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ABSTRACT 

 

The study aimed at looking into factors contributing to ineffective retention of skilled 

Health workers using the case of Same District Council. This is because ineffective 

retention of skilled Health workers is a big problem in the study area that affects its 

performance. The problem is complicated by aspects like lack of promotion, 

incentives and motivation, delays in paying health workers arrears in time. In the 

light of attaining such aim; the specific objectives of the study were to determine the 

available retention mechanisms for HRH in Same district, to assess factors that 

contribute to ineffective retention of skilled health workers, to determine the effects 

of staff turnover from same district and to examine implementation of retention 

mechanisms for HRH in the district. Data for the study were collected by means of 

interviews, questionnaires and observations in which a total of 65 respondents 

participated in the study. 

 

The study was done in Same district which is one of seven districts of Kilimanjaro 

region in Northern Tanzania. In this study the researcher used a case study design to 

get in-depth information for comprehensive analysis of data regarding the study. 

Three types of health facilities were included in the study.  The District hospital was 

selected purposively, stratified sampling procedure was employed to obtain the other 

health facilities and three health centers were also selected purposively. Research 

findings indicated that the problem is caused by the fact that the section lacks support 

from within the council and without the council; that is, from local and central 

governments respectively. They cited problems like lack of working facilities, 

training and budget as all caused by weak support base from both levels of the 

government. Based on these findings, it was concluded that ineffective retention of 

skilled Health Workers in Same District Council failed to make good performance in 

various ways. 

Therefore, it was suggested that improved retention mechanisms for skilled Health 

workers in the study area were needed such as, motivation, statutory allowances like 

house rent allowance, promotion to skilled health works, leave allowance, medical 

allowances, training allowance, over-time allowances.  
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CHAPTER ONE 

 

INTRODUCTION AND BACKGROUND INFORMATION 

 

1.1  Background Information 

Health Workers, also referred to as Human Resources for Health (HRH) are the 

foundation of a functional health system and a critical factor for health service 

delivery. Thus, the size, skills and commitment of a country’s health workforce play 

a vital role on determining the type of health system that exists in respective place. 

HRH influences the optimal utilization of other resources and the investments made 

in the health sector (URT, 2009). They are imperative component in realization of 

planned interventions. 

 

Management of resources is very crucial to every work organization. Of all resources 

that companies and work organization are keen to observe, Human resource (HR) 

ranks the first. It is human being that leads to the existence of organizations and thus 

unlike other resources, its management is extra demanding. Cole (2002) argues that 

people are the greatest single asset available to an enterprise. In fact, an organization 

is people. This assertion therefore implies that without people work organization 

cannot exist because it is this resource (human) that makes the realization of work 

organization’s goals by putting other resources (machines, materials, land, etc.) into 

best effect. 

 

Professional managers have identified HRM as one of the major tasks facing the 

management of any organization. This is because HRM takes a different dimension 

and approach from the management of material resources. It includes activities 

undertaken to attract, develop and maintain an effective workforce within an 

organization (Daft, 2000).   

 

Therefore, incentive is one of the major issues involved in HRM, be it financial or 

non-financial. Incentives package employed to employees are among the factors that 

need to be observed in ensuring motivation hence the efficient performance as well 
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as retention of this workforce. So, how incentive package is structured and employed 

will have a major impact on the employees’ performance (Armstrong, 2003).  

 

Behavioural scientists admitted that the question of what motivates workers to 

perform effectively is not an easy one to answer. The link between motivation theory 

and the practice of management is crucial to management’s success. Introducing an 

effective incentive system can help managers to recruit and retain valuable staff, 

reward performance and productivity.  

 

Health workers incentives when considered boost up their working morale. The main 

objective is to create a situation in which health workers can like their jobs and 

willingly contribute their efforts towards high performance. Bentley (1996) presents 

that, helping your people to be motivated to high levels of performance you need to 

be able to help them to tap into their own inner force. In fact, this is a point of goal 

congruence. 

 

Human Resource for Health and Social Welfare Crisis in Tanzania 

A number of factors have contributed to the poor health and social welfare situation 

as a result of human resource crisis facing the country. The Retrenchment Policy 

coupled by an employment Freeze implemented from 1993 until 1999 led to a sharp 

decline in the health workforce even as the disease burden increased, and 

consequently, present human resource crisis in the health sector (URT, 2008 – 2013). 

