ary data sources. The Zimbabwe HRH Country profile report (2018) was used as the reference docu-
ment. To elicit data, the following documents were reviewed: MoHCC DET, HSB Recruitment Database,
WISN study results, Faculty of Medicine, University of Zimbabwe (Authorised establishments). Health
Sector demand data for both public and private was classified into indicative demand which is the
sum of established or approved posts and effective demand which indicates the sum of funded posts.
Furthermore, demand was classified into met demand (filled posts) and unmet demand (vacancies).
Private sector data was not readily available and extrapolations were done using the Zimbabwe HRH
Country profile report (2018).

The Health Sector (public and private) had a total 55,065 established posts (indicative demand) out of
the 72 staff categories studied. Because of the lifting of the recruitment freeze in the public sector most
of the established posts were funded translating to a100% effective demand. The met demand was
50,057 (90.9%) and unmet demand 5,008 (9.1%). The unmet demand was a result of the high vacancy
rates in the Medical Specialist Category, Nurse Specialists, Laboratory Scientists, Radiographers, Med-
ical Doctors, Pharmacists and Hospital Equipment Technicians, see Table 16.
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It was observed that there were high vacancy rates for Specialist Doctors, with some specialities as
high as 84%. Government/Hospital Medical Officer also had a vacancy rate of around 32%. Specialist
nurses also had varying vacancy rates ranging between 40-80% save for midwives with a vacancy rate
of 17%. Medical Laboratory Scientists had a vacancy rate of 33%. Speech Therapists had a 100% vacan-
cy rate, whereas there was 0% vacancy rate for categories such as Medical Physicist and Orthopaedic
Bootmaker.

The Community Health Workers constituted 35,8% (19,722) of the studied Health Sector demand situ-
ation. The cadres had no formalised staff establishment and received nominal allowances from devel-
opment partners. Table 16 illustrates more of the details.

TABLE 16: Public sector employment of health worker, 2022

Total Es- Total
tablished | Funded
Occupation Title used in the Post (In- Post

Number | Number Staff
of Funded | of Funded | Availabil- | VACANCY

Country I;:Iicative (Effective :.ﬁ; V:Z::It |t{SIZaI:;o R&-I;E
emand) | Demand) ) @ (d/b)
(b) (c)
1 Clinical Psychologist 39 39 39 0 100,0% 0,0%
2 Anaesthetist 64 64 41 23 64,1% 359%
3 Audiologist 10 10 9 1 90,0% 10,0%
4 Cardiothoracic Surgeon 12 12 5 7 41,7% 58,3%
5 | Clinical Officer 56 56 47 9 83,9% 16,1%
6 Community Nurse 61 61 61 0 100,0% 0,0%
7  Dental Surgery Assistant 104 104 95 9 91,3% 87%
8  Dental Technician 24 24 24 0 100,0% 0,0%
9  Dental Therapist 194 194 127 67 65,5% 34,5%
10  Dermatologist 6 6 4 2 66,7% 33,3%
11  Dietitian 18 18 14 4 77,8% 22,2%
12 | Dispensary Assistant 413 413 4711 2 99,5% 0,5%
13 ENT Surgeon 16 16 14 2 87,5% 12,5%
14 Environmental Health Officer 201 201 195 6 97,0% 3,0%
15  Environmental Health Technician 1695 1695 1648 47 97.2% 2,8%
16  General Surgeon 45 45 42 3 93,3% 6,7%
17 Government Dental Officer 106 106 98 8 92,5% 7.5%
o SmmmetomNedel ) w0 s o o
19 | Haematologist 12 12 5 7 41,7% 58,3%
20  Health Promotion Officer 72 72 69 3 95,8% 4.2%
21  Health Information Officer 291 291 265 26 91,1% 8,9%
22  Hospital Equipment Technician 114 114 63 51 55,3% 44.7%
23  Hospital Food Services Supervisor 192 192 188 4 97,9% 2,1%
24 Intensive Care Nurse 284 284 128 156 45,1% 54,9%
25 | Maxillo-Facial Surgeon 13 13 7 6 53,8% 46,2%
26 | Medical Laboratory Assistant 10 10 9 1 90,0% 10,0%
27  Medical Laboratory Scientist, 537 537 362 175 67,4% 32,6%
Medical Laboratory Technician/
28 | State Certified Medical Laboratory 334 334 303 31 90,7% 9,3%
Technician
29 | Medical Physicist 6 6 6 0 100,0% 0,0%
30 | Medical Social Worker 19 19 15 4 78,9% 21,1%
31 | Mental Health Nurse 594 594 274 320 46,1% 53,9%
32  Midwife 3730 3730 3090 640 82,8% 17.2%
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Total Es- Total
tablished | Funded

Number | Number Staff
of Funded | of Funded | Availabil- | VACANCY

Occupation Title used in the P9st (In- Post' Post Post ity Ratio RATE
Country dicative | (Effective Filled Vacant (SAR) %)
Demand) | Demand) ) ©) (d/b)
(b) (c)

33  Nephrologist 7 7 5 2 71,4% 28,6%
34 Neurologist 3 3 2 1 66,7% 33,3%
35  Neurosurgeon 9 9 5 4 55,6% 44,4%
36  Nurse Aide 6488 6488 6092 396 93,9% 6,1%
37  Nurse Anaesthetist 291 291 147 144 50,5% 49,5%
38  Nutritionist 68 68 67 1 98,5% 1,5%
39  Obstetrician & Gynaecologist 143 143 123 20 86,0% 14,0%
40  Occupational Therapist 70 70 68 2 97,1% 2,9%
41  Operating Theatre Nurse 414 414 104 310 251% 74,9%
42  Ophthalmic Nurse 233 233 113 120 48,5% 51,5%
43  Ophthalmologist 24 24 11 13 45,8% 54,2%
44 Orthopaedic Assistant 23 23 22 1 95,7% 43%
45 | Orthopaedic Boot Maker 2 2 2 0 100,0% 0,0%
46 | Orthopaedic Nurse 67 67 41 26 61,2% 38,8%
47  Orthopaedic Surgeon 30 30 25 5 83,3% 16,7%
48  Orthopaedic Technician 2 2 1 1 50,0% 50,0%
49  Orthopaedic Technologist 15 18 6 9 40,0% 60,0%
50 | Paediatric Nurse 584 584 82 502 14,0% 86,0%
51 | Paediatric Surgeon 9 9 8 1 88,9% 11,7%
52  Paediatrician 38 38 35 3 92,1% 7.9%
53 | Pathologist 14 14 6 8 42,9% 57,1%
54 | Pharmacist 833 833 791 42 95,0% 5,0%
55  Pharmacy Technician 654 654 588 66 89,9% 10,7%
56  Physician 49 49 43 6 87,8% 12,2%
57 | Physiotherapist 112 112 69 43 61,6% 38,4%
58 | Plastic Surgeon 6 6 3 3 50,0% 50,0%
59 | Primary Care Nurse 3643 3643 3521 122 96,7% 3,3%
60  Psychiatrist 17 17 12 5 70,6% 29,4%
61 | Radiographer Diagnostics 218 218 217 1 99,5% 0,5%
62 | Radiographer Therapy 48 48 39 9 81,3% 18,8%
63 | Radiologist 11 11 4 7 36,4% 63,6%
64  Radiotherapist/Oncologist 11 11 9 2 81,8% 18,2%
65 hegoerod GeneralNurse/State 9967 9967 9035 932 90,6% 9,4%
66  Rehabilitation Technician 300 300 299 1 99,7% 0,3%
67 | Renal Nurse 128 128 48 80 37,5% 62,5%
68  Speech Therapist 4 4 0 4 0,0% 100,0%
69  Urologist 12 12 4 8 33,3% 66,7%
70 | Community Health Worker 19722 19722 19722 0 100,0% 0,0%

55 065 55 065 50 057 5008 90,9% 9,1%

4.10.4 Relationship between Demand and Need

Zimbabwe's Universal Health Service Coverage index was measured to be at 55 in 2022. At this level
and the disease burden the Zimbabwe Health Workforce Need was calculated to be 109,645. The pre-
vailing health sector demand was estimated to be 55,065 health workers. The gap between the two was
54,580 health workers, representing a 99.1% deficit to effectively manage the disease burden.
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Section 5. Predictive Labour Market Analysis

5.1 Projected Supply of Health Workforce

This chapter introduces the projected aggregate supply of health workers from 2022 to 2030.The supply
of health workers was analysed under various scenarios and assumptions. Furthermore, the analysis
provided for projected need-based requirements versus projected supply gap for the period 2022 to 2030.

The estimated aggregate supply of health workers stood at 52,102 in 2022 and it was projected that it
would be at 64,306 in 2030 assuming maximum production from health worker training institutions and
constant attrition levels. Therefore, over the eight-year period (2022 to 2030) the additional supply of
health workers would be 12,204 representing 23.4% increase as illustrated in Figure 42.

FIGURE 42: Aggregate supply (current scenario of attrition and assuming maximum production from training), 2022-2030
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Source: HLMA Data Analysis Tool

The estimated average supply of health workers in 2022, taking into consideration the current attrition
rate and average production from training was at 52,102. It was projected that the estimated average
supply of health workers would increase to 57,482 by 2030. This demonstrates an additional supply of
5,308 health workers, representing a 10.3% increase over a period of eight years as shown in Figure 43.

FIGURE 43: Aggregate supply (current scenario of attrition and assuming average production from training), 2022-2030
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Source: HLMA Data Analysis Tool

Assuming that attrition would be reduced by 10% at maximum production of training, the aggregate
supply of health workers would increase from 52,102 in 2022 to 65,370 in 2030. This would represent
an additional supply of 13,268 (25.4%) over eight years as shown in Figure 44.
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FIGURE 44: Aggregate supply (Reducing attrition by 10% and assuming maximum production from training), 2022-2030
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Assuming that attrition levels are reduced by 25% whilst maintaining maximum production from train-
ing, the aggregate supply which stood at 52,102 in 2022 would be 67,039 by 2030 representing an
increase of 14,937 (28.6%) health workers as shown in Figure 45.

FIGURE 45: Aggregate supply (Reducing attrition by 25% and assuming maximum production from training), 2022-2030
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Assuming that attrition level is reduced by 50% whilst maintaining maximum production from training
the aggregate supply would increase from 52,102 in 2022 to 70,738 in 2030 representing an increase of
18,636 (35.7%) health workers as shown in Figure 46.

