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Abstract

Background: Human resources for health are self-evidently critical to running a health service and system. There is,
however, a wider set of social issues which is more rarely considered. One area which is hinted at in literature,
particularly on fragile and conflict-affected states, but rarely examined in detail, is the contribution which health
staff may or do play in relation to the wider state-building processes. This article aims to explore that relationship,
developing a conceptual framework to understand what linkages might exist and looking for empirical evidence in
the literature to support, refute or adapt those linkages.

Methods: An open call for contributions to the article was launched through an online community. The group
then developed a conceptual framework and explored a variety of literatures (political, economic, historical, public
administration, conflict and health-related) to find theoretical and empirical evidence related to the linkages outlined in
the framework. Three country case reports were also developed for Afghanistan, Burundi and Timor-Leste, using
secondary sources and the knowledge of the group.

Findings: We find that the empirical evidence for most of the linkages is not strong, which is not surprising, given
the complexity of the relationships. Nevertheless, some of the posited relationships are plausible, especially between
development of health cadres and a strengthened public administration, which in the long run underlies a number of
state-building features. The reintegration of factional health staff post-conflict is also plausibly linked to reconciliation
and peace-building. The role of medical staff as part of national elites may also be important.

Conclusions: The concept of state-building itself is highly contested, with a rich vein of scepticism about the
wisdom or feasibility of this as an external project. While recognizing the inherently political nature of these
processes, systems and sub-systems, it remains the case that state-building does occur over time, driven by a
combination of internal and external forces and that understanding the role played in it by the health system
and health staff, particularly after conflicts and in fragile settings, is an area worth further investigation. This
review and framework contribute to that debate.
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Introduction
Human resources for health are self-evidently critical to
running a health service and system, and there has been
a small but growing literature on the returns to investing
in human resources for health (HRH) from the point of
view of health and associated economics gains [1]. There
is, however, a wider set of social issues which is more
rarely considered. Health systems have a social function,
and the individuals and institutions which make them
up play roles beyond preventing and curing ill health
and working to promote good health [2]. One area
which is hinted at in literature, particularly on fragile
and conflict-affected states, but rarely examined in
detail, is the contribution which health staff may or do
play in relation to the wider state-building processes.
This article aims to explore that relationship, develop-

ing a conceptual framework to understand what linkages
might exist and looking for empirical evidence in the lit-
erature to support, refute or adapt those linkages. This is
of importance as the state-building rationale is explicit
or implicit in many of the investment models of devel-
opment agencies [3], including for investments in HRH,
and merits better understanding in itself. We briefly
examine the concept of state-building and discuss the
elements which contribute to it. In this paper, we draw
on wider literature on the links between state-building
and human, institutional and economic development
and then examine evidence for different mechanisms
which might link HRH development with state-building,
drawing from fragile and conflict-affected settings (FCAS),
where the notion of state-building is most applicable.
Some challenges and enablers that can support or hin-
der the HRH elements of these linkages are highlighted.
In our concluding sections, we review the evidence for
the linkages and contributions of different disciplines
and communities to the discourse.

Methods
Composition of group
The authorship group was constituted in a participatory
way, following an open call made through the LinkedIn
Group on Health Systems in Fragile and Conflict-affected
States (FCAS) [4] in December 2014. The FCAS LinkedIn
group, which was set up in 2004 under the Health System
Global aegis, has over 300 members whose profiles sug-
gested theoretical and/or practical expertise and interest
in the topic. Out of this appeal, and through personal
networks, an authorship group was assembled which
included experiences of different FCAS settings and also
different disciplinary backgrounds. The group met virtu-
ally on several occasions in order to agree on the scope of
the article, discuss the research methods and compare
preliminary findings. Each group member was given a dif-
ferent area of literature to explore.
Literature review
We recognized that state-building is an inherently polit-
ical concept and therefore we chose to explore studies
and literature from a wide variety of disciplinary per-
spectives. Our scoping of the literature explicitly looked
for themes in different bodies of literature, including
political sciences, economics, history, public administra-
tion and public health. The search was not systematic or
exhaustive but rather exploratory. Key words used in-
cluded the following: [health workforce, health workers,
human resources for health] AND [conflict, fragile
states, post-conflict] AND [state building, legitimacy,
equity, gender, peace, stability, intersectoral, public ad-
ministration, civil service, political settlement, discrim-
ination, neutrality, international aid, development, aid,
security, governance].
For the economics literature, the search was conducted

on JSTOR (Economics and Business journals), Econpapers,
the National Bureau of Economic Research (NBER) and
Centre for Economic Policy Research (CEPR) web sites and
Econlit. With the exception of JSTOR, the query gave
few answers, and the research was extended to articles
containing the term “state-building” only. For histor-
ical research, the search was conducted on JSTOR
(history journals), giving 80 results that were all ana-
lysed. In addition to this, another research that only
included the keywords “state-building” and “human”
found 1 245 entries, of which the first 250 were ana-
lysed. Most of them proved irrelevant for the present
study.
The research done in political science on state-building

and related issues is vast. The approach chosen for this
study was to start with the reviews carried out by the
Governance and Social Development Resource Centre
(GSDRC) in three topic guides [5-7]. These guides are
mostly aimed at development agencies and review “grey”
literature (such as agency-commissioned reports) more
than peer-reviewed publications. Based on the references
mentioned and a rapid internet search, further studies
were included.
For the conflict and fragile states literature, we fo-

cused on Conflict and Health and Disasters journals
and from there snowballed into references from pa-
pers. Grey literature was obtained from different web
sites such as WHO, MSH, MSF, CfBT Education Trust,
USAID, DFID, UNSW, World Bank and Humanitarian
Exchange. The public administration search was done
by starting with some key references and snowballing
from their reference sections.

Conceptual framework
Based on an initial discussion of the literature, a conceptual
framework was developed which was used to structure the
findings.



Witter et al. Human Resources for Health  (2015) 13:33 Page 3 of 15
Case reports
In addition to probing the different bodies of literature,
three case reports were selected for a more in-depth
analysis. The aim of the case reports is to link the
themes more clearly with a concrete context and history.
Their choice was based on the areas of expertise of
group members. It is not a systematic sample, though
the cases do represent different scenarios and geograph-
ical areas, and the perspectives of the authors are
personal.

Findings
State-building—a disputed concept
The conceptual framework (Figure 1) starts with state-
building as an end-point. It was not a focus to probe the
concept of state-building in itself; however, it has to be
recognized that this is a disputed concept. Fukuyama [8]
defines state-building as the creation of new government
institutions and the strengthening of existing ones. He
argues that in building states it is important to consider
the scope and the strength of the state. The scope of the
state refers to the different areas in which the govern-
ment is able to produce policies and define interventions
while its strength is the ability to enforce these policies
or to implement these interventions successfully [9].
This is the broad approach used in this paper.
While state-building is often presented as a neutral

concept, others have pointed to the inherently political
nature of the project and to the fact that building of
states can mean reinforcement of oppressive regimes.
This includes the role that HRH (the subject of our
Figure 1 Conceptual framework.
study) may play in this process. There is a great wealth
of historical literature on how colonial medicine and
health services, through the medical workforce, contrib-
uted to establishing unfair and coercive states [10,11].
Lyons [12] gives a particularly compelling example with
the case of “sleeping sickness” prevention in 1900–1940
Congo, which facilitated the building of the colonial
state. This example, which echoes other cases around
the world, highlights the fact that strengthened human
resources in health can also become, through the health
system they service, accomplices of the building of
oppressive states (to which they bring legitimacy).
Other critics have taken issue not so much with the

overall goal of state-building as with its realism, with
externally driven, short-term programmes unlikely to
create the robust institutions needed to “build” a state
[13]. They argue that there is limited evidence of the
efficacy of state-building and that indeed it may be
counterproductive, undermining the very social legitim-
acy it is intended to support [14,15]. This point is
echoed in empirical work by economists on modern
state-building (especially in relationship to aid) that un-
derlines the need for both iterative and localized solu-
tions to institution- and capacity-building [16] and the
fact that the “the macroeconomic framework [that aid
and donors bring in is] in general much too complex for
the available human resources” [17].
However, it should be noted that this critique is aimed

at external interventions, and in this paper, we take the
concept at its broadest, to include and indeed focus on
internally driven processes.
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The “building blocks” of state-building
Our framework identifies three core areas which are hy-
pothesized to contribute to state-building, which are (1)
capacity and willingness to provide core services to the
population, (2) legitimacy, and (3) providing security and
stability. These are broadly supported within the political
sciences and economics literature [18]. In particular,
Brinkerhoff [19] argues that “governance reconstruction”
in failed states and post-conflict societies is articulated
around three dimensions:

� Reconstructing legitimacy, i.e. “the acceptance of a
governing regime as correct, appropriate and/or
right”. Legitimacy does not consist only in
participation, inclusion, accountability and
contestability (elections) but also refers to delivering
services, which links to the “effectiveness” dimension
below. The ability to deliver social services is seen to
demonstrate government willingness and capacity to
respond to citizens’ needs and demands [19].

