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This report presents a comprehensive 
assessment of the education and labor 
markets for nurses in the ECSA region. It 
documents the main challenges to train and deploy 
nurses and discusses opportunities for government 
and private sector employers to overcome these 
challenges. The report provides empirical evidence 
to support the expansion of nursing education wi-
thin the region with a focus on private sector enga-
gement, effective labor market regulation, and re-
gional collaboration. A regional focus for investment 
may be necessary to create enough potential deals, 
reduce individual country and regulatory risks, en-
courage good private institutions to move across 
borders within the region, and seek to create regio-
nal standards for regulation.

The report also describes the nursing 
educational market, including the com-
position of training institutions & degree 
types. finds trends in increasing nursing prepara-
tion & expanded clinical responsibilities. Documents 
impressive growth of 10% of nursing graduates per 
year from 2012-2018. Examines nursing educatio-
nal demand, including comparing applications to 
enrollment and graduation, finding some countries 
at excess capacity. Documents concerns with nur-
sing educational quality as a result of rapid expan-
sion in the last decade. The production of nursing 
graduates is correlated to a country’s GDP, with 
higher income countries producing a higher net in-
crement rate of nurses.

Lack of data on the health workforce 
across all stages of the lifecycle of the 
health worker (training, regulation, de-
ployment) in the ECSACoN countries limit go-
vernments availability to plan the health workforce 
rationally. Investments can in fact exacerbate labor 
market asymmetries.

The report identifies four policy scenarios 
for expanding production of nurses to 
meet needs-based demand (status quo, 
25% increase 50%, 75%), attaching a bud-
get estimate to each scenario. The report 
also documents the positive return on investment in 
nursing education for the private individual, as well 
as for the public and society at large, which could be 
reaped with this investment.

The report concludes with several key 
recommendations for how to invest in 
nursing education and labor market. Con-
comitant investments in nursing education, nur-
sing regulation, and nursing data and analytics are 
strongly advised, and specific actions are sugges-
ted.

ExECuTiVE SuMMARy

1. introduction

1. More than 80 percent of the popula-
tion in low-income countries cannot ac-
cess health services because of the lack 
of sufficiently trained health workers.1 
Most countries face either absolute shortages 
(not enough health workers) or relative shorta-
ges (skills imbalances), sometimes both. A recent 
World bank report estimates a global shortage of 
15 million workers by 2030.2 The regional picture 
of this supply-side shortage suggests that lo-
wer-income settings such as Sub-Saharan Afri-
ca face the greatest supply shortfall relative to 
need, estimated in more than 6 million of health 
workers.2 In addition to the insufficient number of 
workers, there is an increasing trend towards spe-
cialization among health care workers resulting 
in shortages of professionals to deliver primary 
health care (PHC), often leaving the most vulnera-
ble populations underserved. The severe shortage of 
health workers and competencies is a critical chal-
lenge to achieving universal health coverage (UHC).

2. There is wide recognition that nur-
ses are essential to achieving universal 
health coverage through primary health 
care.3,4 With the epidemiological changes oc-
curring in Sub-Saharan Africa and the increasing 
burden of chronic diseases focus is on adapting 
current models of primary health care (PHC) to 
make them stronger and more integrated in order 

to meet the changing needs of populations. Nur-
ses make up the largest proportion of the health 
workforce, comprise 90% of the contacts between 
patients and health professionals, and are integral 
at all levels of the health system, from primary 
care, population health, specialized services, and 
policy and management.5 Nurses make an essen-
tial contribution to all components of PHC and 
are frequently the highest level provider, on the 
frontline, providing primary care services.6 The 
Declaration of Astana, reaffirming commitments 
of Heads of State and Government to PHC, firmly 
establishes PHC as the cornerstone of UHC. Nur-
ses have been essential in expanding the delivery 
of more advanced services to rural and remote 
populations, through the informal reallocation of 
tasks, such as HIV treatment and medical male 
circumcision. Evidence shows that nurses are 
instrumental in improving health sector producti-
vity and patient outcomes, and are less expensive 
to train and deploy than other professional health 
workers.7 further, globally the majority of nurses 
are women. Investing in the nursing workforce 
presents a triple return on health, economic gro-
wth, and gender equality.3

3. The global nursing workforce is insuf-
ficient to achieve uHC and deliver the 
SDgs. The State of the world’s nursing 2020 
report found that 89% of the 5.9 million global 
shortage of nurses is in low- and lower-middle 
income countries with countries in the African 
region having the greatest gaps.8 Addressing this 

iNTRODuCTiON1.
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shortage would require, on average, an 8% increa-
se in nursing graduates per year.

4. Much of the expansion in private 
sector training is currently taking place 
without enough attention to shaping the 
market based on real needs and the best 
value for money for patients and gover-
nments. Private investments in skills and higher 
education institutions are sub-optimal in Africa 
due to insufficient evidence on regulations, unk-
nown potential return for investors, and the varied 
ability of the national and regional labor markets 
to utilize health professionals alongside those 
from the public sector. A solid evidence base rela-
ted to the education and labor markets for nurses 
is a critical pre-condition for the development of 
an investment case to scale-up nursing education 
in the region.

5. The education and training of nurses 
as an integral part of the health work-
force calls for a revision of the curricula, 
an improvement of the infrastructure 
and addressing faculty shortages. Trai-
ning of nurses must be modified to effectively ad-
dress population needs. Nurses are well placed to 
meet changing health needs by delivering increa-
sed levels of health promotion and disease pre-
vention, developing primary care, and by providing 
support and supervision for community health 
workers.9 To prepare strong graduates from 
nursing schools, there needs to be an increase in 
the number of nursing faculty and other clinical 
educators with experience working in resource-
constrained settings.

6. The time to act is now, in alignment 
with the global call for strengthening the 

nursing workforce. 2020 is the International 

Year of the Nurse and the Midwife. furthermore, 

this year the report State of the world’s nursing 

2020: investing in education, jobs and leadership 

was released and presents the opportunity for 

countries to commit to a decade of action. The 

report is framed in the context of how investment 

in the nursing workforce is essential to accelerate 

progress towards UHC and deliver the Sustainable 

Development Goals (SDGs) and presents the most 

up-to-date policy options for the global nursing 

workforce. The launch of the Nursing Now cam-

paign around the world is a call to raise the profile 

of nursing and to highlight the importance of the 

need for more well-trained nurses, of investing 

in recruitment and retention strategies, and of 

removing the barriers to the development of ad-

vanced nursing roles, which are all proving highly 

effective at expanding healthcare coverage.10

7. This report presents a comprehensive 
assessment of the education and labor 
markets for nurses in the ECSA region. 
It documents the main challenges to train and 

deploy nurses and discusses opportunities for 

government and private sector employers to 

overcome these challenges. The report provides 

empirical evidence to support the expansion of 

nursing education within the region with a focus 

on private sector engagement, effective labor 

market regulation, and regional collaboration. A 

regional focus for investment may be necessary 

to create enough potential deals, reduce individual 

country and regulatory risks, encourage good 

private institutions to move across borders within 

the region, and seek to create regional standards 

for regulation.

8. Sub-Saharan Africa (SSA) has realized 
an impressive period of economic develo-
pment over the last two decades, as wit-
nessed by the over 300% growth rate of 
total gDP since 2000.11 forecasts for 2019-
2020 show the region increasing its annual growth 
rate to 3.8%, surpassing the global growth rate.12 
Although poverty in Sub-Saharan Africa has been 
decreasing, the number of people living in poverty 
has increased, mainly due to population growth.5 
Since 1990, poverty has dropped to 41% in 2015 
but the number of poor people increased from 278 
million in 1990 to 413 million in 2015.

9. This growth has been accompanied by 
increases in health spending and signifi-
cant gains in health outcomes. Rates of in-
fant and maternal mortality have declined conside-
rably:13 Maternal mortality has dropped from 626 
per 100,000 live births in 2010 to 534 per 100,000 
live births in 2017. Under-five mortality rate in the 
region has decreased from 101.3 per 1,000 live bir-
ths in 2010 to 77.5 per 1,000 live births in 2018. 
from 2000-2018, life expectancy increased by the 
same amount as the previous forty year period 
(between 1960 to 2000).14 During the same period, 
countries in the region increased their total share 
of spending on health considerably; according to 
a recent report by the United Nations Economic 
Commission on Africa, 29 countries in the region 
have increased their share of spending on health 
as a proportion of gross domestic product (GDP) 
since 2000, and the number of countries spending 

over $44 per capita on health doubled, from 15-31 
(2000-2015).13

10. improvements to health care and 
health outcomes have directly suppor-
ted the region’s economic growth. The 
High-Level Commission on Health Employment 
and Economic Growth attributes one-quarter of 
the region’s growth since 2000 to improvements 
in health. The Commission further considers the 
health sector itself as a “major and growing source 
of employment, and a strategic area for investment 
that translates into more work opportunities than 
most other industries and sectors, particularly for 
women and young people.”15 Continued investment 
in the health sector, and the health workforce in 
particular, will thus accelerate economic producti-
vity and growth in the Africa region.16 Despite the 
progresses, the region struggles with the highest 
disease burden in the world, including an emerging 
dual burden of communicable and non-communi-
cable diseases (NCDs).

11. The nursing workforce, providing much 
of the health promotion, disease preven-
tion and healthcare to populations in low
-income countries, needs to be expanded 
and contracted for more flexible functions 
to improve health systems coverage, res-
ponsiveness and efficiency. In the Africa Re-
gion, increased labor market demand has created 
pressures to expand training opportunities for nu-
rses, a demand increasingly fulfilled by the private 

CONTExT2.
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sector. While there is a need to strengthen public 
sector education systems, the Africa scenario also 
highlights the need to support governments to 
take advantage of existing private sector capacity 
in health workforce to make more efficient resour-
ce allocation and policy decisions, which will in turn 
provide opportunities to expand private sector in-
vestments fulfilling a social demand (more nurses/
midwives and more training capacity).

12. The COViD-19 pandemic profoundly 
affects nursing education and practice. 
The pandemic has strained health systems around 
the world and will continue to do so for some time. 
During this time, the health workforce has been on 
the frontlines and is under immense stress with 
high risk of exposure, difficult working conditions, 
long working hours, psychological distress, moral 
injury, isolation and stigma. This new reality will 
have long-lasting effects on human resource ma-
nagement, education delivery, working conditions 
and environments, and the current health workfor-
ce shortages. The CoVID-19 pandemic experien-
ce has exposed gaps and vulnerabilities of health 
systems and has presented important lessons for 
future preparedness. Preparedness requires strong 
and resilient health systems that can only be built 
through long-term political commitments by lea-
ders and sustained investment to increase capa-
city and capability of the health workforce. Annex 
1 of this report examines the profound impact Co-
VID-19 has had on the nursing workforce.

13. Over the last decade, notable invest-
ments have been made in the ECSA re-
gion to advance pre-service education 
and improve regulation of health workers 
practice, particularly for nurses. There has 
been a major expansion and growth in pre-servi-
ce education, boosting quantity of programs and 
students and quality of educational offerings. To 
support these investments, countries have also 

improved nursing licensure and continuing profes-
sional development, strengthened human resource 
information systems, formulated national health 
workforce plans, and advanced the health work-
force research agenda. Still, overall public sector 
investments in nursing education have been slow 
in the face of growing needs and demand due to 
population and economic growth.17

14. Several African countries face a pa-
radoxical situation where they have both 
shortages and unemployment of nurses. 
This comes from an overproduction of nurses re-
lative to the growth in effective demand, a market 
disequilibrium that squanders scarce educational 
resources that could be better directed to produ-
cing health workers that are absorbed into the 
health system. Continuing this pattern of invest-
ment in these scenarios could exacerbate unde-
remployment and reduce efficiency of government 
expenditures.18 To address this, countries need to 
harness workforce data to match supply and de-
mand and align workforce flows. Establishing a 
solid evidence base related to the education and 
labor markets for nurses is thus a critical pre-con-
dition for the development of an investment case 
to scale-up nursing education in the ECSA region.

15. The growing demand for health wor-
kers has resulted in an expansion of pri-
vate educational institutions, which ca-
pitalizes on the students ‘willingness to 
pay’ higher tuition fees. In the Africa Region, 
increased labor market demand has created pres-
sures to expand training opportunities for nurses, 
a demand increasingly fulfilled by the private sec-
tor. While there is a need to strengthen public sec-
tor education systems, the Africa scenario also 
highlights the need to support governments to 
take advantage of existing private sector capacity 
in health workforce to make more efficient resour-
ce allocation and policy decisions, which will in turn 

provide opportunities to expand private sector in-
vestments fulfilling a social demand (more nurses/
midwives and more training capacity). Nowadays, 
much of the proliferation of private institutions is 
occurring without the necessary regulation that 
would guide allocation of resources to investments 
with the highest returns (value for money) for go-
vernments, patients, and society more generally.

16. Many of the schools in the region 
operate with limited quality assurance 
mechanisms due to limited resources or 
scopes of regulatory authorities. Recent 
evidence from low-and middle-income countries 
(LMICs) has raised concerns about the quality of 
health professionals’ education in the context of 
rapid increase of schools – particularly among 
nurses in private sector institutions.19 A recent re-
view of the of nursing and midwifery pre-service 
education accreditation in the ECSA region found 
that while in nearly all countries pre-service nur-
sing education accreditation exists, the percent of 
active programs accredited decreased by program 
level - from 80% for doctorate programs to 62% for 
masters nursing to 50% for degree nursing to 35% 
for diploma nursing programs, and private schools 
are less likely to be accredited.20 In the same review, 
the majority of countries report limited financial 

resources as a main barrier to increasing accre-
ditation activities. More ambitious private sector 
investment is limited by the lack of information on 
regulation, potential return on investment, and the 
ability of the health systems to absorb graduates 
alongside those from the public sector.

