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Policy Statement

Introduction

Healthcare workers are the cornerstone of any health system and service delivery. Therefore, improving health
services coverage and realising the right to enjoy the highest attainable standard of health depends on health &
care worker's availability, accessibility, acceptability, and quality. Equity among the healthcare workforce is a
fundamental concept that strives to address the disparities and inequities within the healthcare sector. It
recognises that individuals from at-risk and underrepresented groups often face significant barriers to accessing
quality education, training, career advancement, and leadership opportunities in healthcare. These barriers can
be rooted in systemic biases, discrimination, and unequal distribution of resources that have led to disparities in
healthcare access, workforce diversity, and health outcomes.

IFMSA position

The International Federation of Medical Students Association (IFMSA), representing medical students
worldwide, strongly recognises the vital role of the Global Health Workforce in achieving universal health
coverage. We are committed to the promotion of equity and the protection of human rights. We recognise that
inequities among the health workforce are rooted in systemic and structural biases; taking decisive measures
addressing historical and structural factors leading to disparities is necessary to ensure equal opportunities and
representation for all backgrounds as an imperative to improving healthcare outcomes. We recognise that a
diverse and inclusive healthcare workforce is essential for delivering equitable and patient-centred care to
individuals. We strive to create an environment where individuals from all backgrounds can thrive and contribute
to healthcare without discrimination or bias.

Call to Action
Therefore, the IFMSA calls on:

Governments and Ministries of Health (MoH) to:
● Enforce and uphold the human rights of all workers in health systems to prevent discrimination based on

sex, gender, race, religion, ethnicity, nationality, sexual orientation, disability, social class, and other
factors.

● Develop, monitor and strengthen policies to increase the diversity of the health workforce, and their
retention by implementing inclusive measures that support health and care personnel from all racial,
ethnic, gender groups and those living with disabilities.

● Incorporate an inclusive and transparent decision-making process that prioritises the needs of health
and care workers and remains responsive to challenges they face.

● Create opportunities for women and individuals from groups that have been economically and socially
marginalised (racial and ethnic minorities, people of colour, minorities regarding sexuality and gender,
and people with disabilities) in the health and care workforce that support their full and meaningful
participation and representation, including in senior leadership and decision-making roles and reinforce
equal pay for equal work legislation to eliminate the gender pay gap.

● Ensure fair distribution of opportunities and essential resources that are necessary for effective infection
prevention control and occupational safety and health measures to safeguard health and care personnel

● Improve access to education, training and career advancement pathways for individuals from groups
that have been economically and socially marginalised.

● Strengthen National Health and care workforce registry to collect disaggregated data on health and care
workforce diversity and inclusion to provide evidence-based information to strengthen the case for equity
in the health sector.

United Nations and World Health Organization (WHO) to:
● Foster strategic alliances with international organisations, governments, and non-governmental actors to

promote equity in the health workforce.



● Adopt the introspective and forward-looking approach to propose actionable solutions to global health
workforce inequities in low- and middle-income countries (LMICs) while building relationships between
high-income countries (HICs) and LMICs.

● To provide a comprehensive framework for High-Level advocacy for equity in the Global Health
Workforce to galvanise the existing advocacy efforts, providing inclusivity with a multisectoral approach

● Engage people with vulnerabilities across various sectors of the healthcare workforce in
decision-making processes, policies, and services to ensure that the health sector meets their needs.

Health Institutions and NGOs to:
● Spearhead policy advocacy efforts and ensure implementation of global standards and guidelines that

promote equity in the healthcare workforce to influence governments and international organisations.
● Address discrimination and bias among healthcare workers by creating and maintaining training

programs, and providing support systems for all healthcare workforce communities.
● Develop and implement comprehensive Equity, diversity and inclusion (EDI) policies to eliminate bias in

hiring and career advancement criteria.
● Establish mechanisms for monitoring and evaluating the enforcement of equity initiatives and policies

among health institutions globally, and create secure communication channels for the health workforce
to report discriminatory collective beliefs or policies without fear of retaliation.