FIGURE 46: Aggregate supply (Reducing attrition by 50% and assuming maximum production from training), 2022-2030
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% TABLE 17: Estimated Supply (Based on a Scenario of Maximum Training Capacity) and Current Stock and Flow, 2022-2030

E.';i

Q

= Clinical Psychologist 39 78 114 149 182 213 243 271 298

riaf Anaesthetist 41 47 53 59 64 70 74 79 83

> Audiologist 6 6 5 5 5 5 4

E Cardiothoracic Surgeon 5 5 4 4 4 4 4 3 3

g Clinical Officer 47 52 57 62 67 71 75 79 82

%" Community Nurse 61 86 109 131 152 172 191 209 226

§ Dental Surgery Assistant 95 92 89 86 84 81 78 76 73

® Dental Technician 24 35 46 56 65 75 83 92 100
Dental Therapist 127 139 150 161 170 179 187 195 202
Dermatologist 4 4 4 3 3 3 3 3 3
Dietitian 14 12 10 9 8 6 6 5 4
Dispensary Assistant 126 111 98 86 76 67 59 52 46
ENT Surgeon 14 13 13 12 11 11 10 10 9
Environmental Health Officer 208 242 276 310 343 376 409 441 473
Environmental Health Technician 1,688 1,886 2,082 2,278 2,472 2,665 2,857 3,048 3,237
General Surgeon 42 46 51 55 58 62 65 68 71
Government Dental Officer 102 113 124 135 146 156 165 175 184
ngcetzgg]‘zﬂts/)HOSp'ta' Medical Officer (All General 1,030 1,191 1,344 1,490 1,629 1,762 1,888 2,009 2,123
Haematologist 4 4 4 3 3 3 3 3 3
Health Promotion Officer 69 82 95 108 119 130 141 151 161
Hospital Equipment Technician 63 60 57 54 52 49 47 45 43
Hospital Food Services Supervisor 188 217 245 272 298 324 349 373 397
Intensive Care Nurse 57 90 121 151 179 205 230 253 276
Maxillo-Facial Surgeon 6 6 5 5 5 5 4 4 4
Medical Laboratory Assistant 7 7 6 6 6 5 5 5 5
Medical Laboratory Scientist, 363 378 392 405 418 430 442 452 463
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Medical Laboratory Technician/

State Certified Medical Laboratory Technician L “s el e 7 782 e - el
Medical Physicist 6 6 5 5 5 5 4 4 4
Medical Social Worker 82 299 509 711 906 1,093 1,274 1,449 1,618
Mental Health Nurse 274 297 318 337 355 372 387 401 414
Midwife 3,090 3,785 4,457 5,106 5,733 6,339 6,924 7,489 8,036
Nephrologist 5 9 12 16 19 22 25 27 30
Neurologist 2 4 6 7 9 10 12 13 14
Neurosurgeon 5 18 30 41 52 62 72 81 90
Nurse Aide 6,092 5,963 5,837 5714 5,593 5475 5,359 5,246 5135
Nurse Anaesthetist 147 163 178 191 203 214 223 231 239
Nutritionist 68 89 109 129 148 167 185 203 220
Obstetrician & Gynaecologist 42 51 59 68 76 84 92 99 107
Occupational Therapist 74 92 109 126 143 159 175 190 205
Operating Theatre Nurse 104 124 143 162 179 195 211 225 239
Ophthalmic Nurse 113 133 153 171 188 204 219 233 247
Ophthalmologist 11 15 19 23 27 31 34 37 41
Orthopaedic Assistant 22 20 18 17 15 14 13 12 11
Orthopaedic Boot Maker 1 1 1 1 1 1 1 1 1
Orthopaedic Nurse 25 23 21 21 20 20 20 20 20
Orthopaedic Surgeon 9 11 12 13 15 16 17 18 20
Orthopaedic Technician 1 1 1 0 0 0 0 0

Orthopaedic Technologist 6 3 2 1 0 0 0 0

Paediatric Nurse 82 74 68 64 61 59 58 57 56
Paediatric Surgeon 8 8 7 7 6 6 6 6 5
Paediatrician 35 41 46 52 57 62 66 71 75
Pathologist 12 3 3 3 3 3 3 3 3
Pharmacist 791 894 995 1,093 1,790 1,284 1,377 1,467 1,556
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Pharmacy Technician 588 589 590 592 593 594 595 595 596
Physician 43 51 59 67 74 82 89 96 103
Physiotherapist 88 108 128 147 164 181 197 213 228
Plastic Surgeon 2 2 2 2 2 2 1 1 1
Primary Care Nurse 2,764 2,901 3,036 3,167 3,297 3,423 3,547 3,669 3,788
Psychiatrist 8 11 13 15 18 20 22 24 25
Radiographer Diagnostics 217 230 243 256 268 280 291 302 312
Radiographer Therapy 39 35 31 28 25 22 20 18 16
Radiologist 4 8 11 15 18 21 24 27 29
Radiotherapist/Oncologist 9 12 16 19 22 25 27 30 32
Registered General Nurse/State Certified Nurse 12,380 12,166 11,966 11,780 11,605 11,443 11,291 11,149 11,016
Rehabilitation Technician 299 319 340 360 379 399 418 438 457
Renal Nurse 48 58 67 74 80 85 90 93 96
Speech Therapist 12 11 11 10 10 9 9 8 8
Urologist 4 5 5 6 7 7 8 8 9
Community Health Worker* 19,722 19,721 19,720 19,719 19,718 19,717 19,716 19,715 19,714
Zimbabwe 52,102 53,769 55,402 56,992 58,538 60,041 61,503 62,924 64,306
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Section 5. Predictive Labour Market Analysis

5.2 Projected need for health workers based on the population’s need for health
services

The need analysis considered four factors, namely: (a) 99.1% of the disease burden of the country, (b)
population size, growth and demographics, (c) package and model of essential service provision, and
(d) health worker productivity (standard workload). At baseline year 2022, Zimbabwe needed 109,645
professionals across studied health occupations, including 25,617 community health workers, to make
substantial progress towards the universal health coverage index target of 80 in line with its upper mid-
dle-income aspirations.

FIGURE 47: Parameters used for analysing the need for health workers

Population
(along their life course)

Size, Gender, Age Cohorts, Distribution

Interdisciplinary Professional
standards for service delivery
How many times a service is required; tools and
medicines needed; the acceptable time it would
take a reasonably trained health worker to
deliver the intervention

Download an excel tool for analysis from: https://doi.org/10.1371/joumal.pone.0257957.s002

Based on the population health needs, the country requires 7,116 Government/Hospital Medical Offi-
cers, this is anticipated to increase to 8,599 by 2030, translating into a need of at least 5.15 generalist
doctors per 10 000 population (or a ratio of 1:1942 population). The country will also require 6.93 Prima-
ry Care Nurses per 10,000 population (or a ratio of 1:1444 population). For the Registered General Nurse
the calculated requirement was 13.26 per 10,000 (or 1:750 population), and that for Midwives was 3.04
per 10000 (or 1:3290 population).

In absolute numbers, the country’s requirement for the Registered General Nurse was estimated to be
18, 279, which is anticipated to rise to 19,697 in 2025 and 22,214 by 2030, an increase of 21.4 %. Table
18 provides a year-by-year estimate of the need for various cadres of health workers to address the
disease burden of the country and the demographic evolution of the population.

BOX'4: HOW MANY HEALTH WORKERS ARE NEEDED IN ZIMBABWE TO
ATTAIN 80 OUT OF 100 UHC SERVICE COVERAGE?

By 2030, Zimbabwe would need at least 133,128 Health Workers across 63 health occupations,
including 31,031 community health workers, to make substantial progress towards attainment
of 80 universal health coverage (UHC) index in line with its upper middle-income aspirations.

This should comprise of:

5.15 generalist doctors per 10,000 population (or 1:1942 population)

6.93 Primary Care Nurses per 10,000 population (1:1444 population)

13.26 Registered General Nurses per 10,000 (or 1:750 population)

3.04 Midwives per 10,000 (or 1:3290 population)

0.65 Pharmacists per 10,000 (or 1:15384 population).

0.54 Laboratory scientists and technicians per 10,000 (or 1:18518 population)
1.82 Physiotherapists per 10,000 (or 1:5494 population)

16.78 Community Health Workers per 10,000 (or 1:595 population)

Health Labour Market Analysis for Zimbabwe




I
)
)
=
=
~
)
o
]
c
S
<
9
>
)
ot
>
S
L
2
)
S
S
N
3
o
o
g
@

TABLE 18: Projected needs-based requirements for health workers, 2021-2030

1 | Clinical Psychologist 280 288 294 301 309 319 327 335 342
2 | Anaesthetist 125 129 132 135 138 143 146 149 153
3 | Audiologist 153 158 161 165 169 173 178 182 186
4 Cardiothoracic Surgeon 18 18 19 19 19 20 20 21 21