� Re-establishing security, which includes effective
disarmament, demobilization and reintegration
(DDR) processes.

� Rebuilding effectiveness, which refers to the delivery
of core services (health, education, electricity, water
and sanitation, infrastructure, etc.) at the central
and sub-national levels. Economic governance is
also included here. This also recognized by the
Organisation for Economic Co-operation and
Development (OECD) [20], which argues that, in
turn, the integrity and effectiveness of the civil
service will influence the legitimacy of the state.
The link between the presence of civil servants
(including HRH) and legitimacy of the state therefore
runs in both ways, and while the presence of capable
civil servants is essential to ensure the functioning of
public administration and service provision, their
presence is unlikely in the total absence of state
legitimacy.

As the OECD argument on the linkage between effect-
iveness and legitimacy shows, these three dimensions
seem necessarily closely linked. This constitutes the base
of the “whole-of-government” approach that the OECD
and many donors are increasingly adopting in their inter-
vention in post-conflict and fragile settings, integrating de-
fence, diplomatic and development agencies [21-23]. The
donors’ literature generally identifies the same [24] or
similar three dimensions of state-building; the World
Development Report 2011, for example, stresses the ability
to provide security, justice and jobs [25], while the
Department for International Development (DFID) fo-
cuses on political settlement and processes, core functions
and expected functions [26].
Other authors (see, for example, [27]) make a slightly
different analysis of state-building, differentiating be-
tween constitutive and outputs domains. Constitutive
domains include political settlement and regime, secur-
ity, rule of law, administrative governance; while output
domains include service delivery (health, education, util-
ities, etc.), justice system and processes and economic
governance. Similarly, Haider [7] makes an interesting
distinction between tangible and intangible aspects of
state-building. The first group includes actions such as
demobilizing soldiers, restoring infrastructure, building
institutions and providing services, while the second in-
cludes promoting positive state–society and intra-society
relations; restoring/generating trust in government, pub-
lic institutions and among citizens; and fostering socio-
political cohesion.
Based on this review of the theoretical literature on

state-building, we identify two possible pathways through
which the legitimacy of a state may be increased with
reference to HRH:

1. Provision of health services (of which HRH is a key
element) leading to increased state responsiveness to
citizens’ needs, which in turn increases legitimacy in
their eyes.

2. Presence of publicly employed HRH (civil servants)
leading to the presence of a legitimate and responsive
state, which increases trust and legitimacy of the
state.

In a sense, these pathways could be seen as pertaining,
respectively, to the tangible and the intangible aspects of
state-building described above.

State-building and human, institutional and economic
development
HRH development clearly intersects with state-building
via a wider web of human, institutional and economic
development. State-building per se is a relatively recent
concern for economists, who have, however, been inter-
ested in the role of institutions and human capital in
economic growth and development for a longer time
[28]. There is a well-established literature on the role of
what economists call human capital, often narrowly
understood as (formal/school) education, in generating
economic growth through innovation and gains in prod-
uctivity [29-31]. Economic surplus and growth are, in
turn, perceived as fundamental elements for the emer-
gence of states, which are deemed as resting on the
protection of productive economic interests (especially
security) in exchange for taxation [32]. Contrary to
post-war growth theories [33], recent neo-classical growth
theories argue that human rather than physical capital is
the lead engine of growth [34].
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However, institutional economics and especially the
influential work of Acemoglu and Robinson [35] tend
not to put human capital at the centre of (state) develop-
ment. “Good institutions”, which equates to inclusive
ones, matter much more than human capital and are
also not necessarily the product of higher human capital,
argue for instance Acemoglu et al. in [36]. Similarly, eco-
nomic historians such as Khan [37] challenge the main-
stream understanding of human capital, showing that in
the building of Western European states ad hoc “com-
monplace skills and entrepreneurial abilities to resolve
perceived problems” matter much more than formal and
deep technical knowledge.
Most theoretical and applied economists nonetheless

agree on the idea that support of human capital develop-
ment is one of the state’s key functions [38,39]. They as-
sume that strengthened human capital has positive
impacts on markets and growth, although this impact
may not always be visible in the short run. The latter, as
well as “weak constraints on the ruling group” and “pol-
itical instability”, lead theorists [38,40] to argue that
weak states have very little incentives for investing in
human capital and may develop human resources (and
other investments) “outside of state structures”.
On their side, historians advance the nature of the pol-

itical and professional elite as an explanatory factor for
state-building. Looking at the cases of Brazil and Chile,
de Carvalho [41] shows that a common ethos among the
elite as well as social and ideological homogeneity
favoured the consolidation of effective political power
and the building of these states outside of Spanish and
Portuguese rule. However, this homogeneity can quickly
lead to a dead end as power is not being redistributed.
This is also the point of Waldner [42], who looks at
successful development stories in the 20th century and
identifies broad coalitions of the existing human re-
sources as necessary for sustainable development. The
importance of the civil servants’ ethos and ideology in
the building of the state is highlighted by many other
authors, including Anderson [43] who works on early
modern Germany. It is more generally reflected in the
distinction between nation- and state-building (the latter
is stripped of the ideological dimension).
This leads to the case of the “illiberal state-building” of

Angola, where the elite is invoking, among others, the
lack of human resources to justify a different state-
building “in defiance of liberal peace precepts on civil
liberties, the rule of law, the expansion of economic
freedoms and poverty alleviation” [44]. De Oliveira, in
company with most historians and economists, is doubt-
ful of the real commitment of predatory elites to human
resource development.
The connection between the civil service and the citi-

zens is identified by historians, such as Olowu [45], as a
key factor for effective state-building as it should enable
adequate goods, services and efficient markets. Looking
at the argument the other way round, he highlights that
“the disconnection between the state and society is one
of the fundamental causes of the crisis of the African
state and its civil service systems”.

Linkages between HRH and the state-building
nodes
Institutional capacity for health workforce governance
In FCAS, governments struggle to mobilize, manage and
distribute health resources. Often, health care is deliv-
ered either through public health services or by con-
tracting out to third parties (e.g. NGOs). For example, in
post-conflict Sierra Leone, health services were provided
through public facilities [46], while in Afghanistan [47]
and initially in Timor-Leste [48] NGOs were contracted
to provide health services to the population (see Tables 1
and 2). Sometimes, particularly during the early stages f
post-conflict, NGOs deliver services in areas where se-
curity is still volatile while government covers urban and
more secure areas. This is, for example, the case of
South Sudan where NGOs were reported to deliver 84%
of health care services, while government took responsi-
bility for the other 16% [49].
While delivering services through third parties is sug-

gested to undermine a government’s legitimacy by some
authors [50], others maintain that whether there is a loss
of legitimacy or not depends on the role that the state
plays on coordinating the work of NGOs or other
private providers. In Afghanistan, the MoPH developed
national health workforce policies including HR manage-
ment systems. However, as capacity for health service
delivery is still limited, the MoPH signed contracts with
NGOs allocated to provinces, and NGOs are bound by a
formal contract to deliver a Basic Package of Health
Services (BPHS) at the provincial level [51]. This shows
some control over the NGOs’ work by the MoPH [2]. A
similar strategy was used in Cambodia [52]. In both
cases, the state retains its stewardship role and is seen as
responsible for the provision of services; therefore, its le-
gitimacy should not be affected. In Timor-Leste, the
European Union shifted from funding NGOs directly to
funding them via the government, allowing the Ministry
of Health (MoH) to sign contracts with NGOs detailing a
list of services that they had to deliver at the district
level [53]. As security improved and the transitional
government was in place, in 2001, the government took
over the management of health services and staff from
NGOs, while requesting NGOs to continue providing
technical and logistical support. How much each different
strategy (e.g. direct public provision or commissioning/
contracting out) contributes to improve the legitimacy of
the emerging government is again difficult to ascertain,



Table 1 Afghanistan case report

Theme Findings

Background In 1978, the former Soviet Union military invaded Afghanistan, leading to chronic conflict, insecurity and instability in
Afghanistan. The communist regime remained in power until 1992, and during the 13 years of its ruling, it contributed
little to the welfare of the people. After taking power in 1992, a coalition of Mujahedeen factions brought Afghanistan
into a new time of conflict, civil war and inter-Mujahedeen fighting. The Taliban ruled the country from 1996 to November
2001. The Taliban showed little interest in the health sector [73]. In December 2001, the Taliban regime collapsed and a
new democratic government was established. In 2002, the level of health services was shocking. Lack of a policy framework,
inequalities in health service provision across the country, low capacity of public and private sectors, differences in the quality
of the services, the absence of infrastructure, lack of coordination and shortage of health human resources were some of the
main challenges [74].

