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Global Action Plan for Healthy Lives and Well-being: Input for the public consultation  

We welcome this opportunity to provide input into the Global Action Plan for Healthy Lives and Well-

being (GAP) and its accelerator discussion papers. Below, please find recommendations that the 

signatories would like to make in relation to (1) the process of preparing the GAP, (2) the accelerator on 

sustainable financing and (3) integrating due attention for addressing human resources for health 

challenges. 

Process 

The Global Action Plan for Healthy Lives and Well-being provides an important and urgently needed 

initiative calling on multilateral health organizations to accelerate, align, account for and assess their 

contributions to realizing health for all. While we appreciate the opportunity to provide feedback on the 

draft outline of the plan and its accelerator discussion frameworks, we are concerned about the process 

for civil society consultation.  

Not only is this consultation coming at a very late stage, with the Plan to be presented in September 

2019, it is also inviting feedback on incomplete papers (the GAP draft outline), that “do not necessarily 

reflect the views of the 12 Global Action Plan signatory agencies” (the accelerator discussion papers). 

Will be another opportunity for feedback once the papers are further developed and consensus is 

reached among signatory agencies?  

We would rather see a proper consultation process, giving civil society the opportunity to share its 

expertise fully, taking more time, than a hastened process to finish the Plan by September 2019, and 

hence not fully grasping this important opportunity. We would like to state that, providing input into this 

consultation does not imply our endorsement of the process. 

Accelerator 1: Sustainable Financing 

The Sustainable Financing accelerator discussion paper indicates a number of very relevant areas for 

improving alignment, accountability, joint assessments and accelerating. We would like to suggest the 

following amendments in order to strengthen the equity and gender impact, integrating human 

resources for health challenges and filling the funding gap for Universal Health Coverage (UHC): 

1. Strengthen the way in which equity is operationalized and to explicitly include gender equity. In the 

current version of the paper, equity is emphasized mostly in relation to health spending. However, if 

the resources raised for health spending, are raised in a manner that is regressive – placing a 

relatively large share of the burden on lower income groups – the net effect of equitable spending 

may be lost. Therefore, we suggest: 

a. Adjusting the second bullet on page 1 as follows: “…, improve the efficiency and equity of health 

spending and resource mobilization.” 

b. Expanding the section on “Inefficient and inequitable health spending” by adding “and resource 

mobilization” to the heading and pointing to the importance of (a) progressive tax systems for 

public funding of health and (b) “the need to shift to compulsory pre-paid financing 

arrangements for health services, which is critical for achieving universal health coverage and 
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for equity”, as was also highlighted by the Global Fund’s Technical Review Panel in its October 

2018 report. 

c. Adding equity and gender equality as additional principles to govern the sustainable financing 

for health agenda; 

d. Including the need for progressive taxation and compulsory pre-paid financing arrangements in 

driver 1, which currently emphasizes taxes on products harmful to health. While such ‘health-

taxes’ can play a role to reduce consumption of unhealthy products, they generally do not 

contribute significantly to resource mobilization, and they tend to be regressive. Rather, wealth, 

corporate and personal income taxes should be scaled up. 

e. Including the use of Human Rights commitments, tools and indicators in driver 5, in addition to 

the human capital index and investment plans. 

2. Better integrate the challenge of filling the funding gap for human resources for health (HRH). In the 

current draft paper, HRH are approached mainly as an efficiency and public finance management 

(PFM) challenge. In doing so, the paper neglects the immense shortages of HRH in many low- and 

lower-middle-income countries and the fact that a shortage of funding – and not only inefficient use 

– is one of the major constraints towards expanding the health workforce. While acknowledging the 

fact that important improvements can and must be made to improve efficiency and PFM, we call on 

the GAP signatories to make an effort to fill this gap through a coordinated effort. 