Education & Research sector to:
● Adopt inclusive practices and create fair, transparent and accountable policies for the staff selection

process, ensuring equal opportunities for all regardless of gender, age, ethnicity and other personal
factors.

● Incorporate impactful training programs on cultural competence, unconscious bias, and respectful
workplace practices within the health and care pre- and post-graduate curricula.

● Commit to including underrepresented groups in research teams by appointing diverse team leaders and
representatives, and develop research on the healthcare workforce and the role of collaboration and
education in achieving global health equity to objectively evaluate health inequities from an intersectional
lens and the challenges faced by the healthcare workforce.

● Support the expansion and adequate funding of scholarship programs and outreach initiatives to recruit
people from diverse backgrounds, while also developing programs to alleviate and address the
educational debt incurred by healthcare students.

IFMSA National Member Organisations (NMOs) and medical students to:
● Collaborate with academia to promote diversity and drive inclusion initiatives within their educational

institutes, encouraging a culture of inclusivity and representation.
● Advocate for the criticism and change of attitudes, collective beliefs, rules, or policies within societies

and health systems that result in inequities in the hiring, rewarding, promoting, or appointing of the
health workforce.



Position Paper

Background information

The health workforce is the pillar of healthcare systems and is crucial for the overall well-being of societies, as it
directly impacts health outcomes. Currently, there are approximately 59 million paid full-time health workers
globally. However, significant disparities and inequities in the distribution of healthcare workers between and
within countries have caused a healthcare crisis. [1]

For instance, countries that have a lower relative need for healthcare have a higher number of health workers,
while those facing a more significant burden of disease have a significantly smaller health workforce. The
African Region bears over 22% of the global disease burden, yet it has access to only 3% of the world's health
workers and less than 1% of the world's financial resources allocated for health. [2]

On the other hand, the Americas (primarily the USA and Canada) bear only 10% of the global disease burden,
yet possess 37% of the global health workforce and allocate nearly 50% of the world's financial resources for
health [2]. Moreover, in many LMIC countries, healthcare workers are concentrated in major cities, leaving rural
areas with limited access to healthcare services. The imbalance exists not only in the numbers and distribution
of health workers but also in their skill sets and expertise. The World Health Organization (WHO) estimates that
57 countries worldwide, including 36 in Sub-Saharan Africa, face critical shortages of health workers, resulting in
a global deficit of approximately 2.4 million doctors, nurses, and midwives. [1]

The healthcare crisis is often expressed as a shortage of healthcare workers, demand or need. However, this
measure limits the understanding of HRH to just a supply problem, disregarding other factors that ultimately
contribute to this crisis. Human Resources for Health (HRH) is a term used to describe the availability,
distribution, and capacity of health workers to meet the healthcare needs of a population. HRH is closely linked
to healthcare workforce equity, focusing on developing and maintaining a well-balanced and skilled workforce
that can deliver quality healthcare services. [3]

Health equity at work in the healthcare sector involves creating systems, policies and programs, that give all
workers fair and unbiased opportunities and resources that allow them to achieve their highest level of health
well-being regardless of their socioeconomic or geographic status. [4]

Discussion

Gender Equity

Gender equity in the global healthcare workforce refers to achieving equal opportunities, representation, and
treatment for all genders within the healthcare sector. It involves addressing gender disparities and
discrimination, promoting gender balance in leadership positions, and ensuring equal access to education,
training, and career advancement opportunities for people of all genders. [5]

Research on gender and equity in the health and social workforce is hindered by significant data and research
gaps, including the lack of sex- and gender-disaggregated data on leadership roles and intersectional factors
such as race and disability. [6]

With 234 million employees, the health and social industry is one of the largest and fastest-growing employers
globally, especially for women. Seven out of ten health and social care workers are women, and they provide
US$ 3 trillion to global health each year, half of which comes from unpaid caregiving. Despite representing
67.2% of the healthcare sector, women suffer from inequities in multiple forms. [6]
These inequities are primarily in the form of:

A. Gender Pay Gap:
The global SDGs agenda and women's economic empowerment heavily depend on the health sector.

https://journals.sagepub.com/doi/full/10.1177/08901171241232057d?casa_token=veH3HPytZ4kAAAAA%3AXqOBAlEp4jXuys-lfPTBPuz4c4xwrC3BFRir-vGg-DR5Hgsy4pz7V02YNDjZBxJiz0fc-8FQq48tHg


According to reports, there is a 24 per-cent pay disparity between men and women in the health and
care sector globally once age, education, occupational category, and other similar criteria are
considered.[7] The gender pay gap varies across different occupations within health care. In the United
States, the healthcare industry has one of the most significant gender pay gaps for any sector, and
there are also considerable differences in wages between professions in health. Furthermore, there
appears to be a maternity gap among women working in the health and care industry. The labour
market characteristics, which ought to be the only factors influencing earnings, do not account for a
large portion of the gender pay gap in health and care.[8]

Women and girls disproportionately take on the responsibility of providing unpaid, home-based health
care for family members, friends, and neighbours who are acutely or chronically ill, disabled, unwilling or
unable to access health services, or are elderly or dying [9] Worldwide, it is estimated that women
spend two to ten times more time on unpaid care work than men. Before the pandemic, women were
responsible for about 76% of all unpaid care work, which totalled 16.4 billion hours each day. Moreover,
Unpaid care work is one of the most significant barriers preventing women from entering the paid
workforce and assuming leadership roles. The more time women spend on unpaid care duties, the less
time they have available for paid employment [10]

Additionally, the time women spend on unpaid work can lead to work-life imbalances. As more women
strive for demanding careers while also taking on significant family responsibilities, juggling these roles
can negatively impact family interests and work arrangement. Work life imbalances are also among the
challenges faced by men health workers. Equal paid parental leave, including maternity, paternity, or
caregiver leave, can positively affect both the distribution of unpaid household care and women's
participation in healthcare. [11]

B. Occupational Gender Segregation:
There are systematic variances in gender distribution by occupation across all regions. In several
countries, while men workers make up the majority of physicians, dentists, and pharmacists, women
workers are underrepresented in these jobs, making up the majority of nursing and midwifery
professions instead. Nevertheless, women's presence in the health sector has risen over time,
particularly among higher-paying healthcare occupations (such as physicians, dentists, and
pharmacists). Between 2000 and 2017, the proportion of women physicians in the Organization for
Economic Cooperation and Development (OECD) nations increased by 13% (0.58% on average per
year).[10] Furthermore, women are often over-represented in lower-status roles and under-represented
in higher-status and leadership roles (vertical segregation)[6]

C. Gender-based violence:
Women in the health and care workforce encounter various challenges that adversely affect their
well-being, with workplace violence being a significant concern. This violence often stems from unequal
gender power dynamics and is exacerbated by intersecting forms of discrimination, including ableism,
ageism, classism, racism, and xenophobia. The health and care sector experiences a substantial
portion of global workplace violence, with estimates suggesting that nearly 25% of such incidents occur
in these settings. Shockingly, around half of all health workers have experienced violence during their
careers. Women employed in feminised health and care occupations, such as nursing and midwifery,
are particularly vulnerable to discrimination and sexual harassment, leading to adverse health
outcomes, increased stress, and higher attrition rates. Disturbing patterns of violence against women in
the health and care workforce have been reported worldwide, including sexual violence experienced by
30% of the women academic medical staff in the United States, verbal abuse and threats faced by 64%
of the nurses in the Republic of Korea, workplace violence reported by 39% of the health workers in
Rwanda, and sexual harassment reported by 42% of the women health workers in Nepal, leading to
women in these professions often feeling unsafe at work. [6]

D. Leadership and representation:
Women’s representation in health has increased rapidly in the last 30 years, particularly in



higher-wage health care occupations. In many countries, women constitute the majority of medical
students [8] While women make up almost 67.2% of health workers, they only occupy 25% of
leadership roles in the healthcare sector. Gender leadership gaps are driven by stereotypes,
discrimination, power imbalance and privilege. When it comes to hiring and promotion, gender
prejudice has a big role. Bias, stereotyping, and discriminatory attitudes during training may deter
women from choosing higher status medical specialties like surgery. [6]