17. There is a pressing need to identify na-
tional and regional nursing education in-
vestment strategies in both the private 
and the public sectors. Investment strategies in 
an environment of scarce resources should be infor-
med by growing evidence on best buys. Despite the 
paucity of ‘return on investment’ analysis in pre-ser-
vice nursing education, some analyses are emerging 
that give some direction on investment priorities. 
Recent analyses of low-income settings suggest 
very positive returns on investments from the trai-
ning of frontline workers, including nurses, midwives 
and community health workers (CHWs). A strong 
nursing workforce has been shown to increase pa-
tient satisfaction, improve health outcomes and 
increase access to health services.21 Public private 
partnerships could provide an opportunity to com-
bine and leverage resources in countries where they 
are scarce. These partnerships could result in higher 
quality of nursing education, at lower costs, and al-
low a rapid increase in the needed supply of nurses.

Box 1: The Quad Concept 
 
The “nursing Quad” was formally constituted and institutionalized as a constant mechanism in the 
ECSA region while implementing the African Health Professions Regulatory Collaborative (ARC) project 
(2011-2017). It was conceptualized in order to ensure that the nursing and midwifery agenda during 
implementation of that project is addressed in comprehensive manner to improve practice, regulatory 
governance, advocacy mechanisms to embrace change as well as strengthened education aspects 
to ensure sustainability of newly introduced approaches. The Quad included four nursing pillars in a 
respective country which include representation from: (i) Nursing educators (professors, educators, and 
preceptors), (ii) Regulators (councils or other regulatory bodies), (iii) Government (the Chief Nursing offi-
cer/Director of Nursing and Midwifery Services or other Ministry-based nurse leaders); and (iv) Profes-
sional association leadership. Currently, the Quad arrangement has been institutionalized in the ECSA-
CoN member countries and has served as a permanent mechanism to support nursing and midwifery 
strengthening through meetings, advocacy and even common supportive supervision from the national 
level to the lowest levels of care.
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18. This section offers a brief overview 
of the research methods used to gather 
the information presented in this report. 

This report seeks to answer the following questions:

• How many nurses currently work in the ECSA cou-
ntries and how has this changed over time. What 
is the shortage vis a vis labor market demand and 
need;

• How has the market for nursing education evolved 
and with what inter-relationships with the health 
labor and health care markets in the sub-regions?

• What have been the regional trends in the develo-
pment of nursing education in the ECSA countries 
context? To what extent are these trends influen-
ced by local, national, regional and global trends in 
health professional/nursing education?

• How have these trends affected the labor market 
for nurses in the region (including through increased 
regional mobility) and, more broadly, how have the-
se affected health service provision in the region?

• What is the current state and capacity of nursing 
education in the ECSA countries (i.e. what and how 
many institutions exist, what type of training pro-

grams exist, faculty/student ratios, how are insti-
tutions and students financed, how many students 
are produced, how is training regulated/accredited 
and how are workers licensed etc.);

• What is the evidence base in relation to the value 
and effectiveness of nursing education (of different 
types of nurses)? What is the “value added” product 
(in nursing education) and how to get there (rates of 
return to investing in nursing workforce).

19. The report adopts a health labor mar-
ket framework developed in previous 
World Bank reports.22,23 A mixed-methods 
approach was adopted, with three primary streams 
of work: (i) a literature review to understand the nu-
rsing educational and labor market in the region; (ii) 
a qualitative analysis that documented the input of 
key stakeholders on the major trends, issues, and 
opportunities facing the nurse education and labor 
market in the ECSA region; and (iii) a quantitative 
analysis of the supply and demand for nursing in 
each ECSA country, with labor market projections 
through 2030. This work was complemented by 
regional consultations. Table 1 below describe the 
objectives and content of each of these streams, 
more detailed information on each stream can be 
found in Annex 2 of this report.

METHODS3.

6 More detailed information on data and methods can be found in the supplement to this report.

Table 1: Research Methods
 

 ACTiViTy OBJECTiVE DATA STRATEgy SOuRCE

Literature 
reviews

Identify key constraints related to the 
quantity and quality of nursing educa-
tion in ECSA region

Trends, issues, and opportunities in 
nursing education and labor markets in 
ECSA (2014-2019)

Literature review

Literature Review

CINAHL, PubMed, JHU Catalyst 
and WHo IRIS

Nursing Council Websites, glo-
bal health organization reports

CINAHL, oVID, PubMed

Nursing Council Websites, glo-
bal health organization reports

Qualitative 
data analysis

Document trends related to nursing 
education such as curricula, student pre-
ferences, capacity constraints of nursing 
institutions, and regulatory and financial 
bottlenecks;

Understand the policy and regulatory 
environment related to nursing labor

Stock-taking 
questionnaire; focus 
Group Discussions; 
and Key Informant 
Interviews

ECSACoN country focal points

Quantitative 
data analysis

Describe the current state of nursing 
education market including the number 
of training institutions (public or private), 
faculty profile, programs offered, inflow 
and outflow of students, and costs of 
training and tuition

Describe the labor markets for nurses 
in the ECSACoN countries to include 
the current composition of the nursing 
health workforce, demographics, trends 
in demand, vacancies, and sectoral dis-
tribution, and compensation 

Analysis of World bank Service Delivery 
Indicators (SDI)

Data collection tool 
based on NHWA 
indicators

World bank SDI 
Database

Data pooled by country QUADs 
from each country and official 
reporting for the NHWA from 
ECSA countries that are WHo 
Member States

World bank SDI data 

Regional  
Consultations

build consensus and an action plan for 
investing in nursing education

Disseminate preliminary findings and 
conduct qualitative data collection

Consultative meeting in Nairobi to dis-
cuss the ECSA nursing labor market and 
consensus building. 

ICN Congress presentation of prelimi-
nary findings and meetings with country 
nursing representatives in addition to the 
NHWA WHo Team

Nairobi, 2018

Singapore, 2019
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Box 2: Health labor market framework 
 
The labor market for health workers is a dynamic system responding to supply and demand of health 
workers within the country’s institutional and regulatory structure. The demand for health workers 
corresponds to the available resources (willingness-to-pay) from government, the private sector, and 
external donors to hire and retain health workers. A key aspect is that demand cannot be attributed to 
health needs as willingness to hire (and pay) depends on resources available as well as on the regulatory 
framework in place (e.g., rigidities of employment contracts and pay regulation). on the other side, the 
supply of health workers is the number of health workers willing to work in the health sector. The supply 
of health workers will be influenced by the prospective income health workers can make within the 
labor market for health workers (or the reservation wages), but also depends on other aspects such as 
training (pre-service and in-service), working conditions, deployment and utilization, career development 
prospects and intrinsic and extrinsic motivating factors.

The interaction between the education system (education market) and health system (health care mar-
kets) is mediated by the labor market for health workers. The market for health professional training 
and its outcomes is skewed by market failures inherent to health care, transmitted through a series of 
derived markets. Most importantly, the wage rate fails to reflect the value of health professional work as 
judged by its social returns (contribution to public health). for instance, there is evidence that the wage 
rate is an important influence over the choices made by health professionals among educational and 
training opportunities. Globally, there is an increasing trend for medical students to specialize in surgical 
and medical sub-specialties, and a declining trend in the popularity of general practice. The trend towards 
over-specialization appears to be mainly driven by a significantly higher rate of (private) returns to spe-
cialized education. The key interrelationships between the market for health professional education and 
the market for health care is described in figure b2.

Figure B2: interrelationships between health professional job market 
and health professional education market

Source: McPake et al., 2015.

4.1 – Socioeconomic Trends

20. The East, Central, and Southern Afri-
can (ECSA) community consists of 16 
countries that collectively established a 
Health Community to promote regional 
cooperation in health.7i The group has a popu-
lation of over 320 million people, which represents 
25.1% of the total population of the African conti-
nent, and 30.2% of Sub-Saharan Africa (SSA).24 
The gross domestic product (GDP) of the ECSA 
countries together represents 35.3 of the SSA 
GDP.24,7ii The sixteen countries span GDPs ranging 
from US$1.5 billion in Seychelles to US$368 billion 
in South Africa. Amongst the 16 countries, six had 
a 2018 GDP under US$10 billion, namely Lesotho, 
Malawi, Rwanda, Seychelles, South Sudan, and Es-
watini. GDP per capita has a wide variation, from 
US$305 in Malawi to US$ 15,570 in the Seychel-
les (both in PPPs). The average GDP growth rate of 
all ECSA countries (except South Sudan) was 3.8 
% in 2018, compared to 3.6% across SSA and 3.1% 
globally. Growth has been slowing down in the last 
years, between 2010 and 2018 GDP growth in the 
ECSA countries averaged 4.9%, with 2017 reaching 
the lowest growth rate of 3.2% in 12 years.24,7iii In the 
same period, the GDP growth among SSA countries 
was 3.6% (with a historic low in 2016 of 1.2%). Table 
2 below highlights key data on the ECSA countries.

THE ECSA REgiON4.

7i The member states consist of Botswana, Kenya, Lesotho, Malawi, Mauritius, Mozambique, Namibia, Rwanda, Seychelles, South Africa, South Sudan, Eswatini, 
Tanzania, Uganda, Zambia, and Zimbabwe.
7ii South Sudan’s 2018 GDP was not available
7iii South Sudan’s 2018 GDP growth rate was not available
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21. unemployment rates across ECSA 
countries is nearly twice as high of the 
average among SSA countries. As of 2017, 

the modeled ILo estimate indicated an average of 

13.51% of the total labor force was unemployed.11 In 

comparison to the global average unemployment 

rate was 5.5% and the average among SSA cou-

ntries was 7.3%. As for other economic variables, 
there are large variation in terms of unemployment 
rates across the ECSA countries. South Africa has 
the highest unemployment rate followed by Es-
watini (WDI, 2014), while Uganda has the lowest 
unemployment rate, 1.9% in 2015 (WDI, 2015). The 
graph below summarizes the unemployment rate 
(data for Seychelles was unavailable).

11 The modeled ILO estimates were calculated for all countries except for Seychelles

1 https://ecsahc.org/ecsa-hc-at-a-glance/
2 WDI and GDF databases, World Bank (2019)
3 UNDP (2019)

Figure 1: unemployment Rates, Selected ECSA CountriesTable 2: Profile of ESCA Countries

Source: iLO modeled estimates (national estimates not available).

4.2 – Health Trends

22. Health expenditure trends have been 
relatively stagnant over the past few 
years among ECSA countries. Health expen-
diture as a percentage of GDP has seen a decrease 
from 7.1% to 6.6% from 2010 to 2016. Zimbabwe has 
the highest expenditure (9.4%) while Seychelles has 
the lowest (3.9%) (data from South Sudan was not 
available). About half (49.2%) of health expenditu-
re comes from domestic government expenditure, 
while another 27% comes from domestic private 
health expenditure. Additional funding may come 
from external sources such as outside donors. The-
re are strong variations by country on the degree of 
financing and the financing sources for health. The 
table below provides a breakdown by country.

 

 COuNTRy POPuLATiON 
(2018)1

gDP PER CAPiTA, 
PPP (CuRRENT 
iNTERNATiONAL 
uS$) (2018)2

iNFANT MOR-
TALiTy (PER 
1,000 LiVE BiR-
THS) (2018)2

LiFE ExPEC-
TANCy AT 
BiRTH (yEARS) 
(2017)2

HDi (2017-
2018)3

HDi 
(RANk)3

Botswana 2,254,126 $18,583 30.0 68.81 0.717 101

Eswatini 1,136,191 $10,722 43.0 58.32 0.588 144

kenya 51,393,010 $3,461 30.6 65.91 0.59 142

Lesotho 2,108,132 $3,223 65.7 52.95 0.52 159

Malawi 18,143,315 $1,309 35.3 63.28 0.477 171

Mauritius 1,265,303 $23,709 13.6 74.51 0.79 65

Mozambique 29,495,962 $1,328 54.0 59.31 0.437 180

Namibia 2,448,255 $11,135 29.0 63.02 0.647 129

Rwanda 12,301,939 $2,254 27.0 68.34 0.524 158

Seychelles 96,762 $30,503 12.4 74.30 0.797 62

South Africa 57,779,622 $13,730 28.5 63.54 0.699 113

South Sudan 10,975,920 - 63.7 57.37 0.388 187

Tanzania 56,318,348 $3,227 37.6 64.48 0.538 154

uganda 42,723,139 $2,033 33.8 62.52 0.516 162

Zambia 17,351,822 $4,216 40.4 63.04 0.588 144

Zimbabwe 14,439,018 $3,024 33.9 60.81 0.535 156
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23. Over the last years, life expectancy 
has been steadily increasing by roughly 
one year annually among ECSA coun-
tries, reaching 63.7 years in 2017. Mauri-
tius (74.5) and Seychelles (74.3) have the highest 
life expectancy in the ECSA region, while Lesotho 
(53), South Sudan (57.4) and Eswatini (58.3) have 
the lowest life expectancy. The growth can likely be 
attributed to the global reduction in communicab-
le diseases and investments in reducing maternal, 
neonatal and childhood mortality. The maternal 
mortality ration has decreased significantly in the 
past years (407 per 100,000 population in 2010 
vs. 344 per 100,000). This is much lower than the 
MMR for SSA of 534 maternal deaths per 100,000 
population. Average under-five mortality rate has 
decreased from 69.2 per 1,000 live births in 2010 
to 48.5 per 1,000 live births in 2018. The average 
U5MR is significantly lower than the 77.5 deaths 
per 1,000 live births in SSA and higher than the 
global average of 38.6.