3. Be more concrete and ambitious in relation to international efforts needed to mobilize more 

resources for health.  

a. As indicated in the paper, Development Assistance for Health (DAH) has been stagnating, and a 

call is made to increase DAH. We suggest including a call to high-income countries to live up to 

their commitments and allocate 0.7% of their Gross National Income to Official Development 

Assistance as a driver.  

b. We are glad to see that the paper mentions the need to address tax avoidance through global 

action. As indicated in SDG17 and in the recent Financing for Sustainable Development Report 

2019, there are other important areas for global action to strengthen countries’ ability to 

mobilize public resources. In line with these, we recommend to call for a significant scale-up of 

global efforts to end tax avoidance and evasion, address tax competition to reverse the global 

decline of corporate tax rates, an effective debt work-out mechanism and revamping of the 

multilateral trading system”. 

Human Resources for Health 

A fit-for-purpose, educated, motivated and supported health workforce is considered to be the 

backbone of any well-functioning health system. However, the world is facing a global health workforce 

crisis, with a projected shortfall of 18 million health workers by 2030, with the biggest shortages in low 

and middle-income settings.  

The current accelerator drafts make minimal mention of this challenge and make no effort to address it, 

even though the health workforce is a critical enabler for all accelerators. For example, even when digital 

solutions and technological innovations are widely implemented, 60-70% of government spending on 

health is on people: education, in-service training, and salaries. Also, the integrated service delivery 
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component elaborated in the Accelerator on Primary Healthcare is silent about the human resources 

implications of the ambition to deliver comprehensive care throughout the life course. 

Ideally, a fit-for-purpose health workforce consists of a broad range of health worker cadres that 

together provide a continuum of care: promotive, preventive, curative, rehabilitative services and 

palliative care must be accessible to all. The exact composition of the health workforce (i.e. the required 

cadres in the required numbers) depends on the demographical and epidemiological profile of the 

population, and is therefore context-dependent; there is no blueprint for ‘the’ perfect health workforce 

composition.  

The 12 multilateral global health and development organizations in the GAP are perfectly positioned to 

align their (sometimes very diverse) in-country health workforce strategies and practices, and to invest in 

a health workforce that contributes to all in-country health needs, and lays the foundation for an “SDG3-

proof” health workforce in that country. 

 The Global Fund, in its Technical Review Panel report of 2018 already identified some important points 

for improvement in this area: 

 Ensure that incentive schemes for government workers are consistent within countries 

 Adopt a standard salary scale among donors for (community) health workers  

 Shift to supporting pre-service, rather than in-service training, and make use of distance learning 

possibilities for continuous learning 

 When targeting expansion of community health workers, make sure that these include 

appropriate budget allocations and referencing to the supporting systems required. 

We call upon the actors in the GAP to specifically look at HRH implications of all accelerators and 

formulate adequate strategies and plans to address HRH challenges. 

 

These recommendations are endorsed by the following organizations and individuals: 

1. Wemos Foundation (Netherlands) 

2. Afrihealth Optonet Association (Nigeria) 

3. Association of Malawian Midwives (Malawi) 

4. Club des Amis du Monde (Guinea) 

5. Cordaid (Netherlands) 

6. Dakshayani and Amaravati Health and Education (India) 

7. Dr Uzo Adirieje Foundation (Nigeria) 

8. Femmes Unies pour la Paix dans la Région des Grands Lacs (Burundi) 

9. Femmes-Santé-Développement (Cameroon) 

10. Good Health Community Programmes (Kenya) 

11. Gorik Ooms, Professor of Global Health Law & Governance, London School of Hygiene & Tropical 

Medicine (United Kingdom) 

12. International Alliance of Patients’ Organizations 

13. International Association for Hospice and Palliative Care 

https://www.theglobalfund.org/media/8093/trp_rssh2017-2019fundingcycle_report_en.pdf?u=636917016380000000
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14. Lok Kalyan Seva Kendra (India) 

15. Medical IMPACT (Mexico) 

16. Muslim Family Counselling Services (Ghana) 

17. Nigerian Women Agro Allied Farmers Association (Nigeria) 

18. Positive-Generation (Cameroon) 

19. Remco van de Pas, Vice-chair Medicus Mundi International network  

20. Society for Conservation & Sustainability of Energy & Environment in Nigeria (Nigeria) 

21. Zimbabwe AIDS Network (Zimbabwe) 