5 | Clinical Officer 1,025 1,054 1,078 1,105 1,132 1,163 1,190 1,217 1,244
6 | Community Nurse 1,997 2,053 2,100 2,152 2,205 2,263 2,317 2,370 2,422
7 | Dental Surgery Assistant 229 238 245 254 262 275 284 293 302
8  Dental Technician 71 73 74 76 78 81 83 85 87
9  Dental Therapist 157 163 168 174 181 191 198 204 211
10 | Dermatologist 16 16 17 17 18 18 19 19 19
11 | Dietitian 402 413 422 433 444 455 466 477 487
12 | Dispensary Assistant 1,545 1,589 1,625 1,666 1,707 1,757 1,799 1,840 1,880
13 | ENT Surgeon 26 27 27 28 29 29 30 31 31
14 | Environmental Health Officer 322 331 338 347 355 364 373 381 390
15 | Environmental Health Technician 2,363 2,429 2,485 2,547 2,610 2,673 2,737 2,800 2,861
16 | General Surgeon 394 405 414 425 435 4571 462 473 483
17 | Government Dental Officer 193 199 204 210 217 226 233 239 246
18 &On\’g"e”nr;‘;';té';%?ﬁ;;ﬂe'\r/'se)d'Ca' Officer 7,116 7315 7,481 7,668 7,858 8,037 8228 8416 8,599
19  Haematologist 36 37 38 39 40 41 42 43 44
20 | Health Promotion Officer 2,670 2,745 2,808 2,878 2,949 3,040 3113 3,184 3,253
21 | Hospital Equipment Technician 1,118 1,149 1,175 1,204 1,234 1,264 1,294 1,324 1,353
22 | Hospital Food Services Supervisor 284 292 299 306 314 321 329 336 344
23 |Intensive Care Nurse 754 775 793 813 833 860 880 900 920
24 | Medical Laboratory Assistant 50 51 52 54 55 56 58 59 60
25 | Medical Laboratory Scientist, 831 854 873 895 917 945 968 990 1,012
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26 ggfécé“'e&tfﬁgéa&ogglz:fggfgé yTechnician | 1254 1,289 1,318 1,351 1,385 1,429 1,463 1,496 1,529
27  Medical Physicist 25 26 27 27 28 29 29 30 31
28 | Medical Social Worker 124 128 131 134 137 142 145 148 152
29  Mental Health Nurse 344 354 362 371 380 396 405 414 423
30 | Midwife 4,195 4,312 4,410 4,520 4,632 4,745 4,858 4,969 5077
31 | Nurse Aide 2,924 3,005 3,074 3,150 3,228 3,304 3,383 3,460 3,536
32 | Nurse Anaesthetist 221 227 232 238 244 250 256 261 267
33 Nutritionist 498 512 523 536 550 559 572 585 598
34 | Obstetrician & Gynaecologist 92 95 97 100 102 105 107 109 112
35 | Occupational Therapist 1,437 1,477 1,511 1,549 1,587 1,645 1,684 1,722 1,760
36 | Operating Theatre Nurse 590 607 621 636 652 669 685 700 715
37  Ophthalmic Nurse 216 222 227 233 238 244 250 256 261
38 | Ophthalmologist 46 47 48 49 51 52 53 54 56
39 | Orthopaedic Assistant 732 752 769 788 808 828 847 867 885
40  Orthopaedic Boot Maker 299 308 315 323 331 339 347 355 362
47 | Orthopaedic Nurse 128 132 135 138 142 145 149 152 155
42 | Orthopaedic Surgeon 132 135 138 142 145 149 152 156 159
43 | Orthopaedic Technologist 420 432 442 453 464 476 487 498 509
44 | Paediatric Nurse 260 267 273 280 287 288 295 302 308
45 | Paediatrician 190 195 199 204 210 211 216 220 225
46 | Pathologist 96 99 101 103 106 109 111 114 116
47 Pharmacist 998 1,026 1,049 1,076 1,102 1,149 1176 1,203 1,229
48 | Pharmacy Technician 4,677 4,808 4,918 5,041 5165 5,292 5418 5,541 5,662
49  Physician 414 426 435 446 457 476 487 499 509
50 | Physiotherapist 2,775 2,853 2,918 2,991 3,065 3,165 3,240 3,314 3,386
51 | Plastic Surgeon 56 57 58 60 61 63 64 66 67
52 Primary Care Nurse 9,580 9,847 10,071 10,323 10,578 10,805 11,062 11,315 11,561
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53  Psychiatrist 32 33 34 35 36 37 38 39 40
54 | Radiographer Diagnostics 514 529 541 554 568 583 597 611 624
55  Radiographer Therapy 50 52 53 54 55 58 59 61 62
56 Radiologist 52 54 55 56 57 60 61 62 64
57 | Radiotherapist/Oncologist 44 46 47 48 49 51 52 53 55
58 gteagt'jtg;fﬁfgznh‘eﬁ'sgurse/ 18,279 18,790 19,217 19,697 20,184 20,762 21,256 21,741 22214
59  Rehabilitation Technician 8,106 8,333 8,522 8,735 8,051 9,298 9,519 9,736 9,949
60 Renal Nurse 1,719 1,768 1,808 1,853 1,899 1,945 1,991 2,037 2,081
61  Speech Therapist 220 226 231 237 243 253 259 265 270
62  Urologist 111 114 117 120 123 128 131 134 137
63 | Community Health Worker 25617 26,334 26,932 27,605 28287 29,001 29,692 30,369 31,031

S[S/(|BUV 19)1e|A JnogeT] 9AI1dIpald "G uoll0esS



Section 5. Predictive Labour Market Analysis

5.3 Analysis of need and supply gaps and mismatches

It is projected that by 2030, the aggregate demand for health workers would be 66,100 against pro-
jected aggregate supply of 64,306. The aggregate need for health workers was projected to rise from
109,645 in 2022 to 133,128 in 2030, which is higher than both the projected supply and demand.

Despite the forecasted increase in the projected supply of practicing medical practitioners, the number
of specialist doctors would remain significantly lower relative to the projected health force needed in
the period 2022 to 2030 as shown on Figure 48.

FIGURE 48: Scatterplot of Projected Supply of Practicing Medical Specialists and Projected Health Workforce Need
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The projected supply for the Government Medical Officer remains lower than the need-based require-
ment to meet 80 Universal Health Coverage. It was anticipated that the need for Government Medical
Officer would rise to 8,599 in 2030 against projected supply of 2123.

The anticipated supply for Registered General Nurse/State Certified Nurse for the period 2022-2030
would be lower than the need-based requirement for the country to meet the 80 Universal Health Cov-
erage. It was anticipated that the projected need for Registered General Nurse/State Certified Nurse
would rise to 22,214 against a projected supply of 11,016.

The projected supply for Medical Laboratory Technician/State Certified Medical Laboratory Technician
from 2022-2030 though on an upward trajectory would be lower than the need. It was anticipated that
the projected need would rise to 1,529 against a projected supply of 917.
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Section 5. Predictive Labour Market Analysis

FIGURE 49: Aggregate need versus supply of health workers in Zimbabwe, 2022-2030

Needs-based Requirement vs Aggregate Demand and Anticipated Supply for Zimbabwe, 2022-2030
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Section 5. Predictive Labour Market Analysis

An analysis of need versus supply gap reveals that the need for Health Workers was higher than supply
in 2022 in all staff categories except for Nurse Aides whose supply surpassed need. In 2030, the need
for Health Workers was generally higher than supply in most categories. However, an oversupply was
projected for Environmental Health Officers, Environmental Health Technicians, Nurse Aides, Midwives,
Medical Social Workers and Hospital Food Services Supervisors. It was projected that by 2030, the
population health need would be 133,128 against supply projection of 64,306, representing a deficit of
68,822 and staff availability ratio of 48.3% as shown in Table 19.

BOX'5: SCENARIOS FOR ADDRESSING THE HEALTH LABOUR SHORTAGE

Scenarios of health labour shortages based on the relationship between training output under
various levels of attrition and needs based shortage by 2030 are explored.

Maintaining average production of 3,334 from training under the 2022 levels of attrition, the
need-based shortage for health workers was projected to be 75,646 by 2030.

Assuming maximum production of 4,476 from training under 2022 levels of attrition, the need
for health workers was projected to be 68,822 by 2030.

Assuming that attrition was reduced by 10% under maximum production from training, the
need-based shortage for health workers was projected to be 67,758 by 2030.

Assuming that attrition was reduced by 25% under maximum production, the need-based
shortage for health workers was projected to be 66,089 by 2030.

Assuming that attrition was reduced by 50% under maximum production of training, need-
based shortage for health workers was projected to be 62,345.
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TABLE 19: Projected needs-based requirements versus projected supply gap analysis for health workers, 2022-2030