24. The main causes of morbidity and 
mortality in the ECSA countries, are 
communicable, maternal, neonatal and 
nutritional diseases, followed by non-
communicable diseases and finally inju-
ries. Mauritius was the only country in 2016 with 
90% of deaths resulting from non-communicable 
diseases and the remaining 10% evenly split bet-
ween communicable, maternal, neonatal, nutri-
tional diseases and injuries. Seychelles had similar 
distribution with 13% of deaths from communi-
cable, maternal, neonatal, and nutritional disea-
ses, 79% from non-communicable diseases, and 
the remaining 8% resulting from injuries. All other 
ECSA countries had majority of their deaths from 
communicable, maternal, neonatal, and nutritional 
diseases. figure 3 below shows the distribution of 
deaths per country in 2016.

Table 3: Health Expenditure (HE) in ECSA countries, 2016

Source: World Development indicators.

Figure 2: Distribution of deaths per ECSA Country

Source: iHME, 2016.

 

 COuNTRy HE % OF 
gDP

HE PER 
CAPiTA (iN 
CuRRENT 
uS$)

gENERAL 
gOVERNMENT 
HE PER CAPiTA 
(CuRRENT uS$)

PRiVATE HE 
PER CAPiTA 
(CuRRENT 
uS$)

gOVERNMENT 
HE (% OF 
HEALTH  
ExPENDiTuRE)

PRiVATE 
(% OF HEALTH 
ExPENDiTuRE)

Botswana 5.5 379.9 212.5 142.0 55.9 37.4

Eswatini 7.7 220.6 152.9 37.3 69.3 16.9

kenya 4.5 66.2 24.0 29.4 36.2 44.4

Lesotho 8.1 85.5 54.6 16.2 63.8 18.9

Malawi 9.8 29.6 8.3 5.4 28.0 18.2

Mauritius 5.7 553.1 244.0 307.9 44.1 55.7

Namibia 9.1 402.8 249.3 125.3 61.9 31.1

Mozambique 5.1 19.2 10.2 1.6 53.3 8.5

Rwanda 6.8 48.1 16.3 7.5 33.9 15.5

Seychelles 3.9 596.9 572.9 12.9 96.0 2.2

South Africa 8.1 428.2 230.1 189.6 53.7 44.3

South Sudan NA NA NA NA NA NA

Tanzania 4.1 35.5 14.4 8.2 40.6 23.0

uganda 6.2 37.6 6.2 16.2 16.6 43.1

Zambia 4.5 56.5 21.7 10.9 38.3 19.2

Zimbabwe 9.4 93.9 43.7 26.4 46.5 28.1

Regional average 6.6 203.6 124.1 62.4 49.2 27.1
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5.1 – Nursing Labor Market

25. The total supply of nurses in the re-
gion is approximately 465,000, ran-
ging from 499 in Seychelles to 146,789 
in South Africa. four countries comprise 87% 
of the nurse workforce in the region, these are: 
South Africa, Kenya, Uganda, and Tanzania. over 
the recent years, the supply of nurses has grown 
at a rate much higher than population growth. The 
average rate of growth in nursing graduates from 
2013-2018 was over 50%, a rate that surpasses the 
population growth in the same time period (10%).20 

This led to increased nursing density in almost all 
countries that reported data for all five years of 
analysis. The countries with highest nurse to popu-
lation densities are Seychelles, Mauritius, botswa-
na, Eswatini, Lesotho, and South Africa.

Box 3: Eastern, Central, and Southern African College of Nursing (ECSACON) 
 
ECSACoN was established in 1990 by the Conference of Health Ministers for the then Commonwealth 
Regional Health Community Secretariat (CRHCS). This has been transformed as the East Central and 
Southern Africa Health Community (ECSA HC). ECSA HC is an intergovernmental organization man-
dated to foster regional cooperation for better health through advocacy, capacity building, brokerage, 
coordination and harmonization of health policies and programs.

The East, Central, and Southern Africa College of Nursing (ECSACoN) is a professional body for nurses 
and midwives in a 16-country region comprising: botswana, Kenya, Lesotho, Malawi, Mauritius, Mozam-
bique, Namibia, Seychelles, South Africa, Eswatini, Tanzania, Uganda, Zambia, Zimbabwe, South Sudan 
and Rwanda. The aim of ECSACoN is to improve the quality of health of the communities through 
strengthening the contribution of nurses and midwives. Its primary goal is to improve the quality of 
health of communities through programming that strengthens nursing and midwifery education, prac-
tice, research, leadership, and management.

ECSACoN has led several important regional initiatives to build capacity of nursing education, regu-
lation and practice over the last 3 decades. Most recently, ECSACoN helped implement the African 
Health Professions Regional Collaborative (ARC), an eight-year initiative supported by the U.S. Centers 
for Disease Control and Prevention, under the President’s Emergency Plan for AIDS Relief. The ARC 
strengthened nursing regulation and policy across the ECSA region related to HIV/AIDS service delivery. 
As part of this work, ECSACoN supported an online continuing professional development database 
where countries could access state of the art training modules and curricula to supplement their own 
CPD programs 25

over time ECSACoN has played a pivotal role in ensuring nursing and midwifery pillars are working 
together. This includes: regulators, associations, academics, and relevant policy bodies including direc-
torates of nursing and the ministries of health. As the regional body, it has worked with a full range of 
stakeholders in conducting research on improving nursing education, clinical practice and strengthened 
nursing leadership at all levels.

one important project since its establishment was harmonization of basic nursing and midwifery edu-
cation across the region. In an initial review of the basic education programs across the countries, it was 
found that there were more similarities than differences and that the core dimensions of the programs 
were alike. Then ECSACoN reviewed the scope and standards for nursing and midwifery practice, core 
competencies, content, and standards of education across the region and came up with the handbook, 
the Professional Regulatory framework which served as the prototype curriculum and guiding docu-
ment to inform the scope of practice for nursing and midwifery for all countries in the ECSA region.26

Some other important regionally harmonized guidelines and curricula produced by ECSACoN include, 
Infection Control and Prevention (IPC), Essential Newborn Care, family Planning, fistula prevention 
and care, Tb Prevention and Care for Nurses, Prototype Curriculum for Masters in Midwifery and the 
guideline in offering Continuous Professional Development (CPD) for nurses and midwives. Currently 
ECSACoN is embarking on a project to document migration of nurses and midwives within the ECSA 
region, to address some gaps highlighted in this report and ultimately inform future investment in Hu-
man Resources for Health and nurses and midwives.

THE EDuCATiON AND 
LABOR MARkETS FOR 
NuRSES iN THE ECSA 
REgiON

5.

Figure 3: The Supply of Nurses in the ECSA 
region

a) Nurses density per 1,000 pop, 2018*

Source: Joint data collection from National Health Work-
force Accounts indicators and process, World Bank and 
World Health Organization, September 2019.

kEy QuESTiONS:

1. How many nurses currently work in ECSA coun-
tries and how has this changed over time? What 
is the shortage vis a vis labor market demand and 
need?

2. How have these trends affected the labor 
market for nurses in the region (including through 
increased regional mobility). How have these af-
fected health service provision in the region?



25ECSA: EduCAtion And LAbor MArkEtS for nurSES ECSA: EduCAtion And LAbor MArkEtS for nurSES24

26. Most of the nursing workforce in 
ECSA countries is under 45 years of age 
and female. The percentage of the nursing wor-
kforce that is over 45 years of age ranges from 2% 
in Uganda to 47% in Kenya. The average proportion 
of the nursing workforce that is female in the re-
gion is 77%, which is higher than the global percen-
tage (67%).27 The youthful workforce in the region is 
a positive indication of longevity of the workforce, 
and may be explained by the recent scale-up of 
production observed in many countries. Age may 
also influence migration patterns, as some eviden-
ce in the region exists that younger workers may 
be more likely to out-migrate.28

27. The share of foreign-trained nurses 
varies widely by country and is inversely 
correlated with the domestic production. 
There is a wide range in the share of foreign-trai-
ned nurses in the ECSA region, from as low as .01% 
in Uganda to as high as 68% in Seychelles. our 
analysis found an inverse correlation (-.067) bet-
ween a country’s share of foreign-trained nurses 
and their degree of domestic production of nursing 
graduates (as measured by their net increment 
rate). Net increment rate is the number of new gra-
duates produced over the total nursing supply. As 
an example, Seychelles has the lowest net incre-
ment rate in the region reporting (1.6%) and has the 
highest share of nursing workforce that is foreign 
trained (67%), whereas botswana as the highest 
net increment rate and the second lowest propor-
tion of foreign-trained nurses.

Figure 4: Age and gender Distribution of the Nursing Workforce, Selected ECSA countries – 
2018

Source: Joint data collection from National Health Workforce Accounts indicators 
and process, World Bank and World Health Organization, September 2019.

Figure 5: Share of foreign-trained nurses and net increment rates, Selected ECSA countries - 
2019

Source: Joint data collection from National Health Workforce Accounts indicators 
and process, World Bank and World Health Organization, September 2019.

28. As in the rest of the African conti-
nent, out-migration of nurses is a reality 
in many of the ECSA countries. The esti-
mated number of African nurses working in oECD 
countries in 2011 was 135,970, a number that 
doubled from the decade prior.29 Ugandan nurses, 
for example, commonly out-migrate to the U.S., 
Canada, and Rwanda. Evidence from Kenya sho-
ws that approximately 6% of nurses out-migrated 
over a ten-year period diminishing the country’s 
nursing workforce by 22 percent Kenya.23 Expres-
sed a different way, for every 4.5 nurses trained in 
Kenya, 1 nurse out-migrates, which incurs a cost 
estimated at $338,868 per nurse-midwife.31 The 
cost of each enrolled (or vocationally-trained) nu-
rse-midwife trained in Malawi that out-migrated 
has been estimated between $71,081 - $7.5 million 
over a 30-year period, for a degree nurse-midwife 
trained in the country that out-migrated is esti-

mated between $241,508 - $25.6 million.32 These 
are investments in the production of nurses that 
countries lose (although there is a net effect due to, 
among other things, remittances, that need to be 
taken into account).

29. Labor market participation rates 
among nurses are high in the ECSA cou-
ntries where data are available. for the 8 
countries with available data, the proportion of 
nurses that are “professionally practicing or acti-
ve” is 84%- this can be viewed as the average labor 
market participation rate. The proportion of total 
nurses that are licensed is 77%. It may be that the 
ability of these reporting countries to track licen-
sure and practice reinforces nurses to keep their 
licenses updated; therefore, caution should be 
applied before generalizing to countries for which 
data was not available.
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Figure 6: Labor Market Participation Rates, Selected ECSA countries - most recent year re-
ported

Source: Joint data collection from National Health Workforce Accounts indicators 
and process, World Bank and World Health Organization, September 2019.

Figure 7: Labor Market participation in selected ECSA countries

30. Effective demand is growing in the re-
gion, but high vacancy rates in the public 
sector remain a problem. The World Health 
organization (WHo) estimates the growth in eco-
nomic demand for health workers across the Africa 
region will increase 118% between 2013 to 2030.29 
The data from four countries– illustrated in figure 
7a- show that effective demand for nurses in two 
countries grew substantially between 2013 and 
2018, while it slightly diminished in two countries. 
A recent study in Uganda revealed that the growth 
in new private sector health facilities was a grea-

ter driver of effective demand for nurses and other 
health workers, than the public sector, due to the 
larger number of new positions available.33 Vacan-
cy rates documented in the literature range from 
30-55% among ECSA countries.33–35 The qualitative 
data reinforced the challenge countries are facing 
to fulfill vacancies for new nurses. Key informants 
indicated that in addition to the lack of job opportu-
nities, nurses do not fill posts due to “poor wage, re-
mote location, lack of amenities, and poor working 
conditions” or they “move toward roles in academic, 
research, and with donors” (Qualitative report).

31. The unfilled vacancies are a reflection 
of the low absorption rates in of nurses in 
some ECSA countries. four countries (Eswatini, 
Kenya, Mozambique and Malawi) reported the num-
bers of new graduates and the number of domestic 
trained nurses that were “newly active in the work-
force” over the last 12 months (a proxy for effective 
demand). by comparing these two indicators, we 
examined the flow of newly trained nurses in to the 
workforce, of the four, only Malawi has a ‘surplus’ of 
nurse graduates that are not active in the workfor-
ce, while Eswatini, Mozambique and Kenya have a 
‘shortage’ of nurse graduates (less nurses gradua-
tes than the number of available positions). A recent 
health labor market analysis conducted in Uganda 
found a surplus of 5,097 nurses per year.33

32. Median earnings for nurses in ECSA 
region are modestly higher than gDP per 
capita. on average, ECSA nurses are paid 2.6 
times GDP per capita in their countries, however 
the range is as low as .92 in botswana and as high 
as 5.40 in Lesotho. Comparing Table 5 with data 
on figure 7b above, we can see that Eswatini and 
Kenya have among the highest wage ratios to GDP 
and have the largest number of jobs available per 
graduate (i.e. shortage). In these countries, higher 
wages may be a way to address their shortage of 
nurses and increase demand. Another important 
consideration is that, given similar educational and 
professional preparation of nurses in the region, 
wage differentials could drive migratory flows wi-
thin the ECSA region.

Source: Joint data collection from National Health Workforce Accounts indicators 
and process, World Bank and World Health Organization, September 2019.

a) Trends in the number of newly active nurses
(last 12 months), 2013-2018

b) Surplus, Shortages and jobs per graduate - 2019
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34. A major driver of poor performance and 
low productivity in the region is poor wor-
king conditions. Qualitative data analysis often 
reports low morale among many nurses, due to 
being asked to work outside of their scope of practi-
ce, heavy workloads due to staffing shortages, being 
blamed readily for errors, and having inadequate ma-
terial resources to do their jobs. Table 6 shows that 

nurses in Kenya, Tanzania and Uganda have high ca-
seloads. Evidence shows that high patient to nurse 
ratios lead to poor patient outcomes and nurse bur-
nouts, which may drive them to leave the profession. 
In addition, World bank SDI data from Kenya, Ugan-
da and Tanzania, show that many health facilities in 
these countries lack clean water and electricity, and 
many lacks minimum infrastructure.