Institutional capacity After the establishment of the new government, the institutional capacity of the Ministry of Public Health (MoPH) at
the central level has been strengthened with the provision of training programmes and the hiring of a number of
local consultants. Regulatory documents and guidelines to support the hiring and management of HR have been
put in place in collaboration with the Civil Service Commission. Despite these efforts at the central level, at the
decentralized level, the state capacity to provide services is still weak. Scholars working on public administration and
civil service (beyond the health sector) in Afghanistan have highlighted the gap between the formal and informal
institutions. The limited reach that the de jure state has in the provinces leaves room for a de facto authority structure
of warlords, with commanders filling in the state functions and weakening its legitimacy [75].

Intersectoral coordination Intersectoral collaboration has been reinforced by increasing coordination and dividing tasks between different
institutions within the public administration so that the Civil Service Commission hires top grade officers (general
directors and directors), while the MoPH is responsible for hiring all other officers. However, the institutional capacity is not
at optimal level. Moreover, the financial capacity of the government to pay its officials remains limited. Most of the staff in
key positions of the MoPH, while officially employed by the government, receive a salary or a salary supplementation from
external organizations and development projects. Although work has been done to attempt to align and harmonize pay,
disparities in remuneration still exist, which are a cause of demotivation for health workers (HWs) [76,77].

Adequacy and coverage
of HRH

In contrast to other services provided by the public administration, health service delivery at the decentralized level
has been contracted out to NGOs [60]. In terms of the presence of funded, effective and responsive HRH, NGOs hire
health workers directly. In 2003, the MoPH developed a national salary policy to standardize HWs’ remuneration across
the country and compensate particularly female HWs for assuming posts in rural and underserved areas [78]. The remoter
the HWs, the higher the salaries they receive. However, due to the lack of health care workers, especially of higher cadres,
in rural areas and the high security risks, disparity in health provision and inadequate HRH compared to the population
needs is noticeable. The most recent HRH Strategy points to gender imbalances as well as disparities in urban/rural
distribution of HWs—for example, there are 16.7 public health workers per 10 000 (including unqualified support
staff) in rural areas, compared with 36 per 10 000 in urban areas [76]. These issues may contribute to the problems
that characterize the health system and the weak public health care provision. Evidence at household level suggests
limited utilization of (NGO-provided) public health services, perceptions that these offer inferior quality and a
preference for private providers [79].

Integration fo HRH While official regulations do not allow for discrimination in provision of employment, in practice, it is difficult to ensure
a non-discriminatory environment and transparency of hiring practices. Political and tribal pressures exist, and favouritism
and nepotism are common when hiring new staff, particularly in key positions, also at the central level [77]. It has been
noted that the preferential support of donors for discrete health programmes and the establishment of parallel
management systems outside the MoPH, rather than broader institutional support to the MoPH, including to
anti-corruption and transparency programmes, may hamper the progress made on these issues, which are
essential for the improvement of the public health sector [77].

Reinforcement of the public civil service for the provision of health care services seems to be following two tracks. At
the central level, the presence of a cadre of professionals that are well-trained and relatively well-paid (with external
salary supplements) seems to be playing a role in contributing to the state-building process (despite some persistent
difficulties). At the local/decentralized level, however, improvements in the availability, distribution and adequacy of
HRH seems to be hampered by insecurity so that the strengthening of HRH (and health service provision) appears to
rest on state-building rather than contributing to it.
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and there is no empirical evidence of the linkage of the
type of service provision with state legitimacy.

Equitable availability of HRH
The training and deployment of community health
workers (CHWs) is often chosen as a means to ensure
service provision in remote areas, which in turn is
hypothesized to show willingness of the emerging
government to provide services for all, hence contributing
to state-building. It is reported that the introduction of
teams of CHWs increased access to antiretroviral therapy
in remote areas of Mozambique [54]. Similarly, in
Afghanistan, CHWs—more than half of whom are
women [55]—arguably contributed to strengthen the
health system by expanding accessibility to TB and ma-
ternal, neonatal and child health (MNCH) services
[56]. In Pakistan, the Lady Health Workers programme
also reportedly improved access to and utilization of
MNCH services [57]. The fact that these CHWs con-
tributed to increased acceptability of health services
may have promoted the image of the government as
willing to provide services to their constituencies.



Table 2 Timor-Leste case report

Theme Findings

Background Timor-Leste achieved its independence in 2002 after 450 years of Portuguese colonization and 24
of Indonesian occupation. Following the vote for Independence in August 1999, an Australian-led
multinational force was deployed to stop the violence and destruction triggered by the results [80].
A UN Transitional Administration (UNTAET) was established in October 1999. The country’s health
system faced serious problems due to destruction of infrastructure and severe health workforce
deficiencies as skilled health workers and managers fled the country [48,53]. NGOs were the
main health service providers during the emergency period from 1999 to 2001. A Trust Fund for
East Timor (TFET) administered by the World Bank was created in early 2000 [53]. Timor-Leste
faced a relapse of violence in 2006, and a UN mission (UNMIT) was deployed. In preparation for
its withdrawal in 2012, the country developed a transition plan in 2011 to move from
peacekeeping “…to the new phase of state building” [81].

Institutional capacity Weak institutional capacity was part of the legacy left by Indonesia after withdrawal in 1999. During
the Indonesian occupation, most middle and top managerial positions in the government, including
the health sector, were held by non-Timorese Indonesians [82]. Around 7 000 civil servants fled
the country after Indonesia’s withdrawal [83]. In the health sector, destruction of health facilities
and institutions, including destruction of records, left severely weakened institutions. UNTAET
and the first National Government had as a priority to develop individual and institutional
capacity. In the health sector, training of district managers and senior officers working at MoH level
was prioritized and undertaken as early as 2001 and 2002 [51]. This allowed, for instance, for the
assumption of responsibility over district health management by the government. However,
there was a sense of scepticism about this decision among NGOs and development partners
who thought there was not enough capacity built yet to ensure an efficient health service
provision [48] which speaks about the limited international legitimacy of the emerging
government. Soon after the initial emergency phase, strengthening educational institutions for
health professions was prioritized. Establishment of a Faculty of Medicine in 2005 and schools
of Nursing and Midwifery in 2008 allowed for local production of these key cadres. This contributed
to a relatively more sustainable workforce than in other small countries in the region which still
depend on international recruitment and on sending students abroad.

Intersectoral coordination The Timor-Leste Ministry of Health’s vision implies a broad definition of health which involves
social determinants of health [84]. This approach requires intersectoral collaboration. The Strategic
Development Plan 2011–2030 recognizes that in order to address health problems an intersectoral
approach is required and that coordination with other sectors such as agriculture, environment or
infrastructures is paramount [85]. However, the implementation remains a challenge due to HR
and institutional capacity limitations [86].

Adequacy and coverage of HRH Deployment of skilled health professionals to remote areas as part of the government’s policy to
staff each facility with one doctor, two nurses and two midwives in every village is currently
ongoing. However, while deployment of physicians is already achieving 76% of the target (335
of 442 TL’s villages), appointment of nurses and midwives is proving more difficult mainly due to
the more limited production of these professionalsa.

MNCH indicators in Timor-Leste are still poor. Access to MNCH service in remote areas is limited
mainly due to shortage of adequate HRH. In order to address this issue, Timor-Leste is currently
supporting nurses with rural backgrounds to undertake training in midwifery to ensure their
deployment and retention in these remote locations [87]. During the pre-Independence period,
assistance during delivery in Timor-Leste was usually provided by traditional birth attendants
(TBAs), partially due to the mistrust of the population on the Indonesian health services. Ribeiro
Sarmento [88] found that the integration of TBAs in the public health workforce as family health
promoters contributes to increase access to these essential services to population living in
remote areas hence contributing to increase equity in health service delivery.

Only 31 doctors remained in Timor-Leste after the withdrawal of Indonesia [58]. The government
of Timor-Leste signed a bilateral agreement with Cuba in April 2004 to deploy between 150 and
200 doctors to provide clinical services and to train 1 000 Timorese doctors [89]. As a result, 838
medical doctors graduated between 2010 and 2014 and are now being deployed across the
country including remote areas [90].

Presence of funded, effective and responsive
public servants and CHWs following public
goals

Weak institutional capacity within the transitional administration was reflected in the slow pace
of the process of recruitment of civil servants in 2001, which is reported to have undermined the
credibility of the newly established Civil Service [53]. However, initiatives like the reorientation and
integration of TBAs within the national workforce and the scaling up of the midwifery workforce
mentioned above are contributing to improve the availability of services provided by these key
professionals.