1 Clinical Psychologist 280 39 (247) 13.9% 342 298 (44) 87.1%
2 | Anaesthetist 125 41 (84) 32.7% 153 83 (69) 54.7%
3 Audiologist 153 (147) 3.9% 186 4 (182) 2.1%
4 Cardiothoracic Surgeon 18 (13) 28.3% 21 3 (18) 15.3%
5 | Clinical Officer 1,025 47 (978) 4.6% 1,244 82 (1,162) 6.6%
6 Community Nurse 1,997 61 (1,936) 31% 2,422 226 (2,195) 9.3%
7 | Dental Surgery Assistant 229 95 (134) 41.5% 302 73 (229) 24.3%
8 | Dental Technician 71 24 (47) 34.0% 87 100 13 115.0%
9  Dental Therapist 157 127 (30) 80.9% 211 202 ) 95.7%
10 | Dermatologist 16 4 (12) 25.1% 19 3 (17) 13.4%
11 | Dietitian 402 14 (388) 3.5% 487 4 (483) 0.8%
12  Dispensary Assistant 1,545 126 (1,419) 8.2% 1,880 46 (1,834) 2.4%
13 ENT Surgeon 26 14 (12) 54.2% 31 9 (22) 29.3%
14 | Environmental Health Officer 322 208 (114) 64.6% 390 473 84 121.5%
15 | Environmental Health Technician 2,363 1,688 (675) 71.4% 2,861 3,237 377 113.2%
16 | General Surgeon 394 42 (352) 10.7% 483 71 (411) 14.8%
17  Government Dental Officer 193 102 91 53.0% 246 184 61) 75.0%
18 (GA‘Tl"gre”nrzgl‘tF/,g%?ﬁiﬁe“r/'s‘id'Ca' Officer 7,116 1,030 (6,086) 14.5% 8,599 2123 (6:476) 24.7%
19 | Haematologist 36 4 (32) 11.0% 44 3 41 5.9%
20 | Health Promotion Officer 2,670 69 (2,601) 2.6% 3,253 161 (3,092) 4.9%
22 | Hospital Equipment Technician 1,118 63 (1,055) 5.6% 1,353 43 (1,310) 3.2%
23 | Hospital Food Services Supervisor 284 188 (96) 66.2% 344 397 53 115.5%
24 | Intensive Care Nurse 754 57 (697) 7.6% 920 276 (645) 29.9%
26 | Medical Laboratory Assistant 50 7 (43) 14.1% 60 5 (56) 7.6%
27  Medical Laboratory Scientist, 831 363 (468) 43.7% 1,012 463 (549) 45.8%
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%8 Siace Cerued edical Laboratory Technican 1254 w8 @19 2% | 189 97| (617 | e00%
29 | Medical Physicist 25 6 (19) 23.8% 31 4 27) 12.8%
30 | Medical Social Worker 124 82 (42) 66.1% 152 1,618 1,466 1066.7%
31 | Mental Health Nurse 344 274 (70) 79.6% 423 414 9) 97.9%
32 | Midwife 4,195 3,090 (1,105) 73.7% 5,077 8,036 2,959 158.3%
36 | Nurse Aide 2,924 6,092 3,168 208.4% 3,536 5135 1,600 145.2%
37 | Nurse Anaesthetist 221 147 (74) 66.6% 267 239 (28) 89.4%
38  Nutritionist 498 68 (430) 13.7% 598 220 (378) 36.8%
39 | Obstetrician & Gynaecologist 92 42 (50) 45.4% 112 107 (5) 95.5%
40 | Occupational Therapist 1,437 74 (1,363) 51% 1,760 205 (1,555) 11.7%
41 | Operating Theatre Nurse 590 104 (486) 17.6% 715 239 (476) 33.4%
42 | Ophthalmic Nurse 216 113 (103) 52.4% 261 247 (14) 94.5%
43 Ophthalmologist 46 11 (35) 24.0% 56 41 (15) 73.1%
44 | Orthopaedic Assistant 732 22 (710) 3.0% 885 11 (875) 1.2%
45 | Orthopaedic Boot Maker 299 1 (298) 0.3% 362 1 (362) 0.2%
46 | Orthopaedic Nurse 128 25 (103) 19.5% 155 20 (135) 12.9%
47 | Orthopaedic Surgeon 132 9 (123) 6.8% 159 20 (140) 12.3%
49 | Orthopaedic Technologist 420 6 (414) 1.4% 509 0 (509) 0.0%
50  Paediatric Nurse 260 82 (178) 31.6% 308 56 (252) 18.1%
52 | Paediatrician 190 85 (155) 18.4% 225 75 (150) 33.5%
53 | Pathologist 96 12 (84) 12.5% 116 3 (113) 2.6%
54 | Pharmacist 998 791 (207) 79.2% 1,229 1,556 327 126.6%
55  Pharmacy Technician 4,677 588 (4,089) 12.6% 5,662 596 (5,066) 10.5%
56  Physician 414 43 (371) 10.4% 509 103 (407) 20.2%
57 | Physiotherapist 2,775 88 (2,687) 3.2% 3,386 228 (3,158) 6.7%
58  Plastic Surgeon 56 2 (54) 3.6% 67 1 (66) 1.9%
59 | Primary Care Nurse 9,580 2,764 (6,816) 28.9% 11,561 3,788 (7,773) 32.8%
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60 | Psychiatrist 32 8 (24) 24.9% 40 25 (14) 63.9%
61 | Radiographer Diagnostics 514 217 (297) 42.2% 624 312 (312) 50.1%
62 | Radiographer Therapy 50 39 () 77.8% 62 16 (46) 25.4%
63 | Radiologist 52 4 (48) 7.7% 64 29 (34) 46.1%
64 | Radiotherapist/Oncologist 44 9 (35) 20.2% 55 32 (22) 58.8%
65 | Registered General Nurse/State Certified Nurse 18,279 12,380 (5,899) 67.7% 22,214 11,016 (11,198) 49.6%
66 | Rehabilitation Technician 8,106 299 (7,807) 3.7% 9,949 457 (9,492) 4.6%
67  Renal Nurse 1,719 48 (1,671) 2.8% 2,081 96 (1,985) 4.6%
68 | Speech Therapist 220 12 (208) 5.5% 270 8 (263) 2.9%
69  Urologist 1171 4 (107) 3.6% 137 9 (128) 6.4%
70 | Community Health Worker 25617 19,722 (5,895) 77.0% 31,031 19,714 (11,317) 63.5%

Zimbabwe 109,645 52,102 (57,543) 47.5% 133,128 64,306 (68,822) 48.3%

Source: HLMA Data Analysis Tool
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Section 5. Predictive Labour Market Analysis

DEMAND VERSUS NEED PROJECTIONS

It was projected that to meet middle-income economy Universal Health Service Coverage (UHC) index
of 80 and the 99, 1% disease burden coverage, Zimbabwe would require 133128 health cadres by 2030.
The 2022 demand was at 41.36% of the projected 2030 need. This would require 78,064 additional
posts to meet the country’s need by 2030. Ideally it would require an average of 9,758 additional posts
per year from 2023 to 2030 to meet the targeted country need. A combination of supply side interven-
tions, deliberate establishment expansion by the public and private sectors and review of the current
salaries to meet transfer wage by 2025 would contribute to addressing the challenge.

Due to issues of demand affordability, it was noted that Zimbabwe may consider prioritising its estab-
lishment expansion instead of an omnibus approach. The prioritisation in the staff establishment ex-
pansion should be based on considerations such as attrition levels, difficulty to fill, criticality and overall
vacancy levels. It was noted that the staff establishment for the Community Health Workers required
to be formalised to allow for systematic management frameworks in line international best practice
norms.

5.4 Health workforce financing and economic feasibility analysis of the labour mar-
ket

This section seeks to illustrate the potential of financial space available or required to absorb the sup-
ply of health workforce to satisfy 2022 and future demand of the health system assuming all the other
things are held constant. It would also forecast the need based financial space required to address the
future disease burden. Financial space is determined by the amount of funding available from the fis-
cus (govt), partners and private sector to absorb 2022 and future supply. Supply is a function of training
throughput and attrition from the system, therefore supply projections are based on the estimated need
of health workers to address the disease burden.

The 2022 fiscal space (government funding) committed to health workforce financing is US$284 mil-
lion which is anticipated to rise to US$472,59 million by 2030 at 2022 wages, salaries and disease
burden. Private sector financing for Health Workforce for 2022 was US$102.87 million and projected to
increase to US$170.61 million by 2030. Financial space available in 2022 was US$387.82 million and
projected to increase to US$634.2 million by 2030 at 2022 wages and salaries. The cost of employing
projected supply by 2030 would require an average of US$357 million, whilst the minimum financial
space required to employ population-based staff need would be a minimum of US$793 million to a
maximum of US$964 million. On another note the cost of training to meet population based health
needs was projected to be an average US$5,738 billion by 2030. Overall investment required to meet
population health need (Needs-based Employment + Cost of Training), is projected to average US$6.6
billion by 2030 (Table 20).
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TABLE 20: Estimates of economic feasibility of supply and needs compared with potential financial space

Public Sector Budget Space for HWF

@) 28495 | 29920 @ 31535 33175 35608 | 38219 = 41022 @ 44030 47259 = 36585 | 28495 & 472.59
Egﬂr?bited Private Sector Contribu- 405 65 40301 | 11384 = 11976 = 12855 = 137.97 = 14809 15895 = 170.61 = 13207 = 102.87 = 170,61
g)“m“'a“ve Financial Space (C=a+ 4970, | 40721 | 42920 | 45152 | 48463 @ 52017 @ 55831 59925 = 64320 @ 497.92 | 387.82  643.20
EBST ofemploying projected supply | og395 | 31000 | 32687 = 34317 = 35898 37433 | 38921 40365 = 417.67 | 35744 | 29302  417.67
Cost of employing to fill population 79398 81622 83480 | 85570 = 87689 | 901.35 92286 94395 & 96458 = 87893 & 79398 | 96458
health needs-based requirements (f)

Cost of training to fill population 155600 | 2601.65 364721 469277 573833 6783.89 782045 887501 092057 573833 155600 9,020.57
health needs-based gaps (g)

Overall investment required based

population health need (Needs-based = 2,350.07 | 3,417.87 @ 4,482.01 554847 | 661522 | 768524 | 875231 | 981897 10,885.15| 6,617.26 2,350.07 10,885.15
Employment + Cost of Training), (f+g)

Proportion of supply-side wage bill

that could be absorbed by the esti-  132.35% | 131.32%  131.30% 131.57%  13500% @ 138.96% 143.45% 148.46% 154.00% 1385% = 131.3% | 154.0%
mated financial space (d/c)

Proportion of Staffing Norms that

could be covered by financial space | 528.33%  596.94% 610.15% 621.29%  630.58% @ 638.22% 644.38%  649.22% @ 652.91%  619.11% 528.33%  652.91%
(e/c)

Proportion of population health need

that could be covered by financial 4884% = 4989% @ 5141%  52.77% @ 5527% = 57.71% = 60.50% @ 6348% @ 66.68% = 563% = 488% = 66.7%
space (f/c)

Percent of financial space required o | 550, 909, | 000% | 000% = 000% = 000% = 000% = 000%  0.00% 000%  0.00%
absorb “unemployed” health workers

Percent of public health sector wage

required to absorb “unemployed” 000% = 000% @ 000%  000% & 000% = 000% = 000%  000%  000% 000%  0.00%
health workers

g‘sr;e”t HWE expenditure as % of 1890% | 189% = 189% | 189% | 189% = 189% | 189%  189%  189% = 189% = 189%  1.89%
Cost of supply as % of GDP 142% | 144% | 144% = 143% | 140% @ 136% | 131% @ 127% | 122% @ 137% | 122%  1.44%
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Cost of population health need as %

Need

oo 386% | 378% | 3.67% @ 357% | 341% | 327%  312% | 297% | 283% = 339% @ 283% | 3.86%
Additional cost of need as % of GDP  1.98% | 189% | 178%  169% | 153% | 138%  123% | 108% | 094%  150% | 094% | 1.98%
Additional cost of supply as % of GDP | -0.46% -0.45% -0.45% -0.45% -0.49% -0.53% -0.57% -0.62% -0.66% 0.00% -0.45%
Per Capita HWF Financingbased on o5 05 5000 5p03 | 5203 = 5203 5221 | 5221 | 5221 5222 | 5211 | 5202 | 5222
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FIGURE 50: Economic feasibility analysis under different projection scenarios
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Section 5. Predictive Labour Market Analysis

BOX6: ZIMBABWE CAN AFFORD TO PRIORITISE EXPANSION IN TRAINING AND
EMPLOYMENT OF HEALTH WORKERS BY AN AVERAGE OF 62% TO ATTAIN
UNIVERSAL HEALTH COVERAGE INDEX OF 80 BY 2030

Basing on the 2030 needbased projections and the budgetary space affordability levels, the country may focus
on expanding establishments by 66.7% for high priority staff, 56.3% for medium priority staff and 48.8% for low
priority staff by 2030. The prioritisation would result in the country not meeting its total 2030 staff projections.