In 2024, women led only 30% of national delegations attending the World Health Assembly, and less
than 5% of chief executive officers in Fortune 500 healthcare companies were women. According to a
survey of 200 global health organisations, men led 73% of the executive ranks. As a result, women
accounted for around 25% of leadership positions in these organisations. However, women from low
and middle-income countries (LMIC) were disproportionately marginalised at risk, making up only 5%
of executive-level posts. Usually, women belonging to a socially marginalised race, class, caste, age,
ability, ethnicity, sexual orientation or identity may face far more significant barriers to accessing
leadership [12]

E. Access to Resources:
Women have specific needs to help them perform their roles, particularly regarding personal protective
equipment (PPE). Traditionally, PPE has been designed to fit the size and shape of an average
European or American white man's face and body. The COVID-19 pandemic highlighted the disparities
in accessing PPE tailored for female bodies. A study found a significant link between gender and poor
PPE fit, with women experiencing more issues than men with specific PPE categories such as gowns,
masks, visors, and goggles. Notably, over four times as many women (54.8%) as men (13.3%)
reported that their surgical gowns were too large, and women were nearly twice as likely (53.5%) to
find their surgical masks oversized compared to men (28.6%). [13]

The Global Health Workforce Network, which is led by Women in Global Health and the World Health
Organization (WHO), is home to the Gender Equity Hub (GEH), which was founded in November 2017. To
support the implementation of the Global Strategy on Human Resources for Health: Workforce 2030 and the
Working for Health five-year action plan (2017–2021) of the World Health Organization (WHO), the
International Labour Organization (ILO), and the OECD, the Gender Equity Hub (GEH) brings together key
stakeholders to strengthen gender-transformative policy guidance and implementation capacity for overcoming
gender biases and inequities in the global health and social workforce. [6]

Groups that have been economically and socially marginalised in the health workforce

Underrepresented minorities (URM) are defined as minority groups that make up less than their percentage of
the total population in health professions. They are racial and ethnic minorities, people of colour, minorities
regarding sexuality and gender, and people with disabilities.[14]

Despite all the measures that have been taken to reduce the inequities towards minority groups, they still face
problems like difficulty in promotion, pay gap, harassment, burnout and early retirement.[14,15,16]

Underrepresented minorities (URMs) may experience burnout to varying degrees. Given that this group is more
likely to work in areas with fewer doctors and serve vulnerable patients, they often derive a sense of purpose
and community engagement from their work, which is a positive aspect. However, extended working hours and
higher expectations placed on them compared to their non-URM colleagues, commonly referred to as the
"minority tax," social isolation, and workplace harassment can lead to stress and may influence their decision to
leave their jobs.[16,17]

The articles highlight the difficulties faced by women, the LGBTQIA+ community, and other underrepresented
groups in advancing their careers. While they are not inferior to their non-URM colleagues in terms of merits
such as research success—in some cases, they may even outperform them—the number of leaders from these



groups is significantly lower. [16,17] They are less likely to be appointed to various positions for several reasons,
including ‘unconscious bias’, where someone unintentionally chooses people who are similar to themselves.
This problem exacerbates as they move up the ranks, so they continue to face these challenges even as faculty
members.[17]

Statistics show that URM groups receive fewer awards, grants and funds. Women and URMs are less involved
in decision-making, are not given enough authority in the workplace, and are underrepresented in leadership
positions. Female and LGBTQIA+ physicians experience sexual harassment in the workplace the most. They
are also discriminated against by patients, for example, patients who change their healthcare providers because
of their LGBTQIA+ identity.[16]
Prejudice and discrimination against the LGBTQIA+ community harm not only doctors but also patients. Denial
of service, abusive behaviour, and sexual abuse have been reported by LGBTQIA+ doctors and patients.
Therefore, it is essential to initiate a shift in cultures and attitudes within the healthcare workplace. By
addressing inequality among health workers and fostering a safe and diverse environment in healthcare centres,
we can work towards reducing discriminatory behaviours against patients.[16,18]