33. improvements in performance, pa-
tient outcomes and quality of care of nur-
ses have been achieved across the region, 
but challenges remain. There were important 

advances through upgrading entry-level acade-

mic preparation and establishing advance practice 

nursing roles. for example, significant producti-

vity gains have been realized with the widespread 

adoption of nurse-led task-shifted models of care 

for HIV/AIDS, maternal care, and chronic disease, 

which have yielded vast improvements to scale

-up of services, patient satisfaction and retention 
in care, as well as health outcomes.33 Randomized 
control trials have documented that nurse-led HIV 
treatment is of equal quality to physician led-care, 
and even shows some improvements, such as in
-patient compliance with care.37 World bank servi-
ce delivery indicators (SDI) survey data shows that 
a low proportion of providers that adheres to cli-
nical guidelines (generally less than 50%, see table 
6). Variations in performance and case load exist 
between private and public sectors and rural and 
urban areas.

Table 4: Nurses Median Earnings as a proportion of gDP per capita, in most recent year re-
ported (monthly)

Table 5: Selected performance indicators, 2012-14

Source: Joint data collection from National Health Workforce Accounts indicators 
and process, World Bank and World Health Organization, September 2019.
*Countries reported data not for median earnings, but for “average of entry-level 
wages and salaries excluding social contributions (USD). Source: World Bank, SDi data.

Table 6: Select health facility infrastructure data, 2012-2014

Source: World Bank Service Delivery indicator Database. 2019.

 MEDiAN EARNiNgS (uSD) AVERAgE MEDiAN EARNiNgS AS A 
PROPORTiON OF gDP PER CAPiTA

Botswana $708.04 0.92

Eswatini $1,381.31 2.99 

kenya $444.00 3.86

Seychelles $500.00 0.36 

Tanzania* $315 3.54

Namibia* $9,456 1.36 

Lesotho* $724 5.40

 COuNTRy PERCENTAgE OF HEALTH 
FACiLiTiES WiTH:

NATiONAL PRiVATE PuBLiC RuRAL uRBAN

kenya Clean water 80.0 97.3 75.4 77.1 97.1

Electricity 73.0 90.1 68.4 69.2 95.4

Minimum infrastructure 56.9 85.6 49.2 54.8 68.7

Tanzania Clean water 7.0 95.3 61.1 60.5 89.3

Electricity 66.7 85.5 86.2 57.9 86.1

Minimum infrastructure 5.0 80.4 40.6 36.0 79.2

uganda Clean water 92.9 96.9 88.7 89.5 99.3

Electricity 73.2 90.2 56.6 63.8 90.3

Minimum infrastructure 63.5 79.2 47.5 54.4 79.9

 COuNTRy yEAR NATiONAL PRiVATE PuBLiC RuRAL uRBAN

kenya (Nurses) 2012 40.3 39.6 40.4 39.4 47.9

Tanzania (Nurses) 2014 32.8 37.0 32.4 29.0 41.4

uganda (Nurses) 2013 35.1 34.6 35.5 35.0 35.4

kenya 2012 69.8 68.7 70.1 69.3 74.0

Tanzania 2014 37.3 32.1 38.4 33.6 45.8

uganda 2013 50.5 49.9 50.9 50.1 51.2

kenya 2012 9.0 10.4 8.7 8.8 10.2

Tanzania 2014 7.3 8.5 7.1 6.4 9.5

uganda 2013 6.0 2.1 9.9 8.2 2.0

ADHERENCE TO CLiNiCAL guiDELiNES (%)

DiAgNOSTiC ACCuRACy (%)

CASE LOAD (NuMBER OF PATiENTS AT ONE TiME)
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5.2 – Nursing Education 
Market

35. There are 459 nursing programs 
across 15 ESCA countries, the vast major-
ity producing diploma-level nurses. Com-
paring the number and type of nursing educational 
programs across the countries reporting, over 65% 
of the programs were diploma-level programs (3-4 
years in length), 15% were graduate programs (Mas-
ters and PhD), 11% were bachelor’s and 9% were en-
rolled certificate programs (2 years or less).

KEy QuEStionS:

1. What are the trends in the development of nur-
sing education in ECSA countries? To what extent 
are these trends influenced by local, national, 
regional and global trends in health professional/
nursing education?

2. What is the current state and capacity of nur-
sing education in the ECSA countries (i.e. what and 
how many institutions exist, what type of training 
programs exist, faculty/student ratios, how are 
institutions and students financed, how many 
students are produced, how is training regulated/
accredited and how are workers licensed etc.)

Figure 8: Nursing Programs by Category, ECSA countries - most recent year reported
Table 7: Number of nursing programs, graduates, and net increment rate, ECSA countries - 
most recent year reported

Source: Primary data collection, World Bank. September 2019.

36. There is a trend in many countries in 
the region to make the Bachelor of Scien-
ce in Nursing (BSN) the academic entry 
point of professional nursing as opposed 
to enrolled or diploma-level programs. 
Evidence from Kenya shows, between 1999-2010, 
student entry to enrolled nursing degree programs 
declined from 42.2% to 6.2%, while the entry of stu-
dents for bSN degree programs increased from 4.5% 
to 10%.38 Countries such as Zambia and botswana 
are also introducing advanced practice roles, i.e. 
Nurse Practitioner, which can function semi-auto-
nomously to deliver comprehensive services, filling 
the role of much needed clinicians and extending 
care.39 Among the ECSA countries, data collected 
show that only two countries do not presently have 
a formal advance practice role for nurses.

37. There has been a steady expansion of 
nursing education capacity in the region 
over the last years. The most recent data show 
that a total 35,164 nursing graduates were produ-
ced in ten countries of the region. The average net 
increment rate for the ECSA region is 8% (previou-
sly defined). The net increment rate ranges as low 
as 2% in Seychelles to as high as 27% in botswana, 
and overall it is not correlated to country GDP. The 
net increment rate is close to the 10.5% net incre-
ment rate found in a similar nursing labor market 
analysis produced by the World bank Group for the 
CARICoM region.40

Source: Joint data collection from National Health Workforce Accounts indicators and process, 
World Bank and World Health Organization, September 2019.

 

 COuNTRy NuMBER OF NuRS-
iNg PROgRAMS

NEW gRADuATES 
(MOST RECENT 
yEAR)

TOTAL NuMBER 
OF NuRSES (MOST 
RECENT yEAR)

iNCREMENT RATE

Botswana 14 342 12179 3%

Eswatini 7 298 4706 6%

kenya 21 7216 99957 7%

Lesotho 8 304 6866 4%

Malawi 14 1886 7957 24%

Namibia n/a 684 4784 14%

Rwanda 11 947 13345 7%

Seychelles 1 14 899 2%

South Africa 203 10192 146789 7%

uganda 17 10353 67916 15%

Zambia  2558 34142 7%

Zimbabwe  796 27934 3%

Total 296 35,590 427,474 8%
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41. A key constraint to expand nursing 
education is the shortage of faculty in the 
region. The average student to faculty ratio re-
ported from six countries was 5.4 students to each 
faculty. However, this ratio has declined over the 
last five years by 22%-46% in all four countries whe-
re data are available - apart from Namibia, which 
witnessed a growth in the student to faculty ratio 
of 132% during the 2013-2018 period. The worse-
ning rate reflects the inability of schools to keep 
pace with increasing enrollment. Studies report the 
faculty shortage in the region to be a chronic issue, 
due to the lack of graduate level preparation of nur-
ses.43 Data collected for this analysis supports this: 
seven ECSA countries reported having no gradua-
te-level nursing educational programs. Additionally, 
the literature reports that, in particular, the lack of 
clinical preceptors and skills-based opportunities 
are major constraints to quality of nursing educa-
tion in the region.44–46 Without the capacity to pro-
perly support students, attrition is high “resulting 
in wastage of time and money in training them”.47 
In South Africa, the attrition rate of undergradua-

te nursing students between 2007 and 2009 was 
between 39.3% and 58.7%.48 Evidence from Kenya 
found attrition rates were only 6% for nursing edu-
cational programs.38

38. The average rate of growth in nursing 
educational output is approximately 8% 
each year in the region. based on twelve cou-
ntries reporting graduation data from 2013-2018, 
the average 5-year growth rate in nursing graduate 
output in the region is 51%, with high variation bet-
ween countries. Namibia and Uganda have expo-
nential rates of growth during this period (157% and 
133%, respectively), while Rwanda and Seychelles 
saw declines in nursing output. from 2017-2018, 
however, the rate of nursing graduation output is a 
strong 19% across eight countries reporting data for 
both years. Part of this growth can be explained by 
the significant increase in donor investment in nur-
sing education in the ECSA region over the last de-
cade. In particular, the U.S. President’s Emergency 
Plan for AIDS Relief (PEPfAR) supported the scale 
up of nursing education from 2008-2013 as part of 
a Congressional mandate to produce 140,000 new 
health workers, through investments in competen-
cy-based curricula, faculty development, infras-
tructure, tuition and subsidies, and clinical training 
and simulation laboratories.41 one challenge repor-
ted in the qualitative data analysis was that, in se-
lect cases, donor investment was “disruptive” in nu-
rsing education, by introducing programs that did 
not align with the objectives or approach of other 
schools in the country.

39. Expansion of nursing graduate output 
is significantly associated with country 
gDP, with a few exceptions. Seychelles has 
the region’s highest GDP but produces a nursing 
graduate output per capita that is lower than Eswa-
tini and botswana. Lesotho has one of the region’s 
lowest GDP but produces a nursing graduate ou-
tput per capita that is nearly as high as Seychelles. 
Rwanda does not have the region’s lowest GDP but 
produces the lowest nursing graduates per capita 
among the countries we have data in the region.

40. Nursing schools in most of ECSA cou-
ntries are operating beyond capacity. As 
illustrated in Figure 10 below, the number 
of applicants for nursing educational programs is 
either equal to, or larger than, the capacity of nu-
rsing schools (in terms of available training slots). 
Malawi reports 13:1 applicant to available training 
places, followed by Eswatini (with a ratio of almost 
10:1). on the other end of the spectrum, higher ear-
ning Kenya appears to have excess capacity for 
nursing education, while Namibia has close align-
ment between applications, enrolled students, and 
capacity. There is also increasing demand for spe-
cialization and higher-level training in the region, 
driven by student preferences and improved supply 
of educational opportunities. Higher private retur-
ns on investment produced by specialized training 
– as are seen with nurse and medical specialties 
worldwide --is driving the increase in preference by 
health workers seeking specialized careers over fa-
mily or primary practice18,42

Source: Joint data collection from National Health Work-
force Accounts indicators and process, World Bank and 
World Health Organization, September 2019.

Figure 9: Nursing graduates Density and gDP 
per capita by country, 2018

Figure 10: Applications, enrolled students, and educational capacity (Number of places), by 
country

Figure 11: Student to faculty ratio, selected 
ECSA Countries - most recent year reported

Source: Joint data collection from National Health Workforce Accounts indicators 
and process, World Bank and World Health Organization, September 2019.

Source: Joint data collection from National Health Work-
force Accounts indicators and process, World Bank and 
World Health Organization, September 2019.



35ECSA: EduCAtion And LAbor MArkEtS for nurSES ECSA: EduCAtion And LAbor MArkEtS for nurSES34

than in the public sector. Qualitative data from 
key informant point for an underinvestment in pu-
blic sector nursing education in the region. other 
challenges emerge from the difficulty schools face 
to receive funds in timely and accessible manner. 
Public underfunding of health education acts as a 
barrier to access; and erodes the quality of educa-
tion and graduates due to underpayment of faculty 
and underinvestment in maintaining educational 
infrastructure and teaching resources; and limits 
opportunity for structural expansion and growth.17 
Public-private partnerships were often pointed by 
respondents as the way forwards to overcome 
fund limitations, either by public sector investing in 
private institutions or private companies investing 
in public sector schools (Qualitative data).

46. Concerns exist that the rapid growth 
in student enrollment in nursing schools 
can result in lower quality of training, and 
therefore, practice. our qualitative interviews 
reported that government schools are under pres-
sure to take more students than private schools, 
which can have negative effects on student expe-
rience and educational quality, due to low resources 
and lack of available faculty. Evidence from Kenya 
found that with the doubling of nursing student 
enrollment between 1999 (1,493) and 2010 (3,030), 
training institutions struggled with congestion at 
clinical placement sites, limited clinical mentorship 
by qualified nurses, poor faculty recruitment and 
retention, and inadequate student housing, trans-
portation and classroom space.38

42. Online and distance learning moda-
lities and other innovative uses of tech-
nology are emerging as important infras-
tructure for advancing supply of nursing 
education. A recent systematic review found 
that technology is an increasingly important com-
ponent of the infrastructure at nursing schools 
in the Africa region, exposing students to clinical 
scenarios they may not encounter otherwise, and 
enabling distance learning to become a cost-ef-
fective option of expanding nursing education.43 
Early uses of text messaging and the social me-
dia application have demonstrated positive impact 
on student learning in primary and specialty care 
[1] [2], and online continuing professional develop-
ment (CPD) appears to have high acceptability by 
health works in Sub-Saharan Africa and have the 
potential for expansion.49,50 Inequities in internet 
and technological access will remain a challen-
ge to be overcome,47 and to date, hybrid models 
where e-learning components complement in-per-
son training are considered optimal (as opposed to 
stand-alone internet-based training).

43. Nursing education in ECSA region 
has responded to global calls for a para-
digm shift towards competency-based 
learning. Nursing schools across the region are 
transitioning to a competency-based curriculum, 
in which outcomes are defined and the curriculum 
is designed around a specific set of competencies 
aligned with societal needs.51 Schools supported 
through the U.S. Nursing Education Partnership 
Initiative (NEPI) in Lesotho, Malawi and Zambia 
have already adapted competency-based curricu-
la and aligned content with their countries’ priority 
health needs.41 from 1996-2002, ECSACoN em-
barked on an important process from 1996-2002 
to review educational programs in member cou-
ntries to identify opportunities for harmonization 

and standardization across countries. ECSACoN 
then developed a common set of standards for 
practice and core competencies, a core curriculum, 
and common educational standards.