 

During this period, 23,474 health staff graduated from different training institutions 

but there were no apparent effort to employ them. Another setback was the decision 

made which had a negative impact, for example in the 1990s civil service reform 

undertaken resulted in position of budget ceiling and downsizing of the workforce. 

The public health sector suffered extensively from loss of experienced and skilled 

health workers.  
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Moreover, the sector faced the problem of weak planning and forecasting of human 

resource requirements. There were also problems of inadequate involvement of the 

private sector in human resource planning. Another major contributor to the crisis 

was the brain drain within and outside the country. However, the magnitude of the 

problem is not well understood and there is therefore an urgent need to put in place a 

mechanism to monitor health professionals’ movement within and outside the 

country. 

 

The Social Welfare commission which was moved to the Ministry of health in 2005 

is also suffering the same human resource crisis. The extreme shortage on the social 

welfare staff is caused mainly by three factors these are: Retrenchment Policy of 

1993, Decentralization Policy which required Social Welfare services to be rolled out 

to the lower levels (Previously Social Welfare services were rendered at Central and 

Zonal level only). Another fact which added to the shortage is the government policy 

of 2002 which does not allow standard seven leavers to be employed in the 

government facilities. 

 

Moreover, scheme of services does not allow employment of lower level Social 

Welfare cadres including the certificate and diploma level. These cadres are trained 

at the Institute of Social Work Dar es Salaam but in most cases are employed by the 

private sector. The objectives of the Decentralization Policy will only be successful if 

among other factors the scheme of service for Social Welfare cadres will be reviewed 

to accommodate the certificates and diploma graduates to work in the lower level 

because most of the degree holders do not want to work at the lower levels. 

 

MoHSW (2008) responded to the exacerbating HRH crisis by developing the 

comprehensive Human Resource for Health Strategic Plan (HRHSP) 2008-2013 in 

order to assist the health sector with the implementation of several ambitious human 

resource initiatives. One of major objectives of this plan is to reach the required 

number of qualified health staff by means of higher deployment and additional 

training. 
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The local authorities under current decentralized system in districts are given 

mandate to identify and filling the vacant health posts particularly the lower cadre 

(URT, 2008). The government has also initiated a human resource planning which 

forecasting, career development and succession plan even though its implementation 

seems to be very slow. 

 

The purpose of this Human Resource Strategic Plan is to guide the Health and Social 

Welfare sector in the proper planning, development, management and utilization of 

the most important resource of all which is the human resource. Given the pressing 

health and social welfare challenges that Tanzania faces including HIV/AIDS and 

high maternal mortality rate it is important to have a strategic plan that guides the 

systematic and proactive implementation of human resource initiatives. 

 

This Plan will assist the country in achieving the right number of health and social 

welfare workers, with the requisite knowledge and skills that are effectively managed 

and are equitably distributed to ensure that national health goals are attained. 

 

The Plan also will contribute to the improvement of human resource financing by 

providing comprehensive budgets and identifying ways of mobilizing adequate 

resources from all stakeholders. 

 

This Strategic Plan covers the period 2008 to 2013 and focuses on the following key 

strategic areas: 

(i.) Policy and planning; 

(ii.) Leadership and stewardship; 

(iii.) Education, training and development; 

(iv.) Workforce management and utilization; 

(v.) Public-private partnership; 

(vi.) Research and development; 

(vii.) And financing. 
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Currently, there are estimated 5,513 health facilities operational in the country. 

According to proposed staffing level (2005), these facilities require 125,924 health 

workers while the actual professional staffs available are 35,202 indicating a deficit 

of 90,722 for both public and private health and social welfare services. 

 

In the financial years 2005/2006, 2006/2007 and 2007/08, there was an accelerated 

recruitment of health workers (URT, 2008).The POPSM (President’s Office Public 

Service Management) has given approval for recruitment of additional health staff as 

shown in the Table 1.1 below: 

 

Table 1.1:  Recruitment trend 2005/06 – 2007/08 

Source: MoHSW, 2008 

 

There is inadequate data in terms of the number of staff who actually reported to 

their stations for the financial years 2005/06 and 2006/07. These recruitments 

represent the first time the government has employed a substantial number of health 

workers in more than a decade and if the trend is maintained, there should be a 

significant reduction in the current health workforce shortages in the public health 

sector (MoHSW, 2008). However, going forward, the government may run into 

difficulties of getting enough applicants for these positions as the pool of 

unemployed health workers is mopped up.  