In view of the 19% selfreported productivity gap, the country would require aproductivity improvement plan to
meet the 2030 UHC target.

The preferred scenario in relation to health system development would be to attain an upper middle income
health system by 2030. This would entail achieving a Universal health Service coverage Index of 80. At that level
the projections for health workforce needs estimate an additional 57,543 heatth workers from current levels of
effective demand given the available financial space.

The projections for financial space will only cover an average of 62% of the projected need which will translate
to USS$501 million. The 2022 fiscal space managed to absorb the available supply and the combined financial
space (public and private sector) creates additional potential alluded to above.

The 2030 projected need for Community Health Workers was 11,317 to meet the UHC index of 80.

Health Labour Market Analysis for Zimbabwe _
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Summary of the approach

This chapter examines the aggregate health workforce productivity levels in Zimbabwe using Work-
force Productivity Index (WPI). Productivity is a measurement of service outputs that come per units
of inputs such as labour, capital, or any other resource. Health workers performance can be measured
across dimensions that contribute to the achievement of better service delivery and health, such as
staff availability, quality of work (competence, responsiveness), and productivity. Thus, determining
workforce productivity is apart of the performance management process. While productivity is a critical
measure of health worker performance, there are no universally agreed standards and metrics of health
workforce productivity (and performance at large), as these are often limited by concerns on quality of
care and equity in access to health service.

The Zimbabwean Health Labour Market Analysis utilised the Workforce Productivity Index to appreci-
ate the aggregate productivity levels of 63 Districts. Harare, Chitungwiza and Bulawayo were classified
as Districts for the purpose of this analysis. The WPI was adopted to manage resources and time lim-
itations.

The Methodology used.

The methodology involved aggregating the total number of health care services provided to the popula-
tion in the 63 districts into a Composite Services Index (CSl). The relevant labour inputs were aggregat-
ed into some Composite Human Resources for Health measure (CHRH).

Workforce Productivity Index =CSI/CHRH.
To measure workforce productivity the following steps were followed:
1. Determining the Service Unit.

In this case, fifteen service units were used for productivity analysis. These included family planning
visits, CWC Visits (0-59) antenatal visits, deliveries, general outpatient, total inpatient days, minor sur-
geries, caesarean sessions, major surgeries, specialised surgeries/treatments, specialist clinic visits,
critical care patients, dialysis patients, CT scans and MRI scans for 63 districts. The annual services
output data was provided by the Ministry of Health and Child Care Health Information Department.

2. Determining the Categories of Health Services to Include as Outputs in the Numerator and Deter-
mining a Method of Aggregating Different Categories of Health Services into a Composite Service
Indicator

The services captured in the output measure were those that are provided by the categories of health
workers captured in the input measure. The staff categories in Table 21 were used in determining the
services to compose the output measure. The Health Service outputs were aggregated into a single
Composite Service Indicator (CSI) by taking a weighted sum of the volume of various categories of
services produced in a

Service unit: CSli =3jajSij

CSli = Composite service indicator for service unit i
Sij = Volume of service jin service unit i
aj = Weight assigned to service j(level of effort)

Health Labour Market Analysis for Zimbabwe



The Composite Service Index is the weighted sum of these service outputs. There are several approach-
es to the weighting but the one chosen for this analysis is based on the equivalence to outpatient con-
sultation using weights derived from the costs of the various service units in Zimbabwe. Refer to Table
21: Service output weighting to the equivalence of outpatient consultations.

3. Aggregating Different Staff Categories in Composite Human Resources for Health Measure

Similar to the Composite Service Indicator, it was necessary to determine weights to assign to different
categories of staff to come up with the Composite Human Resources for Health Measure (CHRHIi):

CHRHi = YkBkHRHik

CHRHi = Composite human resources for health indicator for service unit i
HRHik = Number of health workers of category kin service unit i
Bk = Weight assigned to health worker type k

The aggregate cost of wages and salaries of thirty-three (33) occupational groups of health workers
was used as the inputs for productivity measurement. The health workers included were General Med-
ical Practitioners, Specialist Doctors, Specialist Nurses, Registered General Nurses, Medical Labora-
tory professionals, Pharmacy professionals, Radiographers amongst others. Their contribution to the
service output was deemed to be weighed against their wages and salaries. This approach placed
the greatest weight on the highest paid health worker to generate a human resource for health input
measure that is equal to total salaries paid out to all health workers. Therefore, it is extremely useful
for measuring services delivered per unit of salary expenditure and for making cost-effectiveness com-
parisons across service units.

Using the salary of Government Medical/Hospital Officer as the reference cadre to weigh health worker
contribution, Medical Specialists had the highest weighted staff contribution at 1.74 (100 Specialists
equivalent to 384 GMOs), whereas the grade with the lowest weighted staff contribution was Nurse
Aide with 0.56 (100 Nurse Aides equivalent to 40 GMOs). Registered General Nurses had 0.65 as the
weighted staff contribution (100 RGNs equivalent to 54 GMOs), Medical Laboratory Scientists had a
weighted staff contribution of 0.80 (100 Laboratory Scientists equivalent to 80 GMOs), whilst it was
0.67 for Pharmacists (100 Pharmacists equivalent to 57 GMOs) and 0.75 (100 Clinical Psychologists
equivalent to 72 GMOs) for Clinical Psychologists as shown in Table 21.

TABLE 21: Cadres included in analysis & Service output weighting

BAS.SAL ALLws  CROSS.  ,\n gaL Weighted  Weighted
CADRE (Monthly) (Monthly) SAL (Annual) Staff Con- Salary - in
(Monthly) tribution 100 LCU

Clinical Psychologist 80 716 796 9,547 0.75 72
Medical Laboratory Scientist/

Technologist 80 761 841 10,092 0.80 80
State Certied Med Lab Teommician 7" 67 708 B4y 067 &
Primary Care Nurse 69 604 673 8,074 0.64 51
Medical Social Worker 80 583 663 7,956 0.63 50
Health Promotions Officer 80 548 628 7,536 0.60 45
Nutritionist 80 539 619 7,425 0.59 44
Dietitian 80 685 765 9,180 0.72 67
Hospital Food Services Supervisor 71 590 661 7,933 0.63 50
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cADRE BassaL - Auws - SOUS-anwsaL g ldoll CEOTS
Bt | (L ening) (Monthly) () tribution 100 LCU
Government Dental Officer 118 812 930 11,160 0.88 98
Dental Therapist 80 585 665 7977 0.63 50
Dental Technician 71 585 656 7,868 0.62 49
Radiographer Therapy 80 703 783 9,396 0.74 70
Occupational Therapist 80 747 827 9,925 0.78 78
Nurse Aide 48 542 590 7,080 0.56 40
Medical Specialist 313 1,524 1,837 22,050 1.74 384
Speech Therapist 80 747 827 9,924 0.78 78
Physiotherapist 80 747 827 9,924 0.78 78
Orthopaedic Technologist 80 591 671 8,052 0.64 51
Nurse Specialist 80 657 737 8,844 0.70 62
Orthopaedic Technician 71 581 652 7,824 0.62 48
Pharmacist 80 631 711 8,532 0.67 57
Pharmacy Technician 71 603 674 8,088 0.64 52
Environmental Health Officer 80 548 628 7,536 0.60 45
Environmental Health Technician 71 536 607 7,284 0.58 42
Hospital Equipment Technician 71 588 659 7,912 0.62 49
Radiographer Diagnostic 80 703 783 9,395 0.74 70
Medical Physicist 80 713 793 9,516 0.75 72
Hospital Medical Officer 118 937 1,055 12,664 1.00 127
Government Medical Officer 118 937 1,055 12,660 1.00 127
Registered General Nurse/ 71 620 691 8292 065 54

State Certified Nurse

The analysis revealed a national average health Workforce Productivity Index (WPI) of 75.94. This
means that on average, for every US$100 spent on the salaries and wages of health workers, it yields
various service outputs that are equivalent to 76 outpatient consultations. On average US$1 054 888.14
spent on wages and salaries for the health worker categories studied yielded an equivalent of 18 624
outpatient services.

Looking at the WPI index for the districts under study, 24 districts were performing above average and
39 districts were performing below the national average as shown in Figure 52. With regards to health
worker productivity by district, Mt Darwin had the highest WPI of 208.13, followed by Mudzi 168.19,
Mberengwa 149.28, Gokwe North 139.27 and Hurungwe 138.61. The districts with the lowest worker
productivity index were Chitungwiza 21.6, Marondera 32.12 and Chikomba 34.25.

The Zimbabwe Workforce Productivity Index was fairly higher than the studies on WPI conducted in
other African countries such as Ghana, Ethiopia and Kenya. It should be underscored that a Workforce
Productivity Index (WPI) is a partial productivity study therefore to fully interpret and understand the
productivity variations among individual employees, a Multidimensional Productivity Index is appropri-
ate.
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Section 6. Analysis of Aggregate Productivity of Health Workers

Figure 51 illustrates districts productivity by the density of colours. Districts with higher density of green
have higher productivity than those with a lower shade of green.

FIGURE 51: Heatmap of Districts on Aggregate Health Worker productivity, 2021-2022
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Section 6. Analysis of Aggregate Productivity of Health Workers

District Ranking on Aggregate Health Worker productivity, 2021-2022

FIGURE 52
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GROUP 1: Districts that have high workforce productivity and high service coverage (good performers)
- keep them motivated

GROUP 2: Districts that have high workforce productivity, but low service coverage are those where the
workforce is functioning well (i.e. each worker is providing an above-average number of services) but
much of the population does not receive care. In these facilities/districts, service coverage is unlikely
to increase without additional staff. But more facilities may also be needed, if it is the case that the
population does not have access to facilities hence they are not using services.

GROUP 3: Districts that have low productivity and low service coverage are those where the workforce
is not functioning well, and the population is not receiving adequate health care. Within this group,
staffing levels are likely to be adequate to increase coverage of services.