44. There is a diverse mix of payers, plan-
ners, and regulators in nursing education 
in the ECSA region. Schools can be funded 
by health departments, private hospital groups, 
non-profit or for-profit agencies, which one study 
suggests creates a “complex and fragmented nur-
sing education system.47 The planning and funding 
for public educational schools in the ECSA region is 
often divided up between Ministries of Health and 
Ministries of Education, based on the level of nu-
rsing program, with higher level programs usually 
regulated by Ministries of Education alongside 
other bachelor and graduate programs. The num-
ber of private professional training programs have 
proliferated in the ECSA region in recent years. A 
recent review of the evidence of private sector nu-
rsing education in four countries in Africa and Asia 
found that in South Africa, the proportion of nur-
ses graduating from private institutions increased 
from 45 percent in 2001 to 66 percent in 2004, 
while in Kenya, 35 out of 68 nursing institutions 
were privately run in 2009.52 A recent labor mar-
ket survey of the health workforce in Uganda finds 
that 53% of nursing educational institutions in 
2019 were private sector.33

45. Average expenditures per graduate 
across the region remain low at $1,616 
uSD, with wide variations across coun-
tries. The lowest value spent per graduate was 
observed in Seychelles ($16 USD) while the highest 
was in Kenya ($5,958 USD). only one country re-
ported the difference in costs of education between 
public and private sector (Rwanda), and it was ob-
served that the private sector costs are 24% higher 

Figure 12: Mean public sector expenditures by nursing graduate by country, in most recent 
year reported

Source: Primary data collection, World Bank. September, 2019.
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47. The quality concerns are particularly 
acute related to the lack of availability 
and quality of clinical and practice-ba-
sed training opportunities. An integrative 
review focusing on Sub-Saharan Africa found that 
in response to the nursing shortage, increased stu-
dent enrollment has led to a strained clinical envi-
ronment and competition among students.43 This 
student reports that the number of quality clini-
cal environments has remained the same despite 
increased student enrollment in most countries 
in Africa, and there is need to invest in infrastruc-
ture at both at training institutions and practice 
environments. Even in more resourced countries 
like South Africa, there is an insufficient number 
of quality clinical training facilities, coordination of 
practical placements and insufficient resources.47 

The result is that many nurses are graduating in 
the region with “inadequate social skills, lack of ini-
tiative, inability to apply theoretical knowledge to 
patient care, lack of basic nursing skills, and lack of 
understanding of professional practice”.47 our stu-
dy respondents reported a lack of standardization 
among clinical preceptorships. In some settings, 
there is not structured placement education, and 
students are treated as registered nurses, overloa-
ded with work, shifted between units, and preven-
ted from completing their learning objectives (Qua-
litative data).

48. Concerns also exist about the lack of 
enough regulation and oversight of nur-
sing education. our qualitative interviews do-
cumented that nursing faculty generally perceived 
private schools as more expensive for students, 
producing variable quality of nurses, and as often 
not benefiting from strong linkages to the govern-
ment-run health system. Experience with private 
nursing education from outside the region have 
documented challenges such as high student to 

faculty ratios and higher rates of failure on licensu-
re examinations.52 However, very little documented 
evidence exists to demonstrate private sector trai-
ning institutions that have poor quality outcomes 
than public sector training in the ECSACoN region. 
Moreover, our qualitative interviews suggested 
that, while public sector educational institutions 
are under pressure by their governments to admit 
more students, private sector institutions do not 
face this pressure, which may in fact lead them to 
provide higher quality student teacher interactions 
and better learning experiences.

49. Despite many advances, countries 
still lack robust quality assurance fra-
meworks to ensure adequate academic 
preparation, regulation of practice, and 
continuing professional development. A 
survey of nurse task-shifting in 15 ECSA countries 
found that the practice is not yet fully integrated 
in to pre-service education, authorized in national 
policy, or regulated, such as through credentialing, 
scopes of practice or continuing professional de-
velopment.53 Qualitative data suggest that nurses 
are often asked to deliver services well beyond their 
authorized scope of practice, which introduces legal 
liability for nurses and compromises quality. Com-
monly, respondents report, enrolled and diploma 
nurses are assigned the same duties as bachelor’s 
degree nurses, irrespective of their scopes of prac-
tice. At times, nurses are diverted to fill the role of 
non-nurses, such as radiologists. Confusion also 
exists among employers about how to utilize ad-
vanced practice nurses (APN), and our respondents 
report that many are finding it difficult to find em-
ployment after graduation.

50. Another important challenge is that 
nursing curricula in their countries is 
not well matched to population needs. It 
has been reported that a specific county requires 

schools to update their curricula every 5 years, 
but due to “lack of resources and commitment, 
this process doesn’t happen for 10 years or more, 
leaving the curricula to become outdated.” In a 
recent study in South Africa, nursing educators 
reported that nursing curricula are outdated and 
unresponsive to changes in disease burden. They 
noted a disconnect between the government’s em-
phasis on primary health care and how nurses are 
trained.38 Calls have been made for the region to 
update curriculum for changing needs, such as to 
addressing the growing non-communicable disea-
se burden.43

5.3- governance and  
Regulatory Capacity

51. The Quad concept, unique to the re-
gion, is not yet leveraged to its full poten-
tial. As mentioned, the study attempted to work 
with all Quad members as a unit that would work 
together to report on the data needed for analysis. 
This unity worked with varying levels of success de-
pending on the country. Some countries reported 
that their Quads already have strong relationships, 
while others cited difficulties in meeting or identi-
fying who all the Quad members were. The degree 
to which the Quads are consulted for important po-
licy decisions also varies and remains unclear.

52. Most countries experience challen-
ges in maintaining accurate data on their 
current nursing workforce. few countries 
were able to accurately track the flow of the nu-
rsing workforce. This includes data on migration, 
nursing density, accurate numbers of nurses lea-
ving or entering the workforce. An additional com-
mon challenge in the ECSA region is the tracking of 
nurses working in the private sector. Lack of sys-

tematic data collection has led to challenges in fi-
nancial and policy planning in the region to address 
the imbalance in the supply and demand for the 
growing nursing workforce.

53. Compliance and accountability me-
chanisms, have also been identified as a 
challenge, affecting patient outcomes. 
Poor governance capacity has led to imbalances in 
the distribution of nurses in the region, with rural 
areas experiencing nursing shortages. As previou-
sly mentioned, nurses work in facilities lacking ba-
sic necessities to provide high quality care and are 
often forced to work outside their scope of practice.

54. The lack of systematic data collection 
and data analysis on pre-service educa-
tion leads to poor planning. few countries 
reported in our study the number of applicants, 
students enrolled, and graduation, which enable a 
country to understand educational demand and 
attrition. few countries track alumni and or have 
robust human resource information systems that 
enable a country to track their stock or flows.54 

one respondent from our qualitative interviews 
reports a mismatch between “what we have trai-
ned and passed” and the jobs produced over the 
last five years, because data is inadequate. There 
is common recognition that many ECSACoN cou-
ntry government lack the institutional capacity to 
implement, assess, and improve health workforce 
planning, education, regulation, and management.

55. The region does have a robust regula-
tory capacity, but enforcement could be stron-
ger. Table 8 displays that all the countries repor-
ting have national or sub/national mechanisms in 
place to: establish standards for the duration and 
content of nursing education, ensuring interprofes-
sional education, accrediting nursing educational 
programs and providing for continuous professio-
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nal development programs. This is consistent with 
a 2018 survey of national capacity to regulate 
nursing education in the ECSACoN Region found 
that all 15 countries in the region mandated nursing 
educational accreditation, however there was “wide 
variation is who is responsible” and the proportion 
of programs that were accredited decreased by 
program level (i.e. 80% for doctorate programs to 
35% for diploma nursing programs).20

56. Analysis of our data shows that the 
mechanisms to ensure compliance with 
accreditation are weak or do not exist in 
every country. Average nursing school complian-

ce range widely between 25-100%, or in many cases, 
is not reported at all (an indication that this data 
may not be routinely collected). our qualitative in-
terviews reported that the mechanisms for regula-
ting education vary between countries; for example, 
curricula and assessments are standardized bet-
ween schools to varying degrees – sometimes the 
schools are provided only with guidance of the com-
petencies required to fulfill a degree, and sometimes 
they are provided with a standardized syllabus from 
the country’s Nursing Council which must be fol-
lowed. McCarthy et al.’s assessment identified the 
lack of resources (both financial and technical) as 
major barriers to strengthening regulation.20

57. Other regulatory challenges identified 
by key informants were slow process of 
accreditation, lack of capacity from the 
regulatory bodies and conflict of interests 
between regulators and schools (public 
and private). The “mushrooming growth” of “il-
legal schools” in the private sector was cited as a 
hurdle for regulators by our survey respondents. 
Part of this is due to slow policy and regulatory 
approval processes, which can delay accreditation 
by two years or more.11,45 Another hurdle was the 
lack of capacity of regulatory bodies to register and 
ensure licensure renewal of practicing nurses and 
midwives. Several respondents also echoed con-
cern about the conflicts of interest by regulatory 
bodies that are fully managed by the government, 
such that public educational institutions are not 
inspected as closely or rigorously as private sec-
tor institutions. Several recent global reports have 
called for regulatory bodies to be independent from 
Ministries of Education and Ministries of Health. In 
the event countries could not support an indepen-
dent regulatory authority, one report proposed the 
idea of countries linking with regional or internatio-
nal accreditation bodies.17

Table 8: Mechanisms at national and/or subnational levels to regulate nursing education, 
2019

COuNTRy DuRATiON AND 
CONTENT OF 
TRAiNiNg (i.E. 
CuRRiCuLA 
guiDELiNES)

ACCREDiTATiON 
OF NuRSiNg 
EDuCATiON 
AND TRAiNiNg

iNTER-PRO-
FESSiONAL 
EDuCATiON

CONTiNuiNg 
PROFESSiONAL 
DEVELOPMENT

MASTER LiST 
OF ACCREDiTA-
TiON

ACCREDiTATiON 
COMPLiANCE

PROPORTiON 
OF ACCREDiTED 
SCHOOLS CuR-
RENTLy iN FuLL 
COMPLiANCE

Botswana Yes Yes Yes Yes N/A No N/A

Eswatini Yes Yes Yes Yes N/A Yes 100%

kenya Yes Yes Yes Yes Yes Yes N/A

Lesotho Yes yes Yes N/A Yes N/A N/A

Malawi Yes Yes Yes Yes Yes Yes N/A

Mauritius No N/A N/A N/A N/A N/A 100%

Mozambique Yes Yes Yes No Yes No N/A

Namibia Yes Yes Yes Yes Yes N/A N/A

Rwanda Yes Yes Yes Yes Yes Yes 80%

Seychelles Yes Yes Yes Yes Yes N/A N/A

South Africa Yes Yes Yes Yes N/A Yes 100%

South Sudan No N/A N/A N/A Yes No 100%

Tanzania N/A N/A N/A N/A Yes Yes 25%

uganda Yes Yes Yes Yes Yes Yes 85%

Zambia Yes Yes Yes Yes Yes Yes 68%

Zimbabwe Yes Yes Yes Yes Yes Yes 100%

Standards or other national and/or subnational mechanisms exists that regulate:

Source: Joint data collection from National Health Workforce Accounts indicators 
and process, World Bank and World Health Organization, September 2019.
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iNVESTiNg iN NuRSiNg 
EDuCATiON iN THE 
ECSA REgiON

6.
58. This section explores explore different 
scenarios for investing in the expansion 
of nursing education in the ECSA region. It 
first discusses scenarios of the nursing labor mar-
ket in the region, to do so it presents simulations of 
future nursing demand, needs and supply for the 
ECSA countries. The analysis aims to identify the 
main labor markets tendencies to identify possible 
or labor market mismatches (surplus or shortages). 
The section then discusses the returns of investing 
in nursing education in the region, by doing so the 
report aims to inform governments, private sector 
investors and donor community what are the po-
tential returns (private, public and social) of inves-
ting in nursing education in the region.

6.1 – Nursing Workforce 
Projections

59. Simulations focused on estimating 
supply, demand and needs for nurses. Su-
pply is estimated by considering the most recent 
stock of nurses available and estimating the flow, 
considering entry and attrition. Entry is estimated 
using time series forecast on the rate of newly acti-
ve domestic trained nursing, using constant growth 
data from Mozambique sample. Attrition is estima-
ted using voluntary exit and demographic attrition, 
using mortality estimates by age group from the 
World Population Prospects. Demand is estimated 

following Liu et al. (2017), using forecasts for GDP 
per capita, out-of-pocket expenditures per capi-
ta and the population over 65 years. The idea is 
to first identify the historical correlation between 
nurse density and the economic and demographic 
variables using a model that included country fixed 
effects and apply these estimates in a dynamic fo-
recast. Need is estimated following authors such 
as Liu et al. (2017) and Scheffler et al. (2008). The 
needs‐based forecast reflects the number of nur-
ses that would be required to reach a desired ben-
chmark of service utilization. In our case we use the 
same benchmark as Liu et al. (2017), with a den-
sity of 44.5 nurses per 10000 people, based on the 
WHo Sustainable Development Goals threshold 
density.