 

There is evidence that the scaled-up recruitment of health workers by the government 

is causing inter-sectoral distortions as health workers leave the private and 

NGO/FBO sectors to take up government jobs. The government is aware of such 

situation and therefore it has developed a plan that will speed up the rate of output of 

Financial Year Number of Positions approved 

2005/06 1,677 

2006/07 3,890 

2007/08 6,437 

Total 12,004 
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health workers through expanding enrolment, reduction of training duration and re-

introduce Primary Health care cadres. 

 

There is a need to review and improve current staffing norms to match increased 

burden of diseases, workload and expanding populations for example, a Recent 

Service Availability Mapping Survey 2006 shows that the country has 1,339 doctors 

including 455 in the private sector. This is equivalent to one doctor per 25,000 

populations ( WHO, 2006). 

 

In addition, the workforce continued to experience the loss of skilled health workers 

through attrition. While the government is undertaking effort to hire staff to replace 

the lost workforce, the net effect of this move is marginal compared to existing 

shortage caused by freezing of employment between 1993 up to 2005 across the 

regions in the country due to low absorption rate. Within ten years between 1995 up 

to 2005, out of 23,474 graduates produced, the Government hired only 3,836 (16%) 

(URT, 2008). 

 

Recently, the situation of human resources for health (HRH) in many sub-Saharan 

African countries has been commonly described as “the crisis in human resources for 

health” (WHO, 2006).In a country like Tanzania with a population of about 

44,928,923 (National Census, 2012), delivering health services to the population 

requires health workers in health facilities, from primary level to tertiary level. 

 

However, experience shows that, there is an enormous shortage of human resources 

for health across all cadres in Tanzania especially in rural areas. For instance, the 

available number of professional health workers in the public sector is 35,202 and 

the deficit is 90,722 (URT, 2009). 

 

However, the deficit becomes significantly larger when we focus on Primary Health 

Service Development Plan (PHSDP) requirements. PHSDP aims to have a 

dispensary in every village, a health centre in every ward and a district hospital in 

every district. PHSDP requires the establishment and staffing of an additional 3,108 
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dispensaries, 2074 health centers and 19 district hospitals which will require 

additional 88,829 professional medical staff. 

 

Table 1.2 below compares emigration rates (those who have left) with the numbers 

of physicians and nurses remaining in the workforce in there.  East -South of Africa 

countries of origin. It shows that Tanzania has one of the highest net emigration rates 

for doctors (52%) but a much lower rate for nurses (4%). 

 

Table 1.2: Emigration levels and rates: Physicians and nurses in ESA 

countries, 2000 

 

Source: Adapted from: Clemens et al, 2006  

 

However, the key motives which contribute to the Tanzanian crisis are the growing 

demand along with an inadequate supply and management of the available 

workforce. 
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1.2  Statement of the Problem 

Qualified and motivated human resources for health (HRH) are essential for adequate 

health service provision. However, HRH shortages have now reached critical levels 

in many resource-poor settings, especially in rural areas. In some countries less than 

50% of the required staff is available to serve rural populations; while at times care is 

provided by non-qualified staff (WHO, 2006; Hongoro and Normand, 2006). 

 

In Tanzania the gravity of the problem varies across regions. The situation in some 

districts is so grave that it necessitates the urgent actions to be taken. The need for 

medical doctors is exceedingly high. Population per health workers ratios in 1990’s 

stood at 1:30,000 for doctor below the World Health Organization’s recommended 

doctor: population ratio of 1:1,000; 1:1000 for nurses and 1:2000 for midwife. 

 

Most of the deaths in Tanzania and LDCs in general are due to preventable or 

curable causes.  Life expectancy is 43.5 years compared to 78.9 in developed 

countries. The shortage of staff limits accessibility to quality health services and 

programs which in turn affect health outcomes. 