People with disabilities constitute a small percentage of medical students, while the prevalence of disabilities in
society has increased. Ensuring diversity in the health workforce and increasing the representation of
underrepresented minorities (URM) and individuals with disabilities (such as mobility or sensory impairments)
within the health system can help address issues like communication barriers, lack of awareness, and negative
attitudes among healthcare professionals. This can ultimately improve access to healthcare services for people
with disabilities. [16]

Diversity in the health workforce offers benefits such as fostering innovation and fresh perspectives, leading to
economic growth and higher incomes. Additionally, it enhances the quality of healthcare services, as studies
have demonstrated that patients are more receptive to preventive recommendations and treatments when they
share a similar background with their physician, leading to improved communication between doctor and
patient.[17]

Culturally competent healthcare is essential for effectively serving populations disproportionately affected by
HIV/AIDS, ensuring that healthcare providers understand and respect diverse cultural backgrounds and
identities within these communities.[19] Moreover, achieving equity in the healthcare workforce—by promoting
diversity and inclusion—further enhances the delivery of HIV/AIDS interventions, addressing disparities and
improving health outcomes equitably across all populations. [16]

Increasing diversity within medical students and medical trainers can bring various points of view to the
academic environment. Diverse perspective and attitudes expand the scope of research and increase creativity.
It may also lead medical students and physicians to respect differences and learn to communicate with patients
from different backgrounds. We can see that the increase of URM physicians, faculties and students, not only
benefits the health workforce and medical institutions but also the whole science and health.[14]

Furthermore, promoting inclusion among healthcare system leaders and policymakers can lead to an increase
in the development of policies and decisions that specifically address the needs of minority populations,
ultimately enhancing their access to healthcare services.[17]

As we mentioned, one of the possible causes of disparities in paying, rewarding and hiring of health workforce
and biases in position appointing is “unconscious bias”. By providing training on "unconscious bias" for students,
faculty, leaders, and policymakers, we can correct our thinking and prevent this bias.[14]

Adding more questions about sexual and gender identity to research datasets can reveal the relationship
between being among sexual minorities and experiencing mental health problems and its relationship with other
social/health parameters. [14,18]

Intersectionality in the health workforce



Intersectionality refers to the intricate and cumulative manner in which various forms of discrimination—such as
those based on race, gender, sexuality, and socioeconomic status—interact, overlap, and intensify one
another.[20] In the health workforce, this concept highlights how different groups face compounded challenges,
as multiple layers of discrimination can exacerbate barriers to career advancement, equitable pay, and
professional recognition.

For example, a woman of colour may experience both gender and racial discrimination, which together create a
unique and intensified set of obstacles that are different from those faced by her white or male colleagues. One
study from the United States of America found that black and Latina women in the health workforce earn less
than white women in identical positions [21]. Furthermore, in many countries, the gender gap in caregiving is
affected by both gender and race. For instance, in South Africa, black women are disproportionately
represented in caregiving roles, especially in the nursing profession.[22]

Additionally, data systems are often not designed to analyse the intersecting identities of health and care
workers.[23] This results in the exclusion of women who face multiple forms of discrimination. Despite the clear
significance of intersectionality in the health and care sector, such data are frequently unavailable in many
countries, especially low- and middle-income countries (LMICs), which exacerbates their invisibility.[22] Utilising
an intersection approach in data collection is crucial for understanding the full spectrum of experience of the
health workforce While addressing and mitigating these compounded disparities within the healthcare sector to
ensure that those who are at greatest risk of marginalisation are centred [24].