Integration of HRH: the role of HRH in the
2006 political instability

After some years of peace, political instability caused widespread communal violence in 2006,
leading to the displacement of approximately 150 000 people. The conflict deepened the division
in the Timorese community between “East—Lorosa’e” and “West—Loromonu”. Timorese health
workers belonging to both sides of this divide played a commendable role avoiding being dragged
into this division and continuing to work maintaining their neutrality and impartiality and providing
health care to people from East and West without discrimination. Cuban doctors and NGO staff
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Table 2 Timor-Leste case report (Continued)

played also an important role. Strong leadership by the Minister of Health, communication and
effective coordination are among the factors identified that kept staff morale to continue working
in such an unstable environment [90]. This contributed to promote a sense of resilience among the
people living in IDP camps and the general population who was able to access health services
during the crisis without disruption. This is likely to have contributed to increase the government’s
legitimacy. Dr. Araujo, former Minister of Health and regarded as the leader of the health system
rehabilitation, has been recently sworn in as the 5th Prime Minister. This shows the key role that
health professionals, thanks to their social legitimacy, can play not only in reconstructing health
systems after conflict but also in assuming leadership roles and contributing to national
reconstruction and state-building.

aPersonal communication with the Director of the Human Resource Department of the Ministry of Health Timor-Leste.

Witter et al. Human Resources for Health  (2015) 13:33 Page 8 of 15
However, in the case of Pakistan, the popularity of the
programme was attributed to the support received
from the Prime Minister, who strongly promoted this
strategy, which demonstrates the possible two-way
links between politics and HRH investments. Whether
CHWs are integrated in the national workforce with a
specific role or contracted by NGOs and therefore
working more independently may influence their im-
pact on state-building.
During early post-conflict interventions, donors and

governments often need to show quick results, and pri-
orities may follow externally driven political objectives
rather than health needs. Priority is then given to the re-
habilitation of the more visible physical infrastructures,
such as tertiary hospitals, and peripheral structures that
serve people who have less access to health care and
often greater health needs are neglected. Similarly, in
HRH, priority for rehabilitation of the different cadres
may not be guided by equity concerns: the medical
workforce is sometimes prioritized above the nursing
workforce, despite the fact that nurses are the main pro-
viders of basic services, particularly in more deprived
areas where the population most in need lives [58]. For
example, in Cambodia, nurses and midwives trained be-
fore the war were retrained as doctors. This took the ex-
perienced HWs of these cadres away from their original
professions, causing an over-production of doctors and
medical assistants. Moreover, pressures were in place to
abandon training of assistant-level nurses and midwives
in favour of training diploma nurses, who often then
ended up working in the private sectora.
Periods of post-conflict are often said to open windows

of opportunity to improve the efficiency of existing insti-
tutions as resistance from politicians and civil servants is
often less intense than during periods of stability. In
Timor-Leste, an inflated nursing workforce during the
Indonesian times was reduced from more than 3 000 to
1 400 after the conflict [53]. In Mozambique, the MoH
removed around 2 000 ghost workers from the payroll in
the early 2000s [55]. Pavignani and Colombo suggest
that the reconstruction process represents a unique op-
portunity to improve equity in human resources within
the health system [59]. The precise timing of this
window of opportunity can vary; a study of HRH policy
in Sierra Leone found that the window for reform
opened not in the immediate post-conflict period, when
capacity and authority were still limited, but after some
years, when government and donor commitment coa-
lesced around reforms linked to the Free Health Care
Initiative [46].
Despite these examples, it has been shown, however,

that in many countries affected by conflict the govern-
ment is often not able to provide health services. There-
fore, networks of formal and informal health workers
with different backgrounds and skills emerge to provide
different services demanded by the population [60], in-
cluding training [55].

HRH reintegration and inclusiveness
The reintegration of “civil service personnel” of opposing
factions may play a relatively important role in reconcili-
ation and peace-building. In a review of the DDR
process of Ethiopia, Colletta et al. [61] find that, among
all the activities carried out to reintegrate ex-fighters,
only HWs have a special status (1 400 ex-combatant
health workers were employed by the MoH at the end of
the conflict). In Sierra Leone, there are descriptions of
how a polio campaign and EPI vaccinations became an
entry point for the negotiations with the Revolutionary
United Front (RUF) rebels towards the end of the con-
flict in 2000–2001 for the delivery of health services be-
hind rebel lines. In terms of HRH, “training and
implementation of the exercise had a 60% RUF, 40%
MOHS personnel” [62] and it was key to involve local
(qualified and unqualified) personnel from the commu-
nities. The “combat medics” who were providing services
for the RUF and for the population behind rebels’ lines
had little or no formal qualification. Initially, they were in-
cluded in the campaigns only for the social mobilization
aspects. However, the “combat medics” themselves later
demanded to be included as vaccinators and were eventu-
ally trained by the District Health Management Team
(DHMT). Later on, they were mostly employed to carry
out vaccinations in the border areas between Sierra Leone
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and Guinea which were still unsecure. The collaboration
between DHMT/government HWs and RUF combat
medics is often stressed as one of the keys of the success
of the campaign and the subsequent beginning of MoH
provision of health services in the Kailahun districtb. At
least in the informant’s experience, deployment of HWs
hired and paid by the MoH in all districts, reintegration
and training of “HWs” (including the unqualified ones)
formerly working with the rebels and local recruitment all
played a key role in reinforcing and entrenching the health
systems in rebel-affected areas.
Balladelli et al. [63] suggest that investment in address-

ing integration of military health workers requires sub-
stantial political and financial efforts but that it is greatly
justified. In Angola, more than 1 500 UNITA health
workers were reintegrated in the national health service
workforce after the conflict. The positive experience was
then extended to around 7 500 civilian health workers
who worked in areas dominated by UNITA during the
conflict [63]. In Mozambique, reintegration of HRHs
who worked in areas dominated by RENAMO within
the new health system helped in dissipating tensions and
contributed to the “good image” of the emerging govern-
ment [59]. However, there is no empirical evidence
about the causal relation or the contribution of the
reintegration on improving the legitimacy of the new
government or its overall contribution to state-building.
It is also to be noted that 20 years after the conflict in
Mozambique the divide between the government and
the rebels is still wide, and the civil service remains loyal
to the ruling party. There are other examples where this
integration did not take place. The ratio of Hutu senior
government officials per Hutu population in the Rwan-
dan civil service 15 years after the conflict was 1 per 500
000 Hutus while the proportion of Tutsi senior public
servants was 1 per 70 000 Tutsis [64].
Although humanitarian workers are important actors

in post-conflict settings, it is hard to measure the impact
of their interventions on state-building in fragile areas.
The role of NGOs often goes beyond the mere delivery
of services; it also includes other elements such as the
witnessing of human rights abuses by health professionals
[65]. There are many positive examples of these interven-
tions, such as humanitarian ceasefires for immunization
campaigns in El Salvador or transport of medical supplies
in Uganda and Sudan [66]. The provision of health care
can be a common ground for collaboration between
health professionals from opponent parties, which in turn
can contribute to community reconciliation. Continuity in
the delivery of health services during relapses of violence
after conflict may be perceived positively by a popula-
tion already traumatized by the recent conflict. In
Timor-Leste, the behaviour of the health workforce dur-
ing the relapse of violence in 2006, which continued
providing services despite the turmoil, was reported to
have provided a sense of resilience and continuity
within the chaos [67]. This particular case demonstrated
that health workers were impartial during the conflict
and were able to fulfil their professional ethics in times
of instability, but this may be an exceptional case rather
than the norm.

Enablers and challenges
In the framework proposed, we also identified a series of
enabling factors and potential challenges which could
strengthen or hinder the linkages between HRH and
state-building processes, and we explored the related
literature, although not systematically. Many of the con-
cerns (indeed, more challenges than enablers emerge)
come from donor-oriented literature. It focuses on lessons
for external partners, including the long-term approach
which is needed to support successful bureaucratic re-
forms, a time span which does not fit with the length of
typical projects [68]. The need to trade-off short-term
goals (re-establishing service delivery) against long-term
ones (capacity-building) is also highlighted by a number of
authors, such as Fukuyama [8]. Timor-Leste, however, in
reconstructing the civil service after the conflict, priori-
tized capacity-building on general and financial manage-
ment as a means to strengthen policy implementation. In
the early stages of the health sector rehabilitation, priority
was given to train mid-level managers (e.g. DHMTs) in
order to ensure an efficient management of the newly re-
cruited civil service [53]. As a result, responsibility for
health services management was swiftly transferred from
international NGOs to government at a relatively early
stage in the reconstruction process with no impact on the
positive trend of health service delivery output indicators
[48]. Another important lesson is that reforming human
resource management and development practices is an
inherently political process—a fact that donors ignore at
their peril [68]. The need for leadership development,
adequate remuneration [69], harmonization with wider
public administration reforms and developing capacity to
manage relationships with non-state actors are also
emphasized.