GROUP 4: Districts that have high coverage and low productivity may potentially be overstaffed. This
judgment depends in part on the population density of the district.
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FIGURE 53: Aggregate Health Worker Productivity vs Service Coverage using (using OPD as proxy)
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Section 7. Exploratory Labour Market Analysis from a Health Worker Survey

7.1 Categorisation of Respondents

A total of 2,687 health workers responded to the survey from the sampled facilities. The highest per-
centage of health workers who responded were Registered General Nurses (38.5%), followed by Nurse
Aide (14.4%) and Primary Care Nurse (9.6%). Out of the total respondents 7.4% were Government/
Hospital Medical Officers. Table 22 shows percentage of health workers who responded to the survey
by occupation.

TABLE 22: Percentage (%) of health workers who responded to the survey

Number of health workers

ORI L who responded to the survey I

Nurse Aide 387 144
Registered General Nurse / State Certified Nurse 1034 38.5
Med@cal Laboratory Techn?c@an/ State Certified 51 19
Medical Laboratory Technician

Environmental Health Technician 116 43
Environmental Health Officer 33 1.2
Nutritionist 13 5
Health Promotion Officer 8 3
Midwife 115 43
Primary Care Nurse 257 9.6
Medical Laboratory Scientist, 51 1.9
Other 28 1.0
Government/Hospital Medical Officer 199 7.4
Nurse Anaesthetist 1 0
Community Nurse 8 3
Hospital Equipment Technician 16 .6
Community Health Worker 117 44
Hospital Food Services Supervisor 39 1.5
Physiotherapist 21 8
Dental Therapist 22 8
Operating Theatre Nurse 1 .0
Medical Laboratory Assistant, 1
Pharmarcist 3
Clinical Officer 53
Rehabilitation Technician 53 2.0
Radiographer Diagnostics 8 3
Dental Surgery Assistant 11 4
Dispensary Assistant 11 4
Pharmacy Technician 19 7
Occupational Therapist 20 7
Radiographer Therapy 1 .0
Dental Technician 11 4
Orthopaedic Technician 3 A
Medical Social Worker 3 A
Traditional Medicine Practitioner 1 .0
Clinical Psychologist 2 A
Dietitian 1 .0
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Section 7. Exploratory Labour Market Analysis from a Health Worker Survey

Number of health workers

O LG who responded to the survey Percent
Hospital Equipment Engineer 2 N
Orthopaedic Technologist 1 .0
Orthopaedic Boot Maker 1 .0
Total 2687 100.0

Source: HLMA Survey

7.2 Demographic Characteristics of the Respondents (Health Workers)

The respondents had an average age of 41 years (range: 18-70 years) and an average of 11 years of
work experience (Range: 1-49 years). The highest proportion of respondents were between the ages of
35 and 44 (41.94%) followed by 25-34 age group with 26.08%. About 2.13 %of respondents were less
than 25 years. This is shown by Table 23.

TABLE 23: Characteristics of Health Worker Survey Respondents

Female Male Undisclosed Total
(N=1877) (N=784) (N=26) (N=2687)

What is your age (in years)?

Mean (SD) 40.7 (9.63) 39.6 (9.53) 37.2 (9.50) 40.3(9.61)
Median (Min. Max] 40.0(18.0,70.0] | 38.5(21.0.69.0] | 37.0(24.0,55.0] | 39.0(18.0,70.0]
Missing 11 (0.6%) 2 (0.3%) 1(3.8%) 14 (0.5%)
Location

Rural 737 (39.3%) 308 (39.3%) 1(3.8%) 1046 (38.9%)
Semi-Urban 147 (7.8%) 90(11.5%) 3(11.5%) 240 (8.9%)
Urban 993 (52.9%) 386 (49.2%) 22 (84.6%) 1401 (52.1%)
Facility_Type

Rural Health Centre 419(22.3%) 156(19.9%) 1(3.8%) 576 (21.4%)
District Hospital 318(16.9%) 177 (22.6%) 2 (7.7%) 497(18.5%)
Private Health Facility 113(6.0%) 47 (6.0%) 0 (0%) 160 (6.0%)
Rural Hospital 126 (6.7%) 62 (7.9%) 0 (0%) 188 (7.0%)
Health Post 33(1.8%) 12(1.5%) 1(3.8%) 46(1.7%)
Community Level 75 (4.0%) 15(1.9%) 1(3.8%) 91 (3.4%)
Central Hospital 531 (28.3%) 221 (28.2%) 17(65.4%) 769 (28.6%)
Provincial Hospital 262 (14.0%) 94 (12.0%) 4 (15.4%) 360(13.4%)
Employer

Public Sector 1618(86.2%) 699 (89.2%) 25 (96.2%) 2342 (87.2%)
Mission (Private Not for Profit) 91 (4.8%) 32 (41%) 1(3.8%) 124 (4.6%)
Other 74 (3.9%) 20 (2.6%) 0(0%) 94 (3.5%)
Private for Profit 87 (4.6%) 32 (4.1%) 0(0%) 119(4.4%)
Hgg@ovemmental Organisation - 7 (0.4%) 1(0.1%) 0(0%) 8 (0.3%)

The survey results showed that 70% of health workers were female, 29% were male and 1% chose not to
disclose their gender. About 59% of doctors were male. Males also dominated as dispensary assistants
(64%), Environmental technicians (60%) and government/hospital medical officer (58%). There were
more females than males who were nurse aides (90%), community health workers (85%), midwives
(79%), pharmacists (78%) and primary care nurses (77%). This is illustrated in figure 54.
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Section 7. Exploratory Labour Market Analysis from a Health Worker Survey

FIGURE 54: Gender Distribution of the respondents
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7.3 Facility Type and Rural-Urban Distribution of Health Workers

The survey revealed that 52.1% of health workers work in urban areas, 38.9% in rural areas, and 8.9% in
semi-urban areas. The distribution of health worker by facility type indicated that the highest proportion
were in Central Hospitals (28.6%), followed by Rural Health Centres (21.4%), District Hospitals (18.5%)

and Provincial Hospitals (13.40%). The health posts had the lowest proportion of health workers (1.7%)
as shown in Figure 55.

FIGURE 55: Facility Type and Rural-Urban Distribution of health workers
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7.4 Intention to Migrate Amongst Health Workers

Of the 2,687 respondents, 41% (1102) had intentions to migrate abroad sometime in the future. Of these
75% had the intention to migrate for work and about 21% intended to migrate for further studies. Of the
41% intending to migrate, 53% had started working on their plans to migrate abroad. Amongst those
with intentions to migrate, 3.8% were planning to leave within the next 6émonths and another 7.2% have
plans of migrating within a year. Nearly 16.6% had plans to migrate from one year or more. Thirteen
(13%) were not sure of when they will migrate though they intend to do so, as shown in Figure 56.

FIGURE 56: Overall Migration Intention
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General Practitioners: Sixty two percent (62%) of General Practitioners intended to migrate abroad.
Fifty-three (53%) of the Medical Practitioners had already started working on their plans to migrate.
Around 2% intended to leave in less than 6months, 19% intended to leave between 6 months and 1 year.

Registered General Nurse: The survey revealed that 54% of Registered General Nurses intended to
migrate. Of these 60% had initiated the process of migration. The survey revealed that 11% intended to
leave in less than 6 months while 21% had intentions to leave between 6 months and one year. Almost
60% of Registered General Nurses intended to migrate from one year or more.

Midwife: Fifty three (53%) of Midwives had intentions to migrate abroad, of these 63% had already
started working on their plans to migrate. About 5% of midwives intended to leave in less than 6months.
Fourteen percent of Midwives intended to leave between 6 months and 1 year. The survey results
showed that 38% of midwives intended to leave from 1 year or more.

Primary Care Nurse: About 26% of Primary Care Nurses had intentions to migrate. Out of the 26%,
around 47% had started working on their plans to migrate abroad. Three percent intended to leave in
less than 6 months, 25% intended to migrate in 1-2 years. See Table 24.

TABLE 24: Migration Intentions Amongst Selected Cadres

Already start- When the health worker intend to migrate
Inten- ed working Between

tionto | onyourplans | Inless | "

Migrate | tomigrate | thané | o s

abroad months | 4 year

Government/Hospital Med-

) 62% 53% 2% 19% 36% 15% 6% 23%
ical Officer
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Already start- When the health worker intend to migrate

I.nten' ed Working In less Between

tionto | on your plans thane | themext | 1-2 3-5 | 6-10 | Not

Migrate | to migrate months | © Months | years | years | years | sure

abroad and 1 year

Midwife 53% 63% 5% 14% 19% 12% 7% 44%
Rehabilitation Technician 38% 40% 10% 15% 25% 15% 0% 35%
Medical Laboratory Techni-
cian/State Certified Medi- 35% 50% 6% 17% 28% 6% 17% 28%

cal Laboratory Technician”

Medical Laboratory Scien-

oy 31% 38% 13% 0% 19% | 31% | 6% | 31%
Primary Care Nurse 26% 47% 3% 22% 25% 9% 5% 37%
E{‘Cviiarr?”mema' Health Tech-| 559, 31% 7% 0% | 34% | 17% | 7% | 24%
Nurse Aide 20% 32% 12% 5% 2% | 11% | 4% | 57%

7.5 Predictors of Intention to Migrate

This Section provides findings of an analysis of the HLMA individual health worker survey data that
sought to identify predictors of Intention to Migrate (ITM). Using the question on whether a health
worker had an intention to migrate or not as an outcome variable of interest against all possible predic-
tor variables in the questionnaire, the authors used a Random Forest machine learning classification
model against 35 predictor variables. The predictors were filtered having been confirmed as important
predictors from the total of over 60 variables in the questionnaire, as part of a variable extraction step in
the analysis. The Random Forest Model, which attained 82% accuracy and 79% precision in predicting
ITM, was noted to have sufficiently good performance to provide some insights on factors influencing
migration among health workers in Zimbabwe.