60. Overall, simulations points to a needs
-based shortage of 979 thousand nu-
rses by 2030, almost a 30% increase in 
the shortage estimated in 2019. Tanzania, 
Mozambique, Kenya, Uganda and Malawi are the 
countries with the largest deficit in nurses when 
we compare the supply and need in 2019. In Mo-
zambique and Malawi, the number of nurses nee-
ded is 9.4 and 9.9 times larger than the current 
supply, respectively. Countries with highest needs
-based shortage forecast for 2030 are Tanzania 
(-284,276), Uganda (-179,748) and Mozambique 
(-165,253). for the region, both the growth in po-
pulation and nursing supply are expected to grow 
by 28%. The difference between supplied and nee-

ded nurses is expected to be increased in 6 coun-
tries, but to lower in 9 countries between 2019 and 
2030. A 10% increase in the supply of Malawi would 
eliminate the deficit between supply and need for 
nurses. for the remaining countries with deficit 
in this relation, even a 50% increase would not be 
enough to eliminate the deficit.

61. Surplus between supply and demand 
is estimated to be of over 236 thousand 
nurses by 2030 in ECSA countries. the 
supply of nurses is estimated to grow by approxi-
mately 28% between 2019 and 2030 an increase 
from 646,306 nurses to 827,653. The demand for 
nurses, which is the number of nurses the public 
and private sector are willing to employ, is estima-
ted at 442,407 in 2019 and at 591,371 for 2030, a 
33% increase. This difference between supply and 
demand is due to the labor market asymmetries 
discussed earlier in this report, whereby newly gra-
duated nurses are not all absorbed into the labor 
market. This ‘surplus’ can be considered an inacti-
ve supply of nurses, as the nurses are not partici-
pating in health services delivery.

Figure 13: Nursing Workforce Simulations, 
ECSA countries

Table 9: Nursing supply, demand and need 
estimates for 2019

a) Supply, demand and need for nurses

b) Supply increase scenarios

Source: Joint data collection from National Health Work-
force Accounts indicators and process, World Bank and 
World Health Organization, September 2019.

SuPPLy 
(S)

DEMAND 
(D)

NEED 
(N)

(S) - (D) (S) - (N)

Botswana 12,408 9,494 10,251 2,913 2,156

Eswatini 4,764 3,993 5,109 771 -345

kenya 102,976 65,251 233,954 37,725 -130,978

Lesotho 6,995 3,553 9,457 3,442 -2,463

Malawi 8,389 11,641 82,898 -3,252 -74,509

Mauritius 5,349 6,678 5,650 -1,330 -301

Mozambique 14,440 22,878 135,129 -8,438 -120,689

Namibia 4,874 9,274 11,101 -4,400 -6,227

Rwanda 13,596 13,057 56,190 538 -42,594

Seychelles 1,167 805 435 362 732

South Africa 285,701 143,663 260,584 142,038 25,117

South Sudan 49,226

Tanzania 54,491 58,391 258,124 -3,900 -203,633

uganda 67,916 43,279 197,000 24,637 -129,084

Zambia 34,783 29,005 79,482 5,778 -44,699

Zimbabwe 28,458 21,444 65,172 7,014 -36,714

Total 646,306 442,407 1,459,763 203,898 -764,231
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62. By 2030, 4.7 billion dollars would be 
required to train additional nurses to 
achieve the number needed in ECSA cou-
ntries. Training costs are estimated using Kenyan 
average overall cost of nursing schools in the priva-
te sector, estimated to be USD 4,445 per student 
per year. An increase in the nurse supply capacity 
of 50% in relation to the expected increase would 
cost 1.3 billion dollars and increase the number of 
nurses from 823 thousand nurses to 1,2 million nur-
ses by 2030. The expected cost of the baseline sce-
nario in which the number of nurses increases from 
646 thousand in 2019 to 827 thousand in 2030 is 
861 million dollars.

6.2 – Rate of returns to in-
vest in nursing education 
in the ECSA region

63. The literature on health professional 
education variously investigates the pri-
vate and social costs of health professio-
nal education. The concept of the rate of return 
on investment in education is very similar to that for 
any other investment. It is a summary of the costs 
and benefits of the investment incurred at different 
points in time, and it is expressed in an annual (per-
centage) yield, like that quoted for savings accounts 
or government bonds. The private benefits amount 
to the lifetime earnings of an individual to the net 
present value of costs of education. The public re-
turn to education consists of the public benefits 
associated with a more educated population (the-
se include the value to the whole of society of the 
services delivered by educated people, for example 
skilled health care professionals). The social rate of 
return includes the society’s spending on education 
compared to social impacts of education, including 
non-monetary and external benefits. In principle, 
the private and public returns to education combi-
ned constitute the social return to education.

64. Private and public returns for inves-
ting in nursing education was estimated 
using parameters from kenya (country 
with more complete data). for private re-
turns the analysis considers the private costs and 
benefits to the individuals undertaking nursing 
education. The costs include direct costs such as 
tuition fees and indirect costs such as foregone sa-
lary while in school. benefits included lifelong ear-
nings after graduating from a nursing school (con-
sidering a 35-year career as a nurse). The costs 
and benefits to the public sector included gover-
nment expenditures per student and foregone tax 
revenue during the period of schooling (as costs), 

Table 10: Nursing supply, demand and need 
estimates for 2030

and lifetime tax revenue on the employed nurse 
salary (benefits). A discount rate of 12% was used 
following the literature and the commercial lending 
rate at the Kenya Reserve board.55

65. The estimated return on investment 
in net present value terms represents al-
most three times gDP per capita of ken-
ya. Comparatively, the average net present value 
for investing in a tertiary educational program in 
the oECD Region is $60,832, which is just 2 times 
GDP per capita PPP.56). The private returns on in-
vestments were estimated at $15,105 and public 
returns is $11,396. The internal rate of returns of 
investing in nursing education is 11%.

66. The estimated return on investment 
in net present value terms of for a single 
nurse graduate represents two times the 
gDP per capita of kenya. Comparatively, 
the average net present value for investing in a 
tertiary educational program in the oECD Region 
is $60,832, which also double the GDP per capi-
ta PPP.56 The private returns on investments were 
estimated at $6,656 and public return is -$3,913. 
The internal rate of return of investing in nursing 
education is 8.1%. Extrapolating this figure across 
other countries in the region, the estimated net pre-
sent value of the return on investment in nursing 
education for each graduate is illustrated in Table 19.

Table 11: Private and Public Returns on investment in Nursing Education, kenya

Source: Average tuition is from Nursing Council of Kenya. Median salary for nurses, average public expenditure on nursing 
education, duration of nursing program are from World bank data collection tool for Kenya. The interest rate is assumed to be 
12%, which equals the commercial lending rate for Kenya according to the Kenyan Central bank. Averages wages for workers 
with less than a secondary education but more than primary education was used to estimate the opportunity cost and con-
verted into dollars using the 2018 Kenyan official exchange rate. Tax rate as a share of GDP is from the oECD

VARiABLES (DEFiNiTiON) VALuE (kENyA) RESuLTS

Private returns $6,656 
Costs Average tuition + foregone salary 

while in school and foregone ca-
reer in low-skilled occupation

opportunity cost salary is set 
$1,834 USD; Tuition is mean from 
11 schools ($5,463 over 4 years)

$24,348 

benefits Lifelong earnings after gradua-
ting from nursing school (assu-
ming 35 year career as nurse)

Salary is assumed to be $5328 
USD

$31,004 

Public Returns -$3,913 
Costs Average public expenditure per 

student and foregone tax re-
venue for career in low-skilled 
occupation

Tax rate is 18.1% and applied to 
opportunity cost of alternative 
career; $4,750 is mean subsidy for 
program (over 4 years)

$9,525 

benefits Tax revenue from lifelong ear-
nings after graduating from 
nursing school

Tax rate of 18.1% is applied to lifeti-
me nursing salary

$5,612 

Total NPV $2,743

SuPPLy 
(S)

DEMAND 
(D)

NEED 
(N)

(S) - (D) (S) - (N)

Botswana 15,483 12,047 12,346 3,436 3,137

Eswatini 5,546 4,913 5,775 633 -229

kenya 145,252 111,324 295,701 33,929 -150,449

Lesotho 8,729 4,269 10,347 4,460 -1,618

Malawi 15,259 17,002 110,580 -1,744 -95,321

Mauritius 6,674 7,974 5,669 -1,300 1,005

Mozambique 18,019 30,884 183,273 -12,865 -165,253

Namibia 6,082 12,272 13,398 -6,190 -7,316

Rwanda 16,966 19,679 72,243 -2,713 -55,277

Seychelles 1,456 953 456 503 1,000

South Africa 356,520 162,564 293,505 193,956 63,015

South Sudan 61,585

Tanzania 67,998 89,458 352,274 -21,460 -284,276

uganda 84,751 66,444 264,499 18,307 -179,748

Zambia 43,405 31,152 108,248 12,253 -64,844

Zimbabwe 35,513 20,435 78,304 15,077 -42,792

Total 827,653 591,371 1,868,204 236,281 -978,966
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69. There has been a major expansion in 
the ECSA Region in quality and volume of 
nurse education over recent years, due 
to increased commitments by national 
governments and ambitious donor enga-
gement. Countries are increasing their nursing 
workforce by 10% each year through new graduate 
output, which is consistent with the CARICoM re-
gion. Countries have increasingly adopted compe-
tency-based educational models, and ECSACoN 
has established a Regional Regulatory framework 
that enshrined competency-based education. Ex-
pansion of education is highest in countries with 
higher GDP per capita. Educational demand is high 
in the region, and in several countries is far surpas-
sing educational capacity and enrollment. Rapid 
expansion in educational output has also worsened 
the faculty: student ratio in many countries and 
raised general concerns about diminished educa-
tional quality, including the misalignment of curri-
cula to population health needs. Public expenditure 
on nursing education is relatively low at $1,616 per 
nursing graduate.

70. Likewise, nurses are shifting in to 
more expansive and autonomous roles, 
such as through upgrading nursing de-
gree programs, establishing advanced 
practice positions, and regulating and 
formalizing the work nurses are doing 
outside their regular scope of work. These 
added professional responsibilities greatly increase 

availability of services to achieve SDGs, but upda-
ted regulatory policies, job descriptions, and fra-
meworks that support and enable nurses and are 
needed to maximize their knowledge, experience, 
and professional practice. because the majority of 
countries within the ECSACoN Region share com-
mon academic and professional preparation (e.g., 
pre-service educational requirements, registration 
and licensure requirements, etc.), introducing and 
assisting with the required regulatory changes are 
realizable goals. furthermore, it requires significant 
changes at the employment source both including 
compensation and working conditions

71. The region has a strong regulatory 
framework for nursing, with mechanisms 
at national and subnational level for ac-
creditation of nursing education. However, 
accreditation processes can face lengthy delays 
and compliance is often not enforced or is enfor-
ced inconsistently between the public and private 
sectors. Concerns over nursing regulators’ ability 
to enforce standards among the growing private 
sector for nursing education is timely as the role 
of that sector continues to grow in importance. 
Expanding nursing education without a concomi-
tant investment in regulation for quality assuran-
ce and oversight will only worsen these regulatory 
challenges. New models of regulation are needed 
to create more flexible and rapid procedures for 
accreditation and compliance monitoring and to 
enable timely updating of curricula to meet popu-
lation need.

67. This return on investment can be con-
sidered in the context of the policy sce-
narios presented above to scale-up nur-
sing education, provided that each nurse 
graduate finds employment in the health 
system. As an example, in the scenario of a 10% 
scale-up of the current nursing supply, the combi-
ned private and public RoI in NPV terms would to-
tal $176,453,621 USD. While the total RoI to double 
the nursing supply would surpass $1.7 trillion USD.

68. The social benefits of investing in nu-
rsing education, such as improved health 
care access and health care outcomes, 
are much larger than the private and pu-
blic ROis. These social returns are difficult to 
quantify, and few models exist in the literature. 
for instance, one attempt was done by the WHo 
which estimates a life saved per additional 0.25 
health worker. Using the global standard value of 
a life saved of $50,000, one nurse produced in the 
ESCA region could be result in a social benefit, per 
life saved, of about $10,000- $12,500.

Table 12: Estimated NPV for each ECSACON Country, based on kenya example

Table 13: Cumulative Public and Private Return on investment in Nursing Education in the EC-
SACON Region by investment Scenarios

SuMMARy OF FiNDiNgS7. COuNTRy gDP PER CAPiTA 2018 ESTiMATED NPV OF NuRSiNg 
DEgREE iN uSD

Lesotho $1,610 $3,220

kenya $1,381 $2,761 

Mauritius $12,150 $24,299

South Sudan $794 $1,589 

Eswatini $5,536 $11,072

Tanzania $1,067 $2,134 

uganda $815 $1,630

Zambia $1,921 $3,841 

Zimbabwe $1,519 $3,037

Rwanda $949 $1,898 

Botswana $9,224 $18,447

Seychelles $16,522 $33,043

South Africa $8,545 $17,090

Malawi $593 $1,187 

Mozambique $619 $1,239

 iNVESTMENT SCENARiO CuRRENT  
SuPPLy

% CuMuLATiVE NET PRESENT VALuE 
OF PRiVATE AND PuBLiC RETuRN 
FOR ADDiTiONAL NuRSES

Increase supply by 10% 643287 64328.7 $176,453,624
Increase supply by 25% 643287 160821.8 $441,134,060 
Increase supply by 50% 643287 321643.5 $882,268,121
Increase supply by 100% 643287 643287 $1,764,536,241
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72. As a result of successful nursing 
educational investments, the total nu-
rsing supply in the region- estimated at 
450,000 – has grown faster than popu-
lation growth at approximately 10% per 
annum. The resultant improvements in nursing 
density have helped six countries to surpass the 
WHo 2006 recommended ratio of 2.3 health wor-
kers per 1,000 populations. The workforce is mos-
tly composed of women (79%) and under 45 years 
of age and earns on average salary 2.6 times more 
than GDP per capita. Wages are highest in coun-
tries where the effective demand-based shortages 
of nurses are highest, such as in Kenya.