Discussion
We have found that there is a substantial body of evi-
dence on state-building and its constituent parts, largely
drawn from political and historical sources. From a his-
torical perspective, the process is often associated with
an accumulation of capital, centralization and control
over the means of coercion and the enhanced power of
rulers to access these resources by appearing to be legit-
imate [15]. When the term is used by development agen-
cies, it clearly has different connotations, being used in a
politically neutral and more sanitized manner, to mean
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support to national institutional development. There is
some critique of the concept of externally engineered
state-building, both in development and economics litera-
ture. In this paper, we have considered the relationship,
theoretical and empirical, between human resources for
health development and state-building, understood as the
(largely internally driven) processes whereby the capacity,
legitimacy and ability to provide security of a state are
enhanced.
A strand of the literature has analysed the relationship

between health sector development or health system
strengthening as a whole and state-building focused on
fragile and conflict-affected countries. Kruk et al. [2], for
example, identified strengthening state institutions and
legitimacy as the basis for establishing a resilient state
after conflict, while the legitimacy of the new govern-
ment in Mozambique after the conflict is reported to
have been strengthened by its focus on the rehabilitation
of primary health care services in rural areas [59]. How-
ever, much of the literature is theoretical or normative,
setting out expected and hoped-for relationships. There
is very limited empirical evidence, which is not surpris-
ing, given the sometimes intangible nature and difficulty
of assessment of state- and institution-building. Where
evidence exists, as in Mozambique, the causality is
unclear and can be assumed to run both ways—greater
legitimacy allows the government to develop primary
health care (PHC) services as much as better PHC
services contribute to legitimacy.
There has been no review to date, to our knowledge,

of the specific contributions of human resources for
health to state-building. We started by outlining some
possible linkages. One is through institutional capacity
development to employ and manage staff, directly or in-
directly through contracts with third parties. This is dis-
cussed in public administration, political and development
literature. Within public administration, perhaps unsur-
prisingly, the restoration and strengthening of the civil ser-
vice is seen as the backbone of state-building—supporting
all of the core nodal areas, such as delivery of services, in-
creased legitimacy, intersectoral coordination and reinte-
gration of staff. The focus of the literature is on the
measures needed, and the relationship with state-building
is largely (and some might say reasonably) assumed.
Managing relationships with non-state actors has pro-

voked a large and ideologically divided literature. On
one side, state-building evidently focuses on the capacity
of the public bodies to either deliver services or to man-
age their delivery effectively. In FCAS, however, the cap-
acity to do either is often lacking, and supporting service
delivery by third parties, often international NGOs, has
been contentious in terms of its long-term legacy. In
some cases, such as Afghanistan, staff are not hired dir-
ectly by government, and in others, such as Timor-Leste,
NGOs initially hired staff directly but soon switched to
working alongside government hired and managed
personnel. The latter model is seen as having developed
government capacity, but the familiar chicken-and-egg
problem arises. More fundamentally, some oppose the
statist focus and highlight the contributions of a wide
range of formal and informal providers to the resilience
of the health care market, particularly in FCAS. State-
building in this context is seen as ignoring or potentially
threatening the often important role these actors play.
There is a growing literature within health and conflict

writings about the importance of supporting adequately
trained, supported, distributed and managed staff in
FCAS and how this may be achieved, but the links with
the state-building are not explicit. Economic literature,
however, identifies some elements within “human capital
development” which contribute to economic develop-
ment, which in turn is affected by and affects state
development.
More clearly connected are the cases of reintegration

of staff from different factions, post-conflict, which not
only establish services which are nationwide but also send
clear messages of reconciliation and non-discrimination.
Positive anecdotal evidence comes from a range of coun-
tries, including Sierra Leone, Angola and Mozambique,
though there are also examples of countries where this
has been hard to achieve (such as in some of the Balkan
states post-conflict).
Much of the literature identified is aimed at develop-

ment agencies and has a pragmatic orientation towards
lessons learned, without taking on board some of the
broader political and historical aspects, which come
from the wider (non-commissioned) studies. The latter
literature, of whatever disciplinary background, has a
more sceptical approach, particularly to externally driven
state-building. The risk of linking success indicators for
projects to something as intangible and hard to measure
as “increased legitimacy” and other state-building “out-
puts” is rightly highlighted [70].
More plausible in the long run is the contribution of

HRH to the development of professional associations
and public service institutions, which ultimately build
capacity, legitimacy and security, as well as contributing to
the economic growth which underlies these. Historical
analysis is best suited to unpicking these relationships,
though always open to (re)interpretation.
None of the relationships are simple, mechanical, one-

directional or static, however. As highlighted in the
framework, history demonstrates virtuous as well as vi-
cious circles. Power and institutions can be used oppres-
sively, corruptly and to deepen inequalities. De jure and
de facto relationships differ, and local and national sys-
tems can be very divergent, as illustrated by the Afghan
case report. As medical staff often represent an elite



Table 3 Burundi case report

Theme Findings

Background The post-colonial history of Burundi is affected by long periods of autocratic rule (1962–1992),
mass killings (1972, 1988, 1993) and a protracted civil war that started in 1993 and only
definitely ceased in 2008. Democracy, the outcome of the liberal peace that gradually
started with the Arusha Peace agreements in 2000, is still fragile, and the recent years
have seen continuous political violence and the control of the political and economic
power by a small group of people coming from the ranks of the former main rebel
movement CNDD-FDD. Burundi remains a very obvious case of a FCAS. The country ranks
at the very bottom of most rankings on health, human development and governance.
The war left the health sector in ruins [91]: in the early 2000s, as peace was returning, the
WHO estimated that the country had only 2 nurses per 10 000 inhabitants. The last
available figure from 2009 is 19 nurses per 10 000 inhabitants.

Institutional capacity As a 2011 MoH report points out, information on the management of the health workforce
at district and health facility levels is still lacking. The WHO-sponsored National Observatory
of Human Resources set up in 2012 may help improve the situation by gathering intelligence
on HRH and strengthening institutional capacity to manage them. However, in general, public
servants’ positions and tasks within the MoH and at the peripheral level are still often not
clearly defined in job descriptions [92]. Laws have been passed (notably the 2010 HRH
Development Policy) and frameworks have been designed to improve the management of
human resources, but in the field, difficulties remain [93]. In 2006, at the same time when user
fees were removed for pregnant mothers and children under five, international NGOs started
implementing performance-based financing (PBF) mechanisms in order to respond to the
challenges of responsiveness and effectiveness of the public servants. PBF has also boosted
the regularity of nurses’ payment and their mean income, which now approximates US$
350–400/month (for a qualified nurse). Yet, PBF has not tackled the issue of the actual salaries
remaining low. Overall, PBF and international aid may have augmented the institutional
capacity of the MoH, hence possibly contributing to improving service delivery, but have
also introduced a degree of complexity that may not be manageable without aid support.
Official documents show that the MoH relies heavily on PBF to sort out human resource
issues, ranging from incentivization and payment to general management [93].

Effective intersectoral coordination Until 2010, there existed a Ministry of HIV/AIDS alongside with the Ministry of Health—and
the lack of coordination between the two ministers was notorious. The divide of ministries
between political parties and “ethnic” groups, with the Ministry of Health not necessarily
always falling in the camp of the main political party, also contributed to hampering
coordination until around 2010 when the CNDD-FDD established a firmer control over the
MoH. Formal mechanisms of coordination remain primarily aid-led. They also suffer from
the reluctance of the health sector to collaborate with other sectors that did not move as
fast as it did after the war. Indeed, the MoH had a clear advantage over other ministries as
(1) it did not face the same challenges of reintegration of part of the workforce as other
sectors (see below) and (2) could count on a well-identified workforce whose work was
not very different from past regimes. In the recent years, the presidency has established a
stronger grip on health issues, but often, decisions are taken without consultation with or
agreement of the MoH staff. A very clear example is the introduction of a new insurance
scheme in 2013 that many in the MoH viewed as badly designed but was forced by the
presidency. The coordination of the different actors, including non-state, involved in HRH
management still remains a weakness of the health system [93] and maintains Burundi as
an aid-dependant state.