Having more robust and standardised and segregated data by sex, gender, and other intersectional factors of
inequality can significantly enhance evidence-based national health workforce strategies and
gender-responsive health and care policies.[25]

Migration and inequity

Another subject integrated with inequity in the health system is migration. Health workforce migration is known
to exacerbate inequities. When the workforce migrates to another country, the source country faces a lack of
human resources and struggles to meet health demands. This can hinder the achievement of Universal Health
Coverage (UHC) in the source country and its ability to respond to pandemics. It has been observed that the
COVID-19 pandemic has led to an increase in health worker migration in countries that could not provide a
resilient and supportive workplace, making them vulnerable to workforce burnout. [14,18,26]

Based on Public Services International participatory research , women constitute a greater portion of health
workers migration in some countries.[27][28] The migration of health workers, who are predominantly female,
highlights the feminization of migration. Female nurses, in particular, make up the largest group of health worker
migrants. Globally, women migrants are over-represented in health and care sectors, where care work is often
undervalued due to its association with traditional female roles. Gender-based violence, low income, especially
in women-dominated professions such as nursing, inequity in payment, inadequate reward and limitations in
professional progress are some examples of ‘push factors’ in country of origin. In contrast, ‘pull factors’ like
good wages, the opportunity to grow and more comfort and welfare attract health workers, especially women, to
another country. [29]

Although working in a different country gives the ability to women migrants to train their skills in a new context
and improve their social status, after migration, some of them experience such challenges, high workload and
stress, racial or gender discrimination and damage to their own health.[30] Creating policies to improve the
condition of health workers and especially to reduce gender inequality and consider underrepresented
minorities can be effective in solving many of these challenges.

Workforce distribution

Healthcare workforce distribution inequities significantly affect healthcare workers themselves, creating a range
of professional and personal challenges. In Nigeria, for example, most healthcare workers are concentrated in

https://www.bmj.com/content/381/bmj-2022-072243
https://www.data4sdgs.org/resources/unpacking-intersectional-approaches-data


urban areas, leaving rural areas with a severe shortage. This imbalance forces healthcare professionals in rural
areas to work in understaffed, under-resourced environments, often leading to burnout and job dissatisfaction.
These workers face isolation, limited professional development opportunities, and poorer working conditions
compared to their urban counterparts, who have better access to facilities, continuing education, and
professional networks.[31]

In Brazil, the "Mais Médicos" Program aimed to mitigate these issues by redistributing doctors to underserved
areas. The instability caused by such programmatic shifts further exacerbates the inequities healthcare workers
face in urban regions, especially foreign ones, as they were forced to serve in the less favourable conditions of
the rural areas.[31]

In China, urban areas, especially central districts in cities like Shanghai, enjoy a higher concentration of
healthcare resources, including more healthcare workers, better facilities, and more significant professional
growth opportunities. Conversely, suburban and rural areas struggle with lower resource allocation, translating
to higher workloads and less career advancement for healthcare professionals in these regions. This disparity
can lead to a continuous cycle of workforce shortages and consequently, uneven healthcare delivery. [32,33]

Overall, these workforce distribution inequities affect healthcare delivery and impact the career satisfaction,
professional development, and well-being of healthcare workers themselves, creating a persistent challenge for
healthcare systems worldwide. [31,34]

Healthcare workers’ retention and support

The lack of equity among the healthcare worker community significantly impacts their retention rates. A critical
factor in this issue is the perception of diversity, equity, and inclusion (DEI) within healthcare organisations.
Research has revealed that healthcare workers who perceive low levels of DEI are significantly less likely to
remain with their employers. Specifically, employees at organisations with poor DEI scores were twice as likely
to consider leaving, indicating that a lack of equity directly influences turnover intentions. [35]

Furthermore, studies indicate that educational and training opportunities are crucial to retention. Initiatives that
focus on recruiting students from diverse backgrounds and providing extended rural training have increased
retention rates in underserved areas. For example, medical students who undertake extended training periods in
rural settings are more likely to remain in those areas after graduation, suggesting that targeted educational
interventions can mitigate some disparities.[36]

The turnover rate of nurses and physicians poses significant financial and non-financial costs for healthcare
organisations. Numerous research studies have discovered a connection between patient outcomes, such as
patient health, hospital stay duration, care quality, and healthcare personnel turnover. Frequent staff turnover not
only can lead to financial difficulties but also lowers job satisfaction and often leads to workers in the healthcare
industry quitting. Furthermore, this procedure causes a loss of expertise and experience in the healthcare
industry. [37]

Educational disparities

Access to education disparities among healthcare workers continues to be a major problem, affecting the
efficiency and diversity of healthcare systems worldwide. The differences that exist have been clarified by a
wide range of studies and reports, especially in low-income and marginalised at risk populations. A World
Health Organization (WHO) report on health workforce disparities states that people from underprivileged
backgrounds have difficulty accessing high-quality education and training programs, leading to their
underrepresentation in the healthcare workforce (WHO, 2010).