73. Outmigration of ECSA nurses outside 
and within the region reduces the availa-
ble supply of nurses in sending countries, 
and poses direct and indirect costs to 
sending governments, including tuition 
as well as foregone wages and tax reve-
nue. In contrast, there is a positive return on in-
vestment in nursing education in the region for an 
individual nurse that can be valued in net present 
value terms as $6,656, or approximately double 
GDP per capita. The average licensure and labor 
market participation rates are robust (77%) and 
(80%), but leave room for improvement, and data 
was not available for most countries.

74. Critically important is the misalig-
nment of demand to this supply of nur-
ses in the region. While effective demand has 
increased, vacancy rates are still high in many 
countries and flow analysis reveals an overproduc-
tion of new nurse graduates in relation to newly 
available positions for nurses in the labor market 
in some countries. This results in an ‘inactive” nur-
sing supply, for which the return on investment for 
nursing education is zero. Countries in the region 

are unable to effectively examine the alignment of 
supply and demand in nursing education or in their 
nursing labor market, because key data systems 
are weak or non-existent. Simulations project the-
se surpluses will continue to occur as effective 
demand and nursing supply grow by similar rates 
from 2019-2030; our projections estimate the sur-

plus of nurses by 2030 to be over 220,000 nurses.

75. Concomitantly, countries in this re-
gion still face needs-based shortages of 
nurses to achieve Sustainable Develop-
ment goals. our simulations project the needs
-based shortage of nurses to achieve the 4.45 
per 1,000 population ratio for SDG attainment 
will grow to 841,000 nurses by 2030. That’s is a 
30% increase from the needs-based shortage we 
document in 2019. These shortages vary by cou-
ntry and will increase in 6 countries and decline in 
9 countries. The greatest needs-based shortages 
are projected for Tanzania, Uganda, and Mozam-
bique. Increased investment in the education and 
employment of nurses in the region is therefore cri-
tical to advancing the SDGs.

76. For nurses that are active in the la-
bor market, poor working conditions, low 
morale, and inadequate training restrain 
performance and productivity conside-
rably and driving attrition and absen-
teeism. The solutions to improve nursing perfor-
mance and productivity need to be health worker 
driven; a recent study found that wages were not 
the greater factor in health worker retention in 
Uganda, but rather working conditions, accommo-
dations, and supportive supervision. Strengthening 
systems for continuing professional development 
also can both improve performance and assist in 
providing tracking data helpful for governments to 
plan and manage their workforce.

77. A critical lack of data on the health 
workforce strains rational workforce 
planning of the scarce resource of nurses 
and prohibits countries from understan-
ding their stock and flows. Data is insuffi-
cient in documenting nursing educational demand 
(application, enrollment, and graduation, and attri-
tion), registration and licensure, outmigration and 
continuing professional development, and geogra-
phic and sectoral deployment, retention, and per-
formance. Private sector data is not collected sys-
tematically, despite the growing role of this sector 
to the health systems of ECSACoN countries. As a 
result, countries do not have the needed informa-
tion to understand their national or local health la-
bor markets, and investments in nursing education 
or nursing labor could lead to unintentional negati-
ve impacts in the labor market.
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• Build on existing regional models for planning 
and cooperation. Regional regulatory standards 
and frameworks, supported by affiliated exis-
ting regional organizations, can guide and inform 
country level regulatory practices. Examples in-
clude ECSACoN Regulatory framework, training, 
AfREHEALTH (PI’s council, curricula development), 
ARC- quad learning collaborative, EAC shared labor 
rules/ regulatory framework, Regional Professional 
Regulatory framework (RPRf). 

• Ensure decent working conditions and occupa-
tional health and safety. Nurses cannot be expec-
ted to deliver, improve and sustain quality health 
care when working without the basic infrastructure 
and materials/equipment to do so. furthermore, 
enabling working environments will support attrac-
tion to the profession and the retention of nurses, 
reducing absenteeism and attrition. The develop-
ment and application of occupational health and 
safety policies is essential.  This includes safe staf-
fing levels, protection from harassment and violen-
ce, adequate remuneration and gender-sensitive 
working environments. Nationally regulated provi-
sions should be in place to ensure fair and equal pay 
and treatment for all genders.

• Develop, strengthen and invest in the Advanced 
Practice Nurse (APN) role. APNs are an important 
resource to address current health system challen-
ges. Evidence shows that APNs improve population 
health outcomes and contribute to innovation and 
quality improvement leading to increased access 
to quality health services, particularly in underser-
ved and low-resourced settings. Many nurses have 
already unofficially stepped into these roles to fill 
workforce gaps, but there is a need to regulate 
this and to ensure those nurses are properly trai-
ned. Promoting the APN role is premised on having 

strong nursing regulatory mechanisms in place. 
APNs should have protected role titles with clear 
credentialing requirements which includes an iden-
tifiable scope of practice. 

80. investments to expand nursing edu-
cation should be targeted to institutions 
producing nurses most critical for uHC 
and SDg attainment in each country. 
This means targeting institutions in locations with 
greatest needs, including opening new schools in 
underserved areas, as students are more likely to 
work in the same region as they train. Use data 
to drive decisions on expansion versus new insti-
tutions. Efforts to support upgrading academic 
entry preparation to bachelor of Science in Nur-
sing programs should be supported and comple-
mented with planning discussions regarding the 
career pathways and distinct scopes of practice, 
ensuring that this is endorsed by employers at all 
levels. Support a balance of educational programs 
for advanced practice nursing, and ensure pre-ser-
vice education prepares nurses for various models 
of nursing care in the country.

• Emphasize primary health care. The growing 
nursing labor market will need to ensure that nu-
rses are appropriately educated and prepared to 
provide primary care services to adequately meet 
population health needs, including the needs of 
particularly disadvantaged populations. PHC is 
the cornerstone of UHC and supports service deli-
very that not only addresses access issues in rural 
and remote locations, but also maximizes health 
outcomes through service delivery redesign. Nur-
ses must be well trained to deliver urban and rural 
healthcare that is aligned with evolving needs of 
the population including sexual and reproductive 

78. Countries in the ECSA Region must in-
vest in nursing education and labor mar-
kets. Increasing the supply of nurses to respond 
to achieve UHC and deliver the SDGs in ECSACoN 
Countries will depend on increasing the production 
and quality of pre-service nursing education and on 
ensuring that nurses entering the workforce are em-
ployed, allowed to work to their full scope of practi-
ce, and are retained. This requires complementary 
investments in nursing governance, regulation and 
the production of data and analytical capability to 
empower countries to plan and manage their labor 
markets of nurses and guide ongoing investments 
accordingly.

79. Recommendations regarding gover-
nance and the labor market include: 

• Strengthen health workforce information sys-
tems and data use for policy translation. Stren-
gthening a country’s nursing workforce requires 
firm investments in information systems to allow 
countries to make real-time and evidence-based 
policy decisions. Using existing models, including the 
Kenya r-HRIS, will ensure uniformity of minimum 
data sets. Countries should accelerate the imple-
mentation of National Health Workforce Accounts, 
which serve as a good leverage point to guide the 
continuous and systematic collection of data. Coun-
tries should accurately track the flow of the nursing 
workforce including migration, nursing density, and 
numbers of nurses leaving or entering the workforce. 

• Monitor and effectively manage migration. Nu-
rsing associations in country can collaborate with 
decision-making bodies and other stakeholders to 
achieve informed human resource planning that is 
based on systematic and comprehensive data on 
workforce flows. A regional approach is required to 
address critical gaps resulting from out-migration.

• Strengthen the leadership role of the Quad in 
the country. Include the selected representatives 
from each of the nursing pillars in each country in 
all policy discussions and decision making; 

• Improve accountability mechanisms for quality 
improvement. There is a need to evaluate both pa-
tient and provider satisfaction and patient outco-
mes. Countries should work with the health work-
force from the national to the community level to 
find ways to improve quality of care and provider 
performance. 

• Create policy frameworks that encourage the 
entrepreneurship of nurses to lead their own pri-
vate sector clinics, which can provide income ge-
nerating opportunities and expand access to ser-
vices. As the majority of nurses are women, this 
will also support the economic empowerment of 
women. other options for economic empowerment 
of women include: formalizing moonlighting/dual
-practice. Making small business loans available 
with tools/programmes could help nurses to run 
their own business. 

THE WAy FORWARD8.



51ECSA: EduCAtion And LAbor MArkEtS for nurSES ECSA: EduCAtion And LAbor MArkEtS for nurSES50

ANNEx 1
THE COViD-19 iMPACT ON THE NuRSiNg 
WORkFORCE

The CoVID-19 Pandemic was not anticipated at the time that the ECSA Education & Labor Market 
Analysis was conducted or released. The pandemic has had a profound impact on nursing education 
and practice and likely impact on patterns of deployment and retention. Recently, the International 
Council of Nurses (ICN), the International Confederation of Midwives (ICM) have both released a call to 
action in support of the CoVID-19 related needs of nurses and midwives. A joint statement following 
the June 2020 TRIAD meeting released by the World Health organization, ICN and ICM representing 
over 600 Government Chief Nursing officers and national nursing leaders called for urgent and conti-
nued action to support the nursing & midwifery workforce. This annex is intended to align the findings 
and recommendations from the ECSA Education & Labor Market Analysis with known and likely pan-
demic related impacts.

There has been a major expansion in the 
ECSA Region in quality and volume of nurse 
education over recent years, due to increa-
sed commitments by national governments 
and ambitious donor engagement.

Nurses are shifting in to more expansive 
and autonomous roles, such as through 
upgrading nursing degree programs, esta-
blishing advanced practice positions, and 
regulating and formalizing the work nurses 
are doing outside their regular scope of 
work.

The CoVID-19 Pandemic has effectively closed many education programs in 
the region. Schools and universities that do remain open have been forced 
to move to virtual learning platforms. This may cause an obstacle to both 
quality and volume in a region with lower levels of digital literacy and access 
to technology.

Student access to high quality clinical education is also impacted by the 
pandemic. Clinical education may be suspended in hospitals and health facili-
ties struggling to manage high levels of acuity. Students that do have access 
to clinical study may not have a full set of competencies or the personal 
protective equipment needed to protect themselves from transmission.

In some settings, faculty may be redirected to clinical practice, increasing 
the student-teacher gap.

Interest in the nursing profession as a career choice for youth may increase 
or decrease depending on the perception of the roles that nurses play on the 
frontline and the risk they take in doing so.

The Pandemic may call attention to the need for nurses to expand their 
scope of practice in order to maximize access to high quality care.
The regulated scope of practice of nurses may be formally relaxed in order 
to allow nurses to serve the urgent needs in facilities and communities.

Efforts to upgrade to nursing degree programs may be delayed or seen as a 
lower priority than ensuring the continued flow of nurses with basic clinical 
competencies needed to manage urgent care needs.

ECSA EDuCATiON & LABOR MARkET ANALySiS
SuMMARy OF FiNDiNgS

COViD-19 RELATED iMPACT

health, immunization, chronic illness management 
and mental health care. Evidence indicates that 
private sector investment in health worker educa-
tion and employment tends to cluster around the 
most remunerative professions and those marke-
table at the global level, rather than the primary 
health care workforce, which is most needed and 
effective in improving equity in access to essential 
health care services (28).

• Ensure high quality, transformative educatio-
nal models. Invest in competency-based, prac-
tice-oriented, and transdisciplinary learning, and 
utilize technology and e-learning to improve ac-
cessibility. Create clinical opportunities in rural and 
underserved areas with a special attention to de-
veloping clinical tutors through expanded training 
programs. Leverage e-learning and technology 
where feasible to extend access to education and 
to improve computer literature and use of tech-
nology. Improve availability and quality of clinical 
and practice-based training opportunities with ex-
panded opportunities in primary and community 
care. Reconceptualize alternative clinical experien-
ces. The shifts to online learning required to deli-
ver education during the CoVID-19 pandemic has 
highlighted opportunities and challenges that can 
be leveraged.

• Strengthen regulation of nursing education. 
Innovative and robust models. Develop mechanis-
ms for enforcing quality assurance including cur-
riculum and accreditation standards for both pri-
vate and public sectors. Examine and strengthen 
authorities for regulating the private sector. Pilot 
autonomous bodies or private sector partnership 
models (McPake et al, 2013). Harmonize nursing 
education and credentialing standards.

• Address faculty shortages through academic 
innovation and investments in nurse faculty 
programs. Efforts to retain and grow the nursing 
faculty workforce; collaborative models for public
-private partnerships; adequate wages for faculty; 
leverage online and distance learning for access to 
a larger nursing faculty workforce and to comple-
ment faculty in rural and remote education facili-
ties – this requires the availability of reliable, broa-
dband internet access.

• Develop regional curriculum frameworks for 
APN education to support successful expansion 
and sustainability of the APN role. Ensure articu-
lation between Registered Nurse and APN curricu-
lums to ensure appropriate integration of this role 
into the health system. Countries progressing to-
wards developing master’s degree requirement for 
APNs can develop transition or bridging courses for 
clinical nurse specialist or nurse practitioner roles.

Establish a framework for public-private colla-
boration in advancing nursing education, which 
brings together stakeholders from both sectors 
with donors, investors (e.g. banks) to create a ra-
tional plan for expansion of education in each cou-
ntry, in line with effective and need-based demand. 
This can be the basis of development ventures 
seeking outside funding. Strengthen public policy 
stewardship to optimize and align private sector 
investments, educational capacity and nurses’ ro-
les in health service provision to public policy goals.

• Establish a meaningful student loan program 
that enables students willing to pay the opportu-
nity to capitalize on the positive return on invest-
ment for nursing education in the public and priva-
te sectors;
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The region has a strong regulatory fra-
mework for nursing, with mechanisms at 
national and subnational level for accredi-
tation of nursing education.

As a result of successful nursing educatio-
nal investments, the total nursing supply 
in the region- estimated at 450,000 – has 
grown faster than population growth at 
approximately 10% per annum.