Presence of funded, effective and responsive
public servants and CHWs following public goals

Although until recently the Community Health Workers have been largely left out of the
PBF scheme [94], PBF has provided a new source of revenue to the medical staff and has
possibly increased their responsiveness to the population needs in terms of maternal
and child health care [95,96]. The definition of (paid) indicators has also provided clear
incentives for the public servants to align with the priorities defined by the MoH. As long
as the PBF functions and leads to (even small) improvements in service delivery, it could
reinforce the state, but the risk is that this elaborate scheme, which still rests on international
money and support [96], eventually crumbles. As of 2014, less than 1% of the MoH staff had
had training on human resources management, and the lack of clear terms of reference for
positions may put at risk the good accomplishment of public goals

Adequacy and coverage of HRH This is perhaps the area in which most progress has been made and where the linkage
with state-building is the most obvious, although the causality is probably going both
ways. The Tutsi autocratic rule and the 1972 mass killings [97], which targeted educated
Hutus, led to a clear imbalance in human resources in health (especially at the highest
levels of qualification). The discrepancy in service provision has been well-documented,
with the province of Bururi, home province of the dictators, being clearly favoured [98].
Post-conflict strategies for human resources in health did try to balance this out, and the
change of political power (to the hands of Hutu northerners) also changed the geographical
focus of patrimonial flows. The imbalance still partly remains, though, with most resources
per inhabitant still concentrated in the west of the country, but it is probably less than
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before [99]. In the long run, it is, however, unclear whether the true beneficiary of this change
is the Burundian state or the ruling party (or both). A recent report on health facilities [99]
finds that human resources are still too centralized.

Integration of HRH During the civil war, most of the health facilities remained, officially, under MoH control,
and the state was, with support from international aid, the main provider of health services.
At the local level, the post-conflict integration of human resources was much less of a
problem in health than in other sectors. At the central level, the ruling party eventually
took control of the MoH. There is recent anecdotal evidence of a ruling party-induced
politicization of HRH down to the level of health centres’ chief nurses (with chief nurses
being asked to join to the party), which may have unclear effects on state-building. At
the same time, the wider opening of medical training has certainly contributed to creating
a medical workforce that better reflects and integrates the political, “ethnic” and social
cleavages of Burundian society. There was only 1 private paramedical school in 2007
after the war, and 4 years later, there are 13. However, some reports and official documents
have seriously questioned the quality and adequacy of the training provided by the newly
created schools of nursing and medicine [92]. The quality control of the sector tends to be
loose.

International context Burundi has benefited from massive international aid, which still constitutes over half of
its planned budget (43% in the 2010–2015 PNDS). As in other countries, humanitarian aid
and the early phases of development aid took a toll on the few existing human resources
(that were diverted from the public sectors to aid organizations). The phenomenon has
not stopped with the country officially coming out of the humanitarian phase, although,
fortunately, the total number of nurses and doctors has increased. As Dinnen [72] noted in a
different case, the positive aspect of international involvement is an improvement of service
delivery, but it comes at the cost of a protracted dependency to aid which may be detrimental
to state-building. In the past years, autocratic decisions of the government, political intimidation
and abuse of human rights have pushed donors to withhold part of their support, putting the
country on the verge of bankruptcy and triggering more instability [100].
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group within their societies, with greater access through
their training to political office [71], they may have an
influence (positive or negative) beyond other public ser-
vants. There are also trade-offs to be managed. Looking
at the case of state-building in the Solomon islands from
a long-run perspective, Dinnen [72] finds that “the
capacity-building paradox is that the more substantial
the intervention is in terms of external resources and
personnel, the greater the risk that it ends up ‘sucking
out’ local capacity rather than building it”. In his view,
both capacity-building (HR strengthening) and service
delivery are essential for state-building, but they are
often antagonistic, and there is, ultimately, a trade-off
between quickly restoring service delivery on the one
hand and building capacities on the other.
The literature (especially studies which are not written

for donor agencies) suggests that we should be cautious
about intervening externally in order to “build states”
through HRH development as well as well as other
channels. The complexity of local dynamics is such that
the risks of unintended negative consequences are high.
Targeting more tangible outputs, such as improved ser-
vice coverage, is advisable. Even here there are risks and
trade-offs, of course. The example of the PBF system in
Burundi (see Table 3) highlights that there is no magic
bullet (in this case, the issue of sustainability rapidly
arise).
Ultimately, health, health care and health care workers

are all subject to political considerations. The literature
on reintegration of staff from different factions, on
disease control as a “neutral entry point” and on health
as a “bridge to peace” all highlight the fact that health
can be used to promote stability and reconciliation but
can also be manipulated or “weaponized”. The local pol-
itical economy is all-important. The Burundi case report,
for example, illustrates that increasing numbers of health
workers may be easier (in the local political economy)
than reorganizing the workforce and dealing with a top-
heavy bureaucracy, while party control over a ministry
may be key to its influence.
This paper has a number of important limitations. It is

based on an exploratory review of the literature only and
may have missed some important studies. In addition,
the case reports are limited and do not represent the full
range of experiences. Finally, we selected a number of
disciplinary areas to investigate, which are not exhaust-
ive. Given that the topic cuts across a number of bound-
aries, the search could have been almost endless.
However, on the positive side, the attempt to draw from
different bodies of literature has been very illuminating.
The discourses clearly vary, and the bodies of literature
focus on different parts of the conceptual framework.
While the literature on HRH and health systems focuses
on pragmatic issues and makes limited assumptions
about wider impacts, public administration is more
normatively aligned with institution-building and the
“middle zone” of the framework, as is economics, with
its probing of state–economy relations and underlying
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drivers. Political sciences naturally focus on the left hand
side of the conceptual framework—on conflict, power
and states, though with a less naive view of how they are
built, compared to some of the development literature.
Adding the longer term perspective of history also helps
to understand patterns which are not obvious to more
short-term studies, although these patterns are still sub-
ject to interpretative differences.

Conclusion
This paper, based on an exploratory literature review
and the experience of the author group, has developed a
conceptual framework for understanding how human re-
sources for health could contribute to state-building. It
has found that the empirical evidence for most of the
linkages is not strong, which is not surprising, given the
complexity of the relationships and the intangible nature
of some of the elements, as well as the research methods
which would be involved in attributing causality.
Nevertheless, there is plausibility to some of the pos-
ited relationships, especially between development of
health cadres and a strengthened public administra-
tion, which in the long run underlies a number of
state-building features, including the capacity to de-
liver services, legitimacy and provision of stability and
security. The reintegration of factional health staff
post-conflict is also plausibly linked to reconciliation
and peace-building, though clearly this has to be ac-
companied by other measures which send out comple-
mentary signals to the population. The role of medical
staff as part of national elites may also be important
and merits further study.
The paper draws from a range of literatures and illus-

trates the advantage (and perhaps also the difficulty) of
generating interdisciplinary insights. The concept of
state-building itself is highly contested, with a rich vein
of scepticism about the wisdom or feasibility of this as
an external project. While recognizing the inherently
political nature of these processes, systems and sub-
systems, it remains the case that state-building does
occur over time, driven by a combination of internal and
external forces, and that understanding the role played
in it by the health system and health staff, particularly
after conflicts and in fragile settings, is an area worth
further investigation. This review and framework aim to
contribute to that debate.

Endnotes
aPersonal communication with Joyce Smith, 2015.
bPersonal communication with Dr. Sas Karbo, MOHS

Sierra Leone, 2013.

Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
SW drafted the conceptual framework and led in the drafting of the article.
JBF reviewed the economic and historical literature and led on the drafting
of the Burundi case report. MPB reviewed the political science literature and
helped to draft the Afghan case report. AA-G reviewed the conflict and
health literature and helped to draft the Timor-Leste case report. JM led on
the Timor-Leste case report. AS led on the Afghan case report. EP contributed
to discussions on state-building and acted as internal critic of the group. TM
reviewed the public administration literature. All authors contributed to
discussion and drafting of the article and all approved the final version.

Author details
1ReBUILD Programme, Institute for International Health and Development,
Queen Margaret University, Edinburgh, UK. 2Department of International
Development & St Antony’s College, University of Oxford, Oxford, UK.
3Department of Global Health and Development, London School of Hygiene
and Tropical Medicine & ReBUILD Programme, London, UK. 4Liverpool School
of Tropical Medicine, Liverpool, UK. 5Faculdade de Medicina e Ciências da
Saúde, Universidade Nacional Timor Lorosa’e, Dili, Timor-Leste. 6Department
of Global Health and Development, London School of Hygiene and Tropical
Medicine (LSHTM) & Health Economics and Financing Directorate, Ministry of
Public Health, Kabul, Afghanistan. 7The School of Population Health,
University of Queensland, Brisbane, Australia.

Received: 10 March 2015 Accepted: 25 April 2015
References
1. Anand S, Bärnighausen T. Human resources and health outcomes:

cross-country econometric study. Lancet. 2004;364:1603–9.
2. Kruk ME, Freedman LP, Anglin GA, Waldman RJ. Rebuilding health systems

to improve health and promote statebuilding in post-conflict countries: a
theoretical framework and research agenda. Soc Sci Med. 2010;70:89–97.