FIGURE 57: Predictors of Intention to Migrate by Feature Importance

Predictor Importance for ion to Mig - Based on lom Forest Mean Decrease of Accuracy

Feeling_About_Future_Employment |
Preference_To_Continue_In_Current_Facility
What_Is_Your_Age
Important_Of_Continuing_Current_Facility_
Enthusiastic_To_Apply_In_Current_Facility
Interaction_On_Housing
Reservation_Wage

Age_Bracket

Type_Of_Health_Facility
Total_Expenditure

Job_Demands_Score
Average_Income_Quality
Earnings_Quality_Score
Number_Of_Years_In_Profession
Quality_Of_Earnings_Score
Time_Pressure_At_Work
Quality_Of_Working_Envt

Cadre

Income_Disatisfaction
Self_Performance_Last_Six_Months
Comparing_Current_Income_With_Others
Expenditure_On_Healthcare
Migration_Wage

Expenditure_On_Leisure
Location_Of_Your_Facility

Transfer_Wage
Hours_Do_You_Work_In_A_Week
Job_Resources_Score
Which_District_Are_You_Working_In
Expenditure_On_Food
What_Is_The_Extent_Of_Time
Physical_Health_Risk_Factors
Total_Earnings

Performance_In_Unit
Self_Performance_Last_30_Days
Type_Of_Employer
What_Is_The_Likelihood_Of_Being_Unemployed |

o

10 20 30 40
Variable Importance Score

Source: Authors Using HLMA Exploratory Data

Health Labour Market Analysis for Zimbabwe _




Section 7. Exploratory Labour Market Analysis from a Health Worker Survey

Figure 57 (see on the previous page) shows the ranking of variable importance in the prediction model,
based on average decrease of accuracy - number or proportion of observations that are incorrectly clas-
sified by removing the variable from the model. In addition to directly and typically anticipated related
factors such as health workers’ feelings about future employment and preference to continue in current
facility, other factors that ranked high were related to age, interaction of age and experience, housing
expenditure, revenue wages and job demands. Other factors included in the list of confirmed predictors,
albeit with relatively lower importance scores, reflect the diversity of push and pull factors that go be-
yond the income and expense burden to include work environment, job resources and physical health
risk factors.

Rural vs urban comparison in intentions to migrate abroad

Figure 58 shows that health workers in urban areas (50%) had the highest percentage of intention to
migrate followed by semi-urban areas with 38%. Of the Rural health workers 30% had intentions to em-
igrate (P<0.01).

FIGURE 58: Rural and Urban distribution of Health care workers with intentions to Migrate
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Likely Destination Countries for Health Workers with Migration Intentions

Consistent with current data on migration, the UK is the most preferred destination country for health
workers with migration intentions. The survey revealed that the top 5most preferred countries that
health workers intend to migrate to are the UK (50.7%), USA (16.3%), Australia (10.6%), Canada (8.1%)
and Namibia (5.3%) as shown in Figure 509.

FIGURE 59: Preferred destination countries
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7.6 Income and Wage Expectations of Zimbabwean Health Workers

The exploratory survey established that the average current income of all cadres of health workers
excluding Village Health Workers were about US$463 (median =US$ 450) compared with an expected
US$618 reservation wage. Although there were significant variations across cadres, the results indicat-
ed a gap of US$155 per month between what workers were earning and the minimum that they would
accept if they were still unemployed. However, there were other health workers who did not state some
allowances as part of their income therefore underestimating their total income. Nonetheless, 84% of
the health worker categories had already attained their reservation wage when their reservation wages
were compared to the payroll data. Therefore, any wage increase needed to be aimed towards reaching
the transfer wage.

For community health workers, they earn an average of US$78 per months (as their work is not full time
and they are remunerated at different rates depending on the funder). However, their reservation and
transfer wages were US$130 and US$270, respectively. Towards salary harmonization for community
health workers among the different funding partners, these could be considered as the benchmark.

The survey also revealed that the wage that makes them uninterested in taking up employment else-
where was US$1,078 (transfer wage). The gap between their current income and their transfer wage
was USS$615, the potential retention gap. Thus, future retention strategies needed to incrementally
close a gap of US$615. The migration wage to neighbouring, regional and international destinations
was averaged at US$2,453.

Figure 60 summarises the average wage expectations of selected Health Workers and annex 1 has
details.

FIGURE 60: Summary of current income vs wage expectations
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FIGURE 61: Self-Reported Income and Wage Expectations by Cadre
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7.7 Health Workers' Personal Expenditure Compared with Current and Expected
Income

The survey established that health workers were averagely spending US$706 per month compared to
their self-reported average income of US$431. If health workers were earning the average transfer wage
of US$895, they would be earning a full living wage plus a potential savings of US$189, which would
translate to 21% of income as savings. The gap between their current income and their expenditure
is an average of US$275. Given the latter the health worker has to secure from other income sources
about 64% of their current income to break even. In real terms the current health workers income only
meets 61% of their basic needs as shown in figure 62.

FIGURE 62: Summary of Health Workers’ Personal Expenditure Compared with Current and Expected Income
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Overall, consumption expenditure by health workers varies by cadre with the General Medical Officer ex-
penditure at US$1,049 compared to their self-reported average monthly earnings of US$608 giving a gap
of US$441; and that of the Registered General Nurses being US$745 compared to their income of US$460
showing a gap of US$285. The net effect of the above scenario in real terms after statutory deductions as
well as other basic deductions eg medical and funeral policy, the worker is worse off after expenses (net
salary vs reported expenditure). Figure 63 shows the variations between income and expenditure by cadre.
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FIGURE 63: Personal Expenditure Compared with Current and Expected Income by Cadre
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7.8 Self-Reported Levels of Productivity and Absenteeism

The self-reported performance of Health workers in the last 30 days was 81% and 80% in the last
6months. They indicated that the job performance of co-workers in their ward or unit was 72%, meaning
that health workers reported being 9% more productive than their peers in the same unit/ward. There-
fore, actual self-reported productivity of health workers is anywhere between 72% and 81%.

The self-productivity gap was 19% and efforts should be made to improve productivity levels to 100%.
However, salary adjustments to the health sector done in the last six months improved productivity by
1% and therefore did not effectively change the self-reported productivity of health workers.

FIGURE 64: Self-Reported Levels of Productivity
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FIGURE 65: Self-reported levels of productivity (selected cadres)
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Rural vs Urban Comparison of Self-reported productivity

Health workers in rural areas reported being 3.4% more productive compared to their urban counter-
parts (P<0.001). No statistically significant difference was detected between rural vs semi-urban and
between urban and semi-urban. Predictors between urban and rural setting need to be modelled to

establish their contribution to this outcome. Table 25 shows the comparisons between Rural vs Urban
self-reported productivity.

TABLE 25: Rural vs Urban Comparison of Self-reported productivity

. 95% Confidence
Location Mean Std.ﬁ[;vre]wa- std. Error Interval for Mean
Lower Bound Upper Bound
Rural 1046 8.31 1.894 0.059 8.19 8.42
Semi-urban 240 7.97 2.037 0.131 7.71 8.23
Urban 1399 7.91 2.143 0.057 7.80 8.03
Total 2685 8.07 2.048 0.040 8.00 8.15

Self-Reported Levels of Absenteeism

Health workers reported missing at least one day of their scheduled duties within the last month. This
translated into an absenteeism rate of 3.3% (Cl: 2.7-3.9%). However, this could be higher as health

workers reported that for their colleagues, the tendency to be absent from work was roughly 37% which
is more likely to be the level of absenteeism.
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7.9 Quality of Health Worker’s Job in Zimbabwe

The survey determined and measured the Global Job Quality Index which is composite measure of the
following dimensions.

i. quality of earnings score,
ii. labour market quality score and
iii. quality of working environment.

Overall, the quality of health worker’s job was rated at 42%. Of the three dimensions, the highest job
quality score was on the quality of working environment (70%), and lowest was on the quality of earning
which was rated at 16%. The labour market conditions (protection against unemployment and extreme
low pay) also scored low at 38%. The global job quality score was brought down by the quality of earn-
ing score and the labour market quality score. The Global job quality index for the health workers was
below 50% and efforts should be made to target the quality of earnings score and labour market quality
score which were generally low.

FIGURE 66: Overall job quality scores of health workers

Job Quality Dimension N Std. Error Mean 9% LCL 95% UCL
Global Job Quality Index 1869 0.0217 42% 38% 46%
Qualty of Earnings Score 2091 0.03615 16% 9% 23%
Labour Market Quality Score 2456 0.03221 38% 32% 44%
Unemployment Security Score 2686 0.04723 28% 18% 37%
Security Against Extreme Low Pay score 2457 0.04121 48% 40% 56%
Quality of Working Environment Score 2681 0.03798 70% 62% 77%
Job demands score 2681 0.04701 71% 62% 80%
Job Resources Score 2683 0.04101 69% 60% 77%

FIGURE 67: Overall job quality scores of health workers by cadres
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Section 8. Return on Investment Analysis

8.1 Global evidence on returns on investing in the health workforce

As part of the global sustainable growth and development agenda, the United Nations member countries
including Zimbabwe in 2015 adopted the Sustainable Development Goals (SDGs) of which Goal 3with its
13 targets aims at healthy lives and the well-being of people at all ages, including universal health cover-
age (UHC).

Health workforce expenditure has previously been considered a cost that needs to be contained to free up
resources for investment in areas that have been traditionally considered productive sectors. However, re-
cent evidence has shown that the health workforce is an important multiplier of economic growth through
six main causal pathways (see Figure 65). These are (a) the health pathway -the intrinsic (non-market-val-
ue) health benefits of the health system; (b) the economic output pathway which concerns the intrinsic
(market-value) economic benefits of the health system; (c) the social protection pathway, addressing
sickness, disability, unemployment and old-age benefits, as well as financial protection against loss of in-
come and catastrophic health payments; (d) the social cohesion pathway, addressing the role of a health
system in promoting equity and fostering redistribution and growth; (e) the innovation and diversification
pathway, addressing the role of the health system in driving technological development and in offering
protection against macroeconomic shocks; and (f) the health security pathway, addressing the role of the
health system in protecting against epidemic outbreaks and potential pandemics?®

FIGURE 68: Health pathway to economic growth
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Source: Adapted from Lauer et al, 2017

Furthermore, the report of the UN High Commission on Health Employment and Economic Growth
(HEEG) demonstrated that investing in the health workforce yielded a 9-fold return on investment. WHO,
‘Working for Health and Growth: Investing in the Health Workforce', 2016.However, this is an area that
requires further exploration.

8.2 Return on Investment from Investing in Health Workforce

Owing to data limitations, sophisticated impact modelling was not feasible. Therefore, simple correc-
tions and single variable models were used to explore between health workforce density and selected
variables. The preliminary results largely reinforce the known global evidence that investing in the health
workforce provides a significant return on investment.