Furthermore, the necessity for equal access to education was emphasised in another research in order to close
the workforce gap by highlighting the link between education and the scarcity of health workers. [38,39]



inequities in access to education are not the only educational disparities that impact the healthcare workforce.
Quality of education, curriculum content, educational resources, and support systems also significantly shape
workforce inequities. Individuals from disadvantaged backgrounds face challenges in accessing education and
disparities in the quality of education they receive. In low-income and marginalised at risk communities,
educational institutions often lack adequate resources, including up-to-date textbooks, laboratory equipment,
and technology, limiting the educational opportunities available to aspiring healthcare professionals.
Furthermore, curriculum content can influence workforce disparities, with some educational programs failing to
address underserved populations' specific health needs and cultural contexts. This can result in a healthcare
workforce that may not be adequately prepared to meet the diverse needs of the communities they serve.[39]

Discrimination and Bias

Discrimination based on race, ethnicity, and colour is a significant issue within the healthcare workforce,
affecting both the professional experiences of healthcare workers and the quality of care provided to patients.
Minority healthcare professionals, including Black, Hispanic, and Indigenous individuals, often encounter
various forms of racism and ethnic discrimination that hinder their career progression and contribute to a hostile
work environment. These forms of discrimination can range from overt acts, such as racial slurs and exclusion
from professional networks, to more subtle manifestations, like microaggressions and biased performance
evaluations. Research has shown that Black physicians are underrepresented in leadership positions, which
limits their influence on healthcare policies and practices, perpetuating a cycle of inequity within the
profession. Additionally, Hispanic and Indigenous healthcare workers face similar barriers, often being
relegated to lower-paying roles with fewer opportunities for advancement. [40,41]

Intersectionality further complicates these issues, as individuals who belong to multiple marginalised Groups
that have been historically marginalised experience compounded discrimination. For instance, a Black woman
physician may face both racial and gender discrimination, impacting her career trajectory more severely than if
she were to experience either form of discrimination alone. This compounded effect of intersectionality can lead
to higher levels of stress, burnout, and job dissatisfaction among healthcare workers who belong to multiple
groups that have been historically marginalised. [40,42]

Impact on UHC

Inequality within the healthcare workforce has significant implications for the quality of health services and the
achievement of Universal Health Coverage (UHC). The disparities in access, representation, and discrimination
can hinder the delivery of equitable and high-quality healthcare, leading to health inequities and gaps in
healthcare provision. The WHO has emphasised that a well-functioning and diverse healthcare workforce is
crucial for achieving UHC and ensuring quality health services for all. Inequities in the healthcare workforce can
result in unequal distribution of healthcare providers, with shortages in underserved areas and an
overconcentration in more privileged regions. This geographic maldistribution limits access to healthcare
services for at-risk populations, exacerbating health disparities and compromising the principle of leaving no
one behind in the pursuit of UHC. [43]

Furthermore, diversity and representation within the healthcare workforce are vital for delivering culturally
competent care and addressing the specific needs of diverse populations. The inclusion of healthcare
professionals from various backgrounds can enhance communication, trust, and understanding between
providers and patients, leading to improved health outcomes. [44]

In addition, discrimination and biases within the healthcare workforce can directly impact the quality of health
services. Biases based on race, ethnicity, gender, or other factors can lead to differential treatment and unequal
access to appropriate care. This can result in diagnostic and treatment delays, disparities in healthcare
utilisation, and adverse health outcomes for Groups that have been economically and socially marginalised
populations. [42]

Healthcare workforce equity and Covid-19



Throughout the COVID-19 pandemic, equity among healthcare professionals worldwide has been a crucial
concern, bringing to light notable differences in working conditions, resource distribution, and support
networks between various geographic and demographic groups.