3. OECD. State building in situations of fragility. Paris: OECD; 2008.
4. LinkedIn. Group health systems in fragile and conflict affected states: a

subgroup of Health Systems Global. https://www.linkedin.com/
groups?home=&gid=6611870&trk=hp-feed-group-name.
Accessed 3 Feb 2015.

5. Mcloughlin C. Topic guide on fragile States. Birmingham, UK: Governance
and Social Development Resource Centre, University of Birmingham; 2012.

6. Haider H. Statebuilding and peacebuilding in situations of conflict and
fragility. Topic guide supplement. Birmingham, UK: Governance and Social
Development Resource Centre, University of Birmingham; 2014.

7. Haider H. State-society relations and citizenship in situations of conflict and
fragility. Birmingham, UK: Governance and Social Development Resource
Centre, University of Birmingham; 2011.

8. Fukuyama F. The imperative of state-building. J Democr. 2004;15:17–31.
9. Fukuyama F. State-building: governance and world order in the 21st

century. Ithaca, N.Y.: Cornell University Press; 2004.
10. Swanson M. The sanitation syndrome: bubonic plague and urban native

policy in the Cape Colony, 1900–1909. J Afr Hist. 1977;3:387–410.
11. Marks S. What is colonial about colonial medicine? And what has happened

to imperialism and health? Soc Hist Med. 1997;10:205–19.
12. Lyons M. The colonial disease: a social history of sleeping sickness in

northern Zaire, 1900–1940. Cambridge: Cambridge University Press; 2002.
13. De Weijer F. Afghanistan a building without a foundation? 2013. WIDER

Working Paper 2013/063. http://www.wider.unu.edu/publications/working-
papers/2013/en_GB/wp2013-063/. Accessed 3 Feb 2015.

14. Gordon S. Health, conflict, stability and statebuilding: a house built on sand?
J Interv Statebuilding. 2013;7:29–44.

15. Suhrke A. Statebuilding in Afghanistan: a contradictory engagement. Centr
Asian Surv. 2013;32:271–86.

16. Andrews M, Pritchett L, Woolcock M. Escaping capability traps
through problem driven iterative adaptation (PDIA). World Dev.
2013;51:234–44.

17. Castillo G. Rebuilding war-torn States the challenge of post-conflict
economic reconstruction: Oxford. New York: Oxford University Press; 2008.

18. Stewart F, Brown G, Ukiwo U. Fragile states. 2009. CRISE Working Paper 51.
www3.qeh.ox.ac.uk/pdf/crisewps/workingpaper51.pdf.
Accessed 3 Feb 2015.

https://www.linkedin.com/groups?home=&gid=6611870&trk=hp-feed-group-name
https://www.linkedin.com/groups?home=&gid=6611870&trk=hp-feed-group-name
http://www.wider.unu.edu/publications/working-papers/2013/en_GB/wp2013-063/
http://www.wider.unu.edu/publications/working-papers/2013/en_GB/wp2013-063/
http://www3.qeh.ox.ac.uk/pdf/crisewps/workingpaper51.pdf


Witter et al. Human Resources for Health  (2015) 13:33 Page 14 of 15
19. Brinkerhoff DW. Rebuilding governance in failed states and post-conflict
societies: core concepts and cross-cutting themes. Public Adm Dev.
2005;25:3–14.

20. OECD. Concepts and dilemmas of state building in fragile situations: from
fragility to resilience. OECD J Dev. 2008;9:7–60.

21. OECD. Whole-of-government approaches to fragile States. OECD J Dev.
2008;8:179–232.

22. Patrick S, Brown K. Greater than the sum of its parts? Assessing “whole of
government” approaches to fragile states. New York, NY: International Peace
Academy; 2007.

23. Below A, Belzile A. Comparing whole of government approaches to fragile
states. Potsdam: Brandenburg Institute for Society and Security; 2013.

24. Bank W. Guidance for supporting state- building in fragile and conflict-affected
states: a tool-kit. Washington, DC: World Bank - Public Sector and Governance
Group; 2012.

25. World Bank. World development report 2011, Conflict, security, and
development. Washington: World Bank; 2011.

26. DfID. Building peaceful states and societies: a DFID practice paper. London,
UK: Department for International Development; 2010.

27. Fritz V, Menocal AR. Understanding state-building from a political economy
perspective an analytical and conceptual paper on processes, embedded
tensions and lessons for international engagement. London: Overseas
Development Institute; 2007.

28. North DC. Institutions. J Econ Perspect. 1991;5:97–112.
29. Barro R. Human capital and growth. Am Econ Rev. 2001;2:12–7.
30. Schultz T. Investment in human capital. Am Econ Rev. 1961;51:1–17.
31. Ehrlich I. The mystery of human capital as engine of growth, or why the US

became the economic superpower in the 20th century. 2007. NBER
Working Paper 12868. http://www.nber.org/papers/w12868.
Accessed 3 Feb 2015.

32. Carneiro R. A theory of the origin of the state. Science (80-). 1970;169:733–8.
33. Kaldor N. Capital accumulation and economic growth. Sao Paulo: UNESCO;

1961. UNESCO Seminar on the Programming of Economic Development.
34. Jones C, Romer P. The new Kaldor facts: ideas, institutions, population, and

human capital. 2009. NBER Working Paper 15094. http://www.nber.org/
papers/w15094. Accessed 3 Feb 2015.

35. Acemoglu D, Robinson JA. Why nations fail: the origins of power, prosperity
and poverty. London: Profile Books; 2012. p. 464.

36. Acemoglu D, Robinson JA, Gallego FA. Institutions, human capital, and
development. Ann Rev Econ. 2014;6:875–912.

37. Khan B. Knowledge, human capital and economic development: evidence
from the British Industrial Revolution, 1750–1930. 2015. NBER Working Paper
20853. http://www.nber.org/papers/w20853. Accessed 3 Feb 2015.

38. Besley T, Persson T. Pillars of prosperity: the political economics of
development clusters. Princeton: Princeton University Press; 2011. p. 432.

39. Lockhart C. Closing the sovereignty gap: an approach to Ashraf Ghani
Overseas. London: Overseas Development Institute; 2005.

40. Besley T, Persson T. The causes and consequences of development clusters:
state capacity, peace and income. 2013.

41. de Carvalho J. Political elites and state building: the case of nineteenth-century
Brazil. Comp Stud Soc Hist. 1982;24:378–99.

42. Waldner D. State building and late development. Ithaca, N.Y.: Cornell
University Press; 1999.

43. Anderson B. State-building and bureaucracy in early-nineteenth-century
Nassau. Cent Eur Hist. 1991;24:222–47.

44. De Oliveira RS. Illiberal peacebuilding in Angola. J Mod Afr Stud.
2011;49:287–314.

45. Olowu B. Redesigning African civil service reforms. J Mod Afr Stud.
1999;37:1–23.

46. Bertone MP, Samai M, Edem-Hotah J, Witter S. A window of opportunity for
reform in post-conflict settings? The case of human resources for health
policies in Sierra Leone, 2002–2012. Confl Health. 2014;8:11.

47. Anwari Z, Shukla M, Maseed B. Implementing people-centred health
systems governance in 3 provinces and 11 districts of Afghanistan: a case
study. Confl Health. 2015;9:2.

48. Alonso A, Brugha R. Rehabilitating the health system after conflict in East
Timor: a shift from NGO to government leadership. Health Policy Plan.
2006;21:206–16.

49. Cometto G, Fritsche G, Sondorp E. Health sector recovery in early
post‐conflict environments: experience from southern Sudan. Disasters.
2010;34:885–909.
50. Eldon J, Waddington C, Hadi Y. Health system reconstruction: can it
contribute to state-building? London: Health and Fragile States Network;
2008.

51. Labonte R, Laverack G. Capacity building in health promotion, Part 1: For
whom? And for what purpose? Crit Public Health. 2001;11:111–27.

52. Eldridge C, Palmer N. Performance-based payment: some reflections on the
discourse, evidence and unanswered questions. Health Policy Plan.
2009;24:160–6.

53. National Research Council. Initial steps in rebuilding the health sector in
East Timor. Washington: National Academies Press; 2003.

54. Simon S, Chu K, Frieden M. An integrated approach of community health
worker support for HIV/AIDS and TB care in Angonia district, Mozambique.
BMC Int Health Hum Rights. 2009;9:13.

55. Roome E, Raven J, Martineau T. Human resource management in
post-conflict health systems: review of research and knowledge gaps.
Confl Health. 2014;8:18.

56. Seddiq K, Enarson D, Shah K. Implementing a successful tuberculosis
programme within primary care services in a conflict area using the stop TB
strategy: Afghanistan case study. Confl Health. 2014;8:3.