3 J. Lauer and others, 'Pathways: The Health System, Health Employment, and Economic Growth’, In Health Employment and Economic Growth:
An Evidence Base. Geneva: World Health Organization, 174 (2017).
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Increased Life Expectancy versus Health Workforce Investment

In Zimbabwe's context, increasing employed health workforce density by one unit per 10 000 population
(that is, by approximately 1,520 per annum) is correlated with at least one year of added life expectancy
to Zimbabwe (see Figure 69), which in turn has a great impact on GDP per capita.

FIGURE 69: Scatter plot showing the relationship between health workforce per 10 000 population and life expectancy at birth in Zimbabwe
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Reduction in Maternal Mortality

Also, the analysis shows a negative and statistically significant relationship between health workforce
density and the lifetime risk of maternal death in Zimbabwe. For every 1,520 trained and retained health
workers, 12 maternal deaths for every 100,000 live births per year are averted (see figure 70). This
analysis should, however, be interpreted with caution as the time series was only 11 years and single
predictor variable models were assumed, but in reality, several variables moderate or mediate or even
confound these relationships.

FIGURE 70: Scatter plot showing the relationship between health workforce per 10 000 population and lifetime risk of maternal death in Zimbabwe
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Health Workers keep the children alive and healthy: Also, the analysis showed a negative and statis-
tically significant relationship between health workforce density and under-5 mortality per 1,000 live
births. If Zimbabwe increases by one unit in the density of health workers per 10,000 population (say,
1520 doctors, nurses and midwives), they avert 3 under-5 mortality per 1,000 live births as shown in
figure 71.

FIGURE 71: Scatter plot showing the relationship between health workforce per 10 000 population and under 5 mortality rate per 1,000 live births
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Health workers boost HIV epidemic control: The analysis showed a negative and statistically signif-
icant relationship between health workforce density and HIV prevalence of population aged 15-49
years old. For every 1,520 trained and retained health workers, there is an associated reduction in HIV
prevalence rate by 0.13% as shown in figure 72.

FIGURE 72: Scatter plot showing the relationship between health workforce per 10 000 population and HIV prevalence of population aged 15-49
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NB: For every US$100 spent on the salaries and wages of health workers, it yields various service out-
puts that are equivalent to 76 outpatient consultations in relation the workforce productivity index
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Section 8. Return on Investment Analysis

Zimbabwean health workers are highly productive, the investment will not be wasted:

BOX7/: RETURN ON INVESTMENT IN ZIMBABWE'S HEALTH WORKFORCE

i.  InZimbabwe's context, increasing employed health workforce density by one unit per 10 000 population (that is,
by approximately 1,520 per annum) is correlated with at least one year of added life expectancy to Zimbabwe

ii.  Forevery 1,520 trained and retained health workers, 12 matemal deaths for every 100,000 live births per year are
averted

ii.  If Zimbabwe increases by one unit in the density of health workers per 10,000 population (say, 1520 doctors,
nurses and midwives), they avert 3 under-5 mortality per 1,000 live births

iv. For every 1,520 trained and retained heatth workers, there is an associated reduction in HIV prevalence rate by
0.13%

v.  For every US$100 spent on the salaries and wages of health workers, it yields various service outputs that are
equivalent to 76 outpatient consultations in relation the workforce productivity index
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Recommendations for
Policy and Strategic Actions

Based on the findings of the Zimbabwe comprehensive HLMA, the Health Services Board together with
the Ministry of Health and Child Care recommended the following policy and strategic actions to ad-
dress the findings of the report, which are categorised into 5 thematic areas as outlined below:

1.

Health Labour Market Analysis for Zimbabwe

Human Resources for Health Planning and Financing

Prioritize health workforce planning and financing to address population health needs and reduce
health worker attrition from the health labour market

1.1. Advocate for sustained political commitment to achieve an upper middle-income health sys-
tem by 2030.

1.2. Adopt 80 service coverage index for UHC as strategic direction for health system development
towards upper middle-income health care system and progressively work towards meeting the
financial space requirements to address the HRH needs, salaries and wages required to retain
staff.

1.3.Develop an HRH Investment Compact aimed at progressive development of a sustainable
Health Workforce supply and demand towards an upper middle income health system.

1.4. Secure and sustain Government commitment to support Community Health Workers through
grant aiding.

1.5. Utilise evidence on wage expectations (reservation wage, transfer wage and economic rent) to
guide policies on Government and partner-supported posts.

1.6. Initiate annual health workforce dialogue.
Human Resources for Health Production, Training and Development

Rapidly scale up the quantity and quality of health workforce education and training (production)
to address the current shortages and evolving population health needs

To address the shortfall in the supply of additional healthcare workers the following should be
considered:

2.1.Establish and expand existing basic, post-basic, undergraduate and post-graduate training
schools.

2.2. Mobilize equipment, material resources and retain high quality human resources for training.

2.3.Improve the skills mix for disciplines that are not being locally trained and provide targeted
scholarships for critical shortage areas.

Human Resources for Health Deployment, Utilisation and Governance

Optimize the HRH deployment governance system to ensure deployment of health workforce in
an equitable manner to adequately address the population health needs in different geographical
areas.

Under this priority area focus should be on the following:




3.1.Expand MoHCC staff establishment by an average of 9 758 workers per year from 2023 to
2030 to meet the projected staff need of 133 128 required for 80% Universal Health Coverage
and 99.1% disease burden coverage in an upper middle income economy. Due to issues of
fiscal sustainability and demand affordability the establishment expansion shall be prioritised
among the different cadres, 48,8% for low priority cadres, 56,3% for medium priority cadres and
66,7% for high priority cadres based on affordability levels and fiscal space. The prioritisation
is based on difficulty in filling the post, attrition rates and criticality.

3.2. Improve the quality of earnings, unemployment security and security against extreme low pay
to increase the health worker job quality index to favourable levels (above 70%).

4. Human Resources for Health Migration and Retention Management

Rapidly set up mechanisms to address and manage human resources for health migration and
retention.

The following actions are proposed for consideration:

4.1.Reduce the intention to migrate from the current 41% to less than 10%.

4.2.Increase maximum production of health workers and reduce attrition by at least 50% of the
2022 levels.

4.3. Develop evidence-based ethical policies on the migration of health workers by the end of 2023
by reviewing the bonding agreement framework to reduce external migration.

4.4.Review salaries progressively to transfer wage levels by 2025.
4.5. Resuscitate a health sector employees vehicle loan guarantee fund by 2025.

4.6.lmplement a Housing loan guarantee scheme to expand loan beneficiaries from the current
637 to cover all eligible cadres and use bank-supported schemes.

4.7.Advocate for Zimbabwe to be added to the health workforce support and safeguard list when
it becomes eligible in 2023 and sign bilateral agreements with countries that have the highest
intake of Health Workers from Zimbabwe.

5. Human Resources for Health Information, Research, Monitoring and Evaluation

Increase investment in strengthening health workforce data, evidence generation and use for de-
cision making through a robust human resource for health information, research and Monitoring
and evaluation system

To ensure robust HRH information is available for decision making the following should be consid-
ered:

5.1. Conduct a Multidimensional Productivity Index (MPI) study for the health sector to guide pro-
ductivity improvement plans and salary incentives.

5.2.Develop and implement the National Health Workforce Accounts and the Zimbabwe National
Health Workforce Observatory to enable triangulation and harmonisation of health workforce
data and information across different sectors of the country.

5.3. Carry out periodic health labour market analysis using data generated from routine health in-
formation systems.
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Annex 1: Income and Wage Expectations by Cadre
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S Government/Hospital Medical Officer 608 1,107 1,624 3,050 -499 -1,016 -2,442 -82% -167%

g~ Occupational Therapist 509 479 894 2,467 30 -386 -1,958 6% -76%

N Rehabilitation Technician 491 597 872 2,251 -106 -381 -1,760 -22% -78%

§ Physiotherapist 486 556 929 3,021 -70 -443 -2,535 -14% -91%

g Midwife 476 602 1,109 2,660 -126 -633 -2,183 -26% -133%

“ Medical Laboratory Scientist, 468 642 1,077 2,154 -174 -608 -1,686 -37% -130%
Pharmarcist 463 611 914 1,757 -148 -451 -1,294 -32% -98%
Health Promotion Officer 462 556 1,083 1,880 -94 -621 -1,418 -20% -135%
Registered General Nurse / State Certi- 460 555 949 2423 95 -489 1,963 21% 106%
fied Nurse
Hospital Equipment Technician 458 449 1,033 2,736 9 -575 -2,278 2% -126%
Pharmarcy Technician 452 494 1,132 2,519 -42 -679 -2,066 -9% -150%
Community Nurse 442 486 1,186 2,783 -44 -744 -2,341 -10% -168%
Dental Surgery Assistant 439 1,040 1,372 2,029 -601 -933 -1,590 -137% -213%
Environmental Health Technician 430 455 810 1,728 -25 -380 -1,298 -6% -88%
Dental Therapist 429 503 852 1,600 -74 -423 -1,171 -17% -99%
Medical Laboratory Technician/ State o 2a0
Certified Medical Laboratory Technician 425 484 761 2,293 60 336 1.868 14% 79%
Hospital Food Services Supervisor 424 522 784 2,306 -98 -360 -1,883 -23% -85%
Primary Care Nurse 416 459 792 1,865 -44 -376 -1,449 -11% -91%
Radiographer Diagnostics 414 714 1,113 3,214 -300 -699 -2,800 -72% -169%
Nutritionist 413 593 1,033 2,200 -180 -620 -1,787 -44% -150%
Dental Technician 398 636 1,165 2,020 -239 -767 -1,622 -60% -193%
Environmental Health Officer 391 505 773 1,755 -114 -382 -1,364 -29% -98%
Clinical Officer 369 671 950 2,306 -302 -581 -1,936 -82% -157%
Nurse Aide 357 377 587 1,471 -19 -230 -1,114 -5% -64%
Dispensary Assistant 347 334 708 1,550 13 -361 -1,203 4% -104%
Other 335 649 887 2,002 -313 -552 -1,666 -93% -165%
Community Health Worker 78 130 270 657 -51 -191 -578 -66% -244%
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