 

The report by McKinsey (2004) pointed out a high out-migration rate of doctors to 

countries in the region mainly Kenya, Uganda, South Africa and Botswana. The 

report claimed that, these countries are able to offer 3 to 9 times the compensation 

offered in Tanzania. The country continues to lose a considerable number of skilled 

heath workers particularly in remote areas where it has been associated by staff being 

de-motivated by low- recognition and trust of the frontline Health Workers (HWs) by 

their superiors/employers, working in poorly facilitated infrastructural settings, 

limited opportunities for training, low remuneration, shortage of accommodation and 

transport facilities, among other shortages (Manzi et al., 2004).  

 

Generally, ineffective retention of skilled health staff in Same district is still a big 

problem; turnover been the main cause (District Health Office Report, 2010). This 

situation resulted in the poor provision of health services and health care in the 
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district. Due to the shortage of skilled staff, some activities are performed by 

unskilled staff which is against the medical ethics. 

 

The condition is even worse in peripheral areas whereby 10 of 36 government health 

facilities have no skilled health staff at all. 

 

While the human resources for health crisis in low-income countries (LICs) has 

received global attention particularly the crisis in Sub-Saharan Africa especially 

since the start of the Joint Learning Initiative (JLI) in 2003, but as pointed earlier in 

this study, the situation remains critical especially in rural areas. Therefore, the 

purpose of this study was to assess retention mechanisms for HRH in the district, the 

driving forces for staff turnover and their impact and later recommends mechanisms 

that could enhance effective retention of health staff hence better services to citizens.  

 

1.3  Objectives of the Study 

 

1.3.1  Main Objective  

The main objective of this study was to assess factors contributing to ineffective 

retention of skilled health staff in same district. 

 

1.3.2  Specific Objectives 

(i.) To determine the available retention mechanisms for HRH in Same 

district. 

(ii.) To assess factors that contributes to ineffective retention of skilled 

health workers. 

(iii.) To determine the effects of staff turnover in Same district. 

(iv.) To examine implementation of retention mechanisms for HRH in the 

district 
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1.3.3  Research Questions 

This study aimed at examining the problem of ineffective retention of skilled health 

workers in same district where the researcher envisaged finding out: 

(i.) What are the retention mechanisms for HRH in Same district? 

(ii.) Are the retention mechanisms for HRH effective in the district? 

(iii.) What are the effects of health staff turnover in Same district? 

(iv.) What mechanisms can be adopted by the district to retain and attract new 

skilled health staff? 

 

1.4  Significance of the Study 

(i.) The study provides same district’s administration and district’s health 

management team information about HRH turnover, shortage and its effect. 

 

(ii.) The study reveals the clear picture; identify the availability and 

implementation of retention mechanisms as well as reasons for staff turnover. 

 

(iii.) The study come up with recommendations that will be useful to district 

administrator and ensure good retention of skilled health staff  

 

(iv.) The study also benefit the central government policy makers on the suitable 

mechanisms for addressing HRH turnover and retention, hence efficient 

service delivery by the district’s health facilities and the whole country as 

well 

 

1.5  Conceptual Framework 

According to Ndunguru (2007), conceptual framework refers to an assembled set of 

research concepts cum variables together with their logical relationships often 

presented in form of diagrams, charts, graphs, pictographs, flow charts, organogram 

or mathematical equations. In order to create a common understanding of how 

attraction and retention interventions work, a conceptual framework on human 

resources for health is presented in this section. Figure 1.1 below shows a conceptual 

framework of the factors contributing to ineffective retention of skilled health staff. 
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Figure 1.1: Conceptual Frameworks of the Factors Contributing to 

Ineffective Retention of Skilled Health Staff  

 

Source: Researchers Construct 2013 

 

The figure above shows the factors contributing to ineffective retention of skilled 

health staff. Effective implementation of retention of health workers depends upon 

good working environment, training, availability of incentives and availability of 

facilities. The moderating variables like laws, rules, policies and regulations 

moderate the implementation of the system.  

 

Laws legalize the existence of effective retention of health skilled staff, while the 

policy and rules give the guidelines on how to retain skilled health staff.  
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However, there are a number of factors which hinder the effective retention of health 

skilled staff such as poor working condition, lack of training, unavailability of 

incentives, lack of motivation and lack of working facilities.  