A. Disparities in Resources and PPE
Access to personal protective equipment (PPE) and other vital resources was markedly unequal
between high-income and low- and middle-income countries (LMICs) from the beginning of the
pandemic. Due to significant PPE shortages, healthcare workers in low- and middle-income countries
were more vulnerable to infection. Wealthier nations, on the other hand, could obtain sufficient supplies
faster, even in the face of early difficulties. Because they had to work in unsafe conditions, this inequality
not only put the lives of healthcare personnel in resource-poor settings in danger but also made stress
and burnout worse.[45]

B. Workload and Burnout
Globally, the pandemic has resulted in a notable increase in the workload for healthcare professionals;
however, the impact has been particularly severe in areas where healthcare systems are already under
stress. Due to poor infrastructure and personnel, healthcare workers in many LMICs have had to
manage high patient numbers, which has resulted in higher rates of burnout and mental health
problems. The inequality that healthcare workers in these areas face is exacerbated by the differences
in support and resources, particularly mental health services. [46]

C. Access to Vaccines for Medical Professionals
Healthcare professionals' equitable access to COVID-19 vaccinations has been a major concern. Many
low- and middle-income countries (LMICs) had considerable delays in vaccine rollout, while high-income
countries emphasised and mostly succeeded in vaccinating their healthcare staff early on. By bringing
vaccinations to low-resource settings, the COVAX effort sought to address these disparities; however,
supply shortages and logistical issues have delayed timely distribution. As a result, many healthcare
professionals in LMICs are now more susceptible to COVID-19 over extended periods of time, which
affects their capacity to deliver safe and effective care. [47]

D. Racial and Gender Disparities
The pandemic has brought attention to racial and gender disparities in the healthcare workforce. Since
they comprise most healthcare workers worldwide, women frequently experience differences in
compensation, opportunities for professional progression, and working conditions. Increased
caregiving responsibilities at home during the pandemic have also disproportionately impacted women
healthcare workers. Healthcare professionals from racial and ethnic minorities have experienced
comparable injustices, such as increased COVID-19 exposure and restricted access to immunisations
and preventive measures. These discrepancies make these groups more vulnerable to stress and
danger, which emphasises the need for focused policy to address racial and gender disparities in
healthcare.[48]

Equity and the SDGs

Achieving the Sustainable Development Goals (SDGs), especially SDG 3 (Good Health and Well-Being), SDG
5 (Gender Equality), and SDG 10 (Reduced Inequalities), depends significantly on equity in the global
healthcare workforce. In order to achieve SDG 3's goals of ensuring healthy lives and promoting well-being for
all ages, a strong and diverse healthcare workforce is necessary.

Nonetheless, there are significant barriers due to differences in the distribution of healthcare personnel between
high-income and low- and middle-income countries (LMICs). A severe scarcity of medical experts exists in
many LMICs, which is made worse by the migration of highly qualified workers to wealthier countries in search
of better salaries and working conditions. [49]

The necessity of fair access to resources, particularly human resources in healthcare, is emphasised by SDG
10, which focuses on reducing inequities within and between countries. [49]



In addition, SDG 5 promotes gender equality and emphasises the need to address gender differences in the
healthcare workforce. Women make up a great portion of the healthcare workforce worldwide, yet they
frequently encounter discriminatory practices, compensation disparities, and considerable obstacles to assuming
leadership positions. It is essential to tackle these gender gaps to have a diverse healthcare workforce that can
offer top-notch treatment to all demographic groups.

Achieving equity in the global healthcare workforce is crucial for the long-term viability of health systems
worldwide, not only for fairness. We can get closer to accomplishing the SDGs, guaranteeing everyone's health
and well-being, advancing gender equality, and lowering inequities within and between nations by addressing
the inequities and adopting inclusive policies. [49,50]
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