57. Mumtaz Z, Salway S, Nykiforuk C. The role of social geography on lady
health Workers’ mobility and effectiveness in Pakistan. Soc Sci Med.
2013;91:48–57.

58. World Health Organization. Guide to health workforce development in
post-conflict environments. Geneva: WHO; 2005.

59. Pavignani E, Colombo A. Providing health services in countries disrupted by
civil wars: a comparative analysis of Mozambique and Angola. Geneva:
World Health Organisation-EHA; 2001.

60. Michael M, Pavignani E, Hill PS. Too good to be true? An assessment of
health system progress in Afghanistan, 2002–2012. Med Confl Surviv.
2013;29:322–45.

61. Colletta N, Kostner M, Wiederhofer I. Case studies in war-to-peace transition:
the demobilization and reintegration of ex-combatants in Ethiopia, Nabimia
and Uganda. World Bank: Washington, DC; 1996.

62. Sas K. Extending health services to vulnerable populations in conflict areas
of Sierra Leona: the Kailahun District experience. http://apps.who.int/
disasters/repo/7470.pdf. Accessed 3 Feb 2015.

63. Balladelli P, Colombo S, Zagaria N. Mozambique and Angola: re-integrating
health workers of rebel groups. In Heal Emergencies. 2003;18:15–6.

64. Hakizimana E, Endless B. Rwanda today: when foreign aid hurts more than
it helps. http://hrrfoundation.org/wp-content/uploads/2012/08/
RwandaTodayForeignAid.pdf. 2009.

65. Charter [MSF. (2015). “MSF Charter and principles.” Retrieved February, 3rd,
2015, from http://www.msf.org/msf-charter-and-principles.]

66. Gutlove P. Health bridges for peace: integrating health care with
community reconciliation. Med Confl Surviv. 2007;14:6–23.

67. Zwi A, Martins J, Grove NJ, Wayte K, Martins N, Kelly P. Timor-Leste health
sector resilience and performance in a time of instability. Sydney: The
University of New South Wales; 2007.

68. Hillman B. Public administration reform in post-conflict societies: lessons
from Aceh, Indonesia. Public Adm Dev. 2013;33:1–14.

69. Nations U. Reconstructing public administration after conflict:
challenges, practices and lessons learned. New York: World Publ.
United Nations; 2010.

70. Carpenter S, Slater R, Mallett R. Social protection and basic services in fragile
and conflict-affected situations. London: Working Paper; 2012.

71. There was a lawyer, an engineer and a politician… Econ 2009 (19th
April):63-64.

72. Dinnen S. A comment on state-building in Solomon Islands. J Pac Hist.
2007;42:255–63.

73. Sondorp E. A time-series analysis of health service delivery in Afghanistan.
London: DFID Health Systems Resource Centre; 2004.

74. Waldman R, Strong L, Wali A. Afghanistan’s health system since 2001:
condition improved, prognosis cautiously optimistic. Kabul: Afghanistan
Research and Evaluation Unit; 2006.

75. Lister S, Wilder A. Strengthening subnational administration in Afghanistan:
technical reform or state-building? Public Adm Dev. 2005;25:39–48.

76. MoPH. National human resources for health strategy. Kabul: Ministry of
Public Health - Islamic Republic of Afghanistan; 2013.

77. Salehi AS, Fahim A, Fitzwarryne C. Perspective: towards increasing
transparency and integrity in the ministry of public health in Afghanistan.
Afghanistan J Public Heal. 2014;2:16–20.

http://www.nber.org/papers/w12868
http://www.nber.org/papers/w15094
http://www.nber.org/papers/w15094
http://www.nber.org/papers/w20853
http://apps.who.int/disasters/repo/7470.pdf
http://apps.who.int/disasters/repo/7470.pdf
http://www.hrrfoundation.org/wp-content/uploads/2012/08/RwandaTodayForeignAid.pdf
http://www.hrrfoundation.org/wp-content/uploads/2012/08/RwandaTodayForeignAid.pdf
http://www.msf.org/msf-charter-and-principles


Witter et al. Human Resources for Health  (2015) 13:33 Page 15 of 15
78. Ministry of Public Health. National salary policy for non-governmental
organizations and ministry of public health strengthening mechanism
working in the Afghan health sector. Kabul: Ministry of Public Health; 2005.

79. ACBAR. Health and education in Afghanistan: 10 years after - quantity not
quality. Kabul: Agency Coordinating Body for Afghan Relief - Policy Series;
2011.

80. Dunn J. East Timor: a rough passage to independence. Double Bay, NSW:
Longueville Books; 2003.

81. UNIMIT, GoTL. Joint transition plan: preparing a new partnership in a
peaceful and stable Timor-Leste. Dili, Timor Leste: GoTL; 2011.

82. Dobbins J, Jones SG, Crane K, Rathmell A, Steele B, Teltschik R, et al. The
UN’s role in nation-building: from the Congo to Iraq. Santa Monica, CA,
USA: RAND Corporation; 2001.

83. UNDP. Capacity development in post‐conflict countries. New York, US:
UNDP; 2010. p. 29.

84. Ministry of Health Timor Leste. The Ministry of Health’s vision, mission,
values and goals. http://www.moh.gov.tl/?q=node/2. Accessed 19 Feb 2015.

85. GoTL. Timore-Leste strategic development plan 2011–2030. Dili, Timor Leste:
GoTL; 2001.

86. WHO. Learning from intersectoral actions for implementing health in all
policies. Geneva, Switzerland: WHO; 2013.

87. Henderson LN, Tulloch J. Incentives for retaining and motivating health
workers in pacific and Asian countries. Hum Resour Health. 2008;6:18.

88. Ribeiro Sarmento D. Traditional birth attendance (TBA) in a health system:
what are the roles, benefits and challenges: a case study of incorporated
TBA in Timor-Leste. Asia Pac Fam Med. 2014;13:12.

89. Ramírez EB. Escuela de Medicina en Timor Leste: un logro conjunto de la
colaboración médica cubana. Edumecentro. 2014;6:199–213.

90. Martins JSJS, Zwi AB, Thompson LM. Challenges in mobilising, retaining and
supporting health workers during a period of political upheaval: a case
study from Timor-Leste’s experience in 2006. Sydney: Human Reso:
University of New South Wales; 2013.

91. Wakabi W. Ethnic war leaves Burundi’s health sector in ruins. Lancet.
2007;369:1847–8.

92. Burundi Ministry of Health. Plan national de développement sanitaire
2010–2015. Bujumbura: Burundi Ministry of Health; 2009.

93. Burundi Ministry of Health. Profil Des ressources humaines En santé Du
Burundi. Bujumubra: GoB; 2012.

94. Falisse J-B, Meessen B, Ndayishimiye J, Bossuyt M. Community participation
and voice mechanisms under performance-based financing schemes in
Burundi. Trop Med Int Heal. 2012;17:674–82.

95. Van de Bonfrer I, Soeters R, Poel E. The effects of performance-based
financing on the use and quality of health care in Burundi: an impact
evaluation. Lancet. 2013;381(Supplement 2(0)):S19.

96. Falisse J-B, Ndayishimiye J, Kamenyero V, Bossuyt M. Performance-based
financing in the context of selective free health-care: an evaluation of its
effects on the use of primary health-care services in Burundi using routine
data. Health Policy Plan. 2014, online adv:1–10. (online advance publication).

97. Lemarchand R. The Burundi killings of 1972. Online Encyclopedia of Mass
Violence 2008 (June):1–11. http://www.massviolence.org/The-Burundi-
Killings-of-1972. Accessed 3 Feb 2015.

98. Nkurunziza J. Inequalities and post-conflict policies in Burundi. In: Stewart F,
Langer A, Venugopal R, editors. Horizontal inequalities and post-conflict
development. London: Palgrave Mcmillan; 2011. p. 209–29.

99. Burundi Ministry of Health. Evaluation de La Qualité Des soins Dans Les
formations Sanitaires. Bujumbura: GoB; 2014.

100. ICG. Burundi: a deepening corruption crisis. Brussels: International Crisis
Group; 2012.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

http://www.moh.gov.tl/?q=node/2
http://www.massviolence.org/The-Burundi-Killings-of-1972
http://www.massviolence.org/The-Burundi-Killings-of-1972

	Abstract
	Background
	Methods
	Findings
	Conclusions

	Introduction
	Methods
	Composition of group
	Literature review
	Conceptual framework
	Case reports

	Findings
	State-building—a disputed concept
	The “building blocks” of state-building
	State-building and human, institutional and economic development

	Linkages between HRH and the state-building nodes
	Institutional capacity for health workforce governance
	Equitable availability of HRH
	HRH reintegration and inclusiveness
	Enablers and challenges

	Discussion
	Conclusion
	Endnotes
	Competing interests
	Authors’ contributions
	Author details
	References