Outmigration of ECSA nurses outside and 
within the region reduces the available 
supply of nurses in sending countries, and 
poses direct and indirect costs to sending 
governments, including tuition as well as 
foregone wages and tax revenue.

Critically important is the misalignment 
of demand to this supply of nurses in the 
region.

Concomitantly, countries in this region still 
face needs-based shortages of nurses to 
achieve Sustainable Development goals.

For nurses that are active in the labor mar-
ket, poor working conditions, low morale, 
and inadequate training restrain perfor-
mance and productivity considerably and 
driving attrition and absenteeism.

A critical lack of data on the health work-
force strains rational workforce planning of 
the scarce resource of nurses and prohibits 
countries from understanding their stock 
and flows.

Efforts to effectively manage and ensure compliance with accredita-
tion guidelines has been challenged across the region, particularly in the 
private sector. Ensuring that schools and universities maintain quality 
standards in the midst of resource shifts and social distancing require-
ments will be difficult.

Effective demand for nurses will likely increase, particularly those with 
critical and pulmonary care competencies.

Nurses in a 79% female workforce largely under 45 years of age may 
struggle to meet stressful and dangerous job demands while caring for 
families and children no longer in school. This may lead to higher rates of 
attrition in the nursing workforce

border protections and restrictions on international travel may reduce 
outmigration in the short term.

A pandemic induced increased effective demand could provide employ-
ment opportunities for many existing unemployed nurses. Quality of care 
will depend on sufficient orientation for nurses who have not been part of 
the workforce.

The high needs-based demand for nurses could result in misutilization of 
nursing students unprepared to manage the acuity of clients suffering 
from CoVID-19. Nursing students entering clinical facilities must be suffi-
ciently supervised and equipped.

The pandemic may augment projected needs-based shortages, particu-
larly in the six countries that have projected increases in their shortages.
The perception of the nursing profession and a nursing career will impact 
projected needs-based shortages

Long working hours, dangerous working conditions, lack of access to 
personal protective equipment and psychological first aid will likely drive 
increases in attrition and absenteeism.

Nurse leadership engagement in communities, health facilities and inter-
sectoral decision making tables will be critical to mitigating attrition.

A robust understanding of the stock of nurses, their practice locations, 
skillset and formal preparation to manage clients suffering from Co-
VID-19 will be critical in an effective pandemic response.

ANNEx 2
DETAiLED RESEARCH METHODS 

Literature Review
We conducted two literature reviews to provide a 
grounding in the grey and peer-reviewed literature 
on the topic. The first literature review examined the 
quantity and quality of nursing education in the EC-
SACoN region following six factors: students, curri-
culum, teachers/tutors/preceptors, infrastructure 
and management, clinical practice sites, and influen-
cing factors. The second literature review examined 
the trends, issues, and opportunities facing nursing 
education and the labor market in the ECSACoN re-
gion, probing additional factors in nursing education 
such as e-learning, advanced practice, upgrading of 
nursing, and private sector education. Nursing re-
gulation was also studied, including licensing, conti-
nuing professional development, and accreditation. 
on the labor market side, we reviewed literature rela-
ted to the demand for nurses by both the public and 
private sectors, such as employment trends, migra-
tion, compensation, absenteeism, and performance 
and productivity. both reviews highlighted signifi-
cant gaps in data and areas for further exploration.

Qualitative Data Analysis
As part of the qualitative analysis, we first undertook 
a stock-taking exercise in each country where we 
documented the existence of educational and labor 
market data sets in countries, and where we scoped 
the number and level of educational programs for nu-
rsing and the existence of key regulations and accre-
ditation mechanisms. We administered this stock-
taking survey instrument to each of the 16 ECSCoN 
country focal points. We next conducted focus group 
discussions and key informant interviews to explo-

re trends in nursing education and the nursing labor 
market in the ECSA region. The table below describes 
the category of interviewees and the number.

Participants with expertise in education were as-
ked about nursing curricula, student preferences, 
the current constraints and future needs of nu-
rsing institutions, and financial and regulatory 
challenges. Similarly, participants with expertise in 
the labor market were asked about the policy and 
regulatory environment in their countries and the 
region more broadly, the relationship between la-
bor and health care-specific laws and regulations, 
employment trends, migration, and compensation.

Quantitative Data Analysis
finally, for the quantitative analysis we gathered and 
reviewed data on the current state of nursing educa-
tion in the ECSA region, including on the number and 
capacity of training institutions since 2012, average 
duration of degree programs, and cost for both the 

Table A: Focus group discussions and key in-
formant interviews:

 *PERSPECTiVE NuMBER (PERCENTAgE)

Regulator 12 (22%)

Government 8 (15%)

Association 11 (20%)

Educator 11 (21%)

Clinician 7 (13%)

other 5 (9%)

Total 54
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public and private sectors. on the labor market side, 
we collected detailed data on the composition of the 
nursing workforce from 2012 to 2018, including de-
mographics, distribution, sectoral participation, ave-
rage earnings, and effective demand and vacancies.

finally, for the quantitative analysis we gathered and 
reviewed data on the current state of nursing educa-
tion in the ECSA region, including on the number and 
capacity of training institutions since 2012, average 
duration of degree programs, and cost for both the 
public and private sectors. on the labor market side, 
we collected detailed data on the composition of the 
nursing workforce from 2012 to 2018, including de-
mographics, distribution, sectoral participation, ave-
rage earnings, and effective demand and vacancies. 

This work was conducted in partnership with ICN, 
ECSACoN and Jhpiego. To avoid duplication of pro-
cesses and to harmonize information, data collection 
on NHWA indicators was done jointly with the World 
Health organization during the elaboration of the 
State of the World Nursing report. The ICN provided 
their support and knowledge on nursing education 
and training and helped facilitate the conversation 
with other key stakeholders. ECSACoN was a key 
partner in making the link with the QUADs in the 
countries of focus and supported in follow-ups with 
countries for the data reporting process. In addition 
to providing their guidance and knowledge from vast 
experience working on nursing in the region, Jhpie-
go helped in the study design, development and 
adaptation of existing reporting tool and provided 
significant support in data reporting efforts. As a 
contractor for the State of the World Nursing data 
reporting efforts, they were uniquely positioned to 
help maintain communication with the countries and 
benefited from the ongoing data collection through 
the National Health Workforce Account process of 
WHo. Their team helped maintain contact with cou-
ntry QUADs and helped ensure that both the WbG 
and WHo were receiving the required data sheets. 

Regional Consultations
In parallel to the drafting of instruments and data 
collection (quantitative and qualitative), the activity 
has supported policy discussion with key stakehol-
ders in the region. These engagements aimed at 
disseminating the objectives of the work, assuring 
buy-in at early stages from key stakeholders (nurses 
association, associations of nursing schools, and na-
tional governments), and engage nursing leaders in 
the development of the research instruments and in 
facilitating data collection process. The main events 
supported through these activities were:

• The overall purposes of the meeting were to deter-
mine a collective approach with which to assess the 
nursing labor and education markets in ECSA coun-
tries; to engage with nurse leaders representing go-
vernment, regulatory bodies and associations from 
the region; and to identify synergies with other regio-
nal initiatives and develop partnerships to implement 
and disseminate the results.

• 6th Quadrennial Conference of The East, Central and 
Southern Africa College of Nursing (ECSACoN 2018): 
A side event and a plenary session were organized to 
disseminate initial findings from the work and to con-
duct the first round of qualitative data collection.

• ICN Congress 2019 Singapore: The World Bank, 
Jhpiego and ICN attended this congress in Singapore 
June 27th- July 1st, 2019. The team was invited to 
present the study objectives and preliminary findings. 
The team met with the WHo team working on es-
tablishing NHWA accounts to establish collaborative 
agreements to facilitate the data reporting process. In 
addition, the team met with nursing leadership from 
various ECSA countries. These meetings clarified 
any doubts on the purpose of the study and served 
to revive enthusiasm from the countries. Countries 
committed to the data reporting efforts, agreements 
on regular meetings with QUADs and deadlines were 
established.

ANNEx 3
SiMuLATiONS METHODS 

The idea of this note is to discuss the methodolo-
gy to be used in order to create a forecast model 
for nursing supply and demand in ECSA countries. 
There are three main elements to be discussed: su-
pply, demand and the investment cost of increa-
sing supply. Some studies also present estimates 
on shortage due of nursing that is not due to diffe-
rences between supply and demand, but between 
supply and need.

Most studies that try to achieve a demand forecast 
use one of two approaches. The first is the idea of 
stock and flow. for example, they start with some 
measurement of the nurse service utilization and 
extrapolate it to future years. The second approa-
ch is not based on the present level but estimate 
directly using variables such as economic growth 
and demographic variables.

World bank report The Nurse Labor and Education 
Markets in the English-Speaking CARICoM (2009) 
estimates the nursing supply using current stock, 
education output, and current attrition rate for the 
base scenario. for alternative scenarios, changes 
in the completion rate and the intake of students 
are considered and the feasibility is tested based 
on constraints such as the number of tutors. De-
mand was estimated based on demographic chan-
ges and projected utilization patterns. The starting 
point of the stack is the Canadian nurse service 
utilization patterns and for the forecast the flow is 
estimated by incorporating demographic changes.

Milicevic et al. (2013) uses an ARIMA model to es-
timate the supply of nurses. The forecast is deter-
mined by population, GDP, inpatient care dischar-
ges; outpatient care visits; students enrolled in the 

first year of medical studies; graduated physicians. 
There is no demand estimate, the analysis of the 
authors is limited to the supply side.

Murphy et al. (2016) simulate the future supply of 
each profession in each oECD country using data 
on population projections by age and sex; the dis-
tribution of self-assessed health status by age and 
sex; volumes of hospital days and physician con-
sultations; current supplies of midwives, nurses, 
and physicians; annual numbers of graduates of 
each of these professions; annual numbers of in-
migrant nurses and physicians; the distribution of 
physicians by age; and the proportion of licensed 
members of each profession who are actively prac-
ticing were obtained for most of the included cou-
ntries through the oECD indicator database. There 
is no estimate for demand, but they estimate the 
need for each country, including statistics on sel-
f-assessment of health status of individuals to es-
timate the need.

Cameron (2009) describes the models to estimate 
nursing in each of the Canadian province and by 
the federal Government. The models are different, 
and the variables used depend on the what is avai-
lable in each province. for the federal government 
the variables include stocks and flows of GP, Medi-
cal & surgical, specialists by age/sex fTEs. for the 
demand, the author indicates that components 
used in demand modelling are most often based 
on historical data broken down by age and gender.

The AAMC Center for Workforce Studies (2007) 
estimates the demand of oncologists by using the 
projection of cancer cases, the growth of popula-
tion and the expectation of visits to the oncologist. 
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Supply of oncologists is estimated as the Current 
Supply + New Entrants – Retirements/Deaths. Ex-
pectations of retirements/deaths by gender/age 
groups, plus entrants estimated using the current 
trend.

Liu et al. (2016) and Scheffler et al. (2008) use a 
different approach which is to estimate the number 
of demanded nurses using economic growth; inco-
me level; demographic variables. Liu et al. (2013) 
also estimate the out-of-pocket expenditure per 
capita using household sample and use it as an 
input to the demand model. Scheffler et al. (2008), 
estimates both the demand and the need of nur-
ses. Need is determined by calculating the number 
of physicians that would be required to reach the 
world health report 2006 goal of having 80% of 
live births attended by a skilled health worker. De-
mand includes country fixed effects, income level is 
considered using GNI per capita, lagged 5 years to 
account for time required for economic growth to 
affect health-care spending.

for the supply, both Liu et al. (2016) and Scheffler 
et al. (2008) estimate nurses/midwives density for 
each country from time t using the following equa-
tion:

Nurses/midwives per 1000 population = β0 + β1*-
yeart + εt
The density can be applied to the population fore-
cast to estimate the number of nurses.

Supply methodology proposed:
for the supply, there are two possible methodolo-
gies that we could follow. The first is to use a me-
thodology like Liu et al. (2017) and Scheffler et al. 
(2008).

The second would be closer to the World bank Ca-
ricon report (2009) and the AAMC Center for Wor-
kforce Studies (2007). In this approach we would 
need a measurement of the new nurses and the 
attrition of the current nurses in order to deter-
minate the flow of nurses. This could be achieved 

using Kenyan data of Number of students enrolled 
in nursing education and training. The attrition can 
be estimated using the time-series of the nursing 
distribution by age group. both methods could be 
applied, and forecast be compared.

Demand methodology proposed:
Not having a measurement of current nurse ser-
vice utilization patterns limits the methodology 
we can use for demand. In that sense, I suggest 
we use an approach similar to Liu et al. (2017) and 
Scheffler et al. (2008), which use demographic and 
economic variables to project demand. In addition, 
we can also model shortage due to need, instead 
of demand. As I see, demand would be more eco-
nomic focused, while need would depend more on 
demographic changes.

Another possibility would be to use data such as 
the current vacant nursing positions as the star-
ting shortage point and extrapolate the flow. The 
problem is that is that we don’t have this variable 
for all countries and assuming that the shortage in 
one country would be the same as another is too 
strong of an assumption, in my opinion.

once we have an estimate for supply and demand/
need we can project the shortage of nurses for 
each country. The cost of training of additional nu-
rses can be estimated using Kenyan data. We have 
information on both public and private expenditu-
re on nursing education; number of graduates and 
number of qualified educators that can be used to 
estimate the cost.

Need methodology proposed:
Some authors such as Liu et al. (2017) and Schef-
fler et al. (2013) also estimate need for nursing, 
the needs-based forecast reflects the number of 
nurses that would be required to reach a desired 
benchmark of service utilization. In our case we use 
as benchmark a density of 44.5 nurses per 10000 
people, based on the WHo Sustainable Develop-
ment Goals threshold density.
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