 

The effective retention mechanisms of skilled health staff contribute to reduction of 

labour turnover, improve working performance and increase of motivation hence 

quality health services. 
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CHAPTER TWO 

 

LITERATURE REVIEW AND THEORETICAL ANALYSIS 

 

2.1  Introduction 

The rationale of this chapter was to review the literature with the aim of adding 

knowledge and familiarizing the researcher and other readers with relevant 

theoretical and empirical information regarding the research problem at hand. 

Ultimately, the findings of the problem under investigation will bestow new or 

additional knowledge. The knowledge developed can fill the gap identified in the 

statement of the problem. 

 

In this chapter, basically various literatures related to this study were referred to in 

order to identify the literature gap. Both theoretical and empirical literatures 

regarding the subject matter were reviewed. At the end of this chapter, a synthesis or 

literature gap has been identified from both theoretical and empirical literature 

review. 

 

2.2  Theoretical Literature Review  

A few years after Tanzania's independence, policies were designed in line with ideals 

of the Arusha Declaration of 1967, which emphasized building a self-reliant socialist 

state, in which free, quality health care would be available for all. In this vision, the 

government would centrally manage the production and provision of all social 

services, such as health. The implementation of these policies initially led to 

significant investments in infrastructure and training of health professionals (Wyss, 

2004). However, due to macro-economic constraints at the time, the investments 

quickly became financially unsustainable. Tanzania's economic problems reached 

crisis proportions in 1970s and 1980s. 

 

In 1993, under pressure from the IMF and World Bank, the government introduced 

"public employment freeze". Many public employment posts, including health posts, 

were frozen up to the year 1993/1994, after which the posts were opened. From the 
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mid-1980s and throughout the 1990s, Tanzania was forced to implement huge 

economic, social and political reforms, some of which are still under way. Currently, 

there is no adequate evidence of the effects and implications of these reforms on the 

management of non-financial incentives and the general management of health 

worker motivation.  

 

Existing Human Resource for Health and Social Welfare information system is not 

well established. There is lack of comprehensive and reliable system for tracking 

information in the country. Available information on health cadres in all sources such 

as Health Management Information System (HMIS), Registrars of Professional 

Bodies and other sources is very limited for the purposes of proper planning and 

decision making. 

 

Currently, information is collected from multiple sources which are associated with 

difficulties in coordination and reliability of human resource data. Another challenge 

is the limited collection and sharing of human resource information from the private 

sector. Furthermore, there is limited technical capacity for analyzing human resource 

demands and supply projections and forecast. 

 

Under the Local Government Reform process, the government has devolved 

responsibilities for delivery of health and social welfare services to local authorities. 

In addition, the recruitment and placement for human resource is now the 

responsibility of local authorities. However, the capacity to implement and 

coordinate this crucial responsibility is limited as most councils lack required 

professionals to effectively undertake this function. 

 

Another important challenge emerging is the multiple institutional responsibilities for 

management of human resource function. The current arrangement imposes 

constraints in the effective coordination of important human resource functions 

including recruitment, placement and retention. 
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The policy shifts and twists as identified above, as well as new demands created by 

structural changes in the health care labor market as a result of globalization, trade 

liberalization and a revitalized private health sector, are contributing to the current 

health human resources crisis. 

 

Tanzania Health Crisis 

Tanzania has one of the lowest doctors to patient ratios in the world: 1 doctor for 

every 30,000 people (URT, 2006).In the United States there is 1 doctor for every 300 

people (AMA, 2006; US. Census Bureau, 2006). 

 

To provide even basic healthcare, Tanzania is 89,000 healthcare workers short. In 

2019 without intervention, the gap is expected to exceed 100,000 (WHO, 2006).One 

out of every nine Tanzania children does not live to see their 5th birthday (UNICEF, 

2006). 

 

One out of 24 Tanzanian mothers will die during child birth (UNICEF, 2006).In the 

developing world, for every mother that dies giving birth, another twenty will suffer 

long term disabilities (UNICEF, 2008).With relatively simple interventions, 75 

percent of maternal death and disability is preventable (“Catalyzing Change”, Touch 

Foundation/McKinsey report, 2009 ). 

 

The life expectancy in Tanzania is 52 years (UNICEF, 2006).Tanzanians have a 44 

percent probability that they will not live to see their 40th birthday (UNDP, 2005). 

 

The Tanzanian government commitment to improving healthcare: current healthcare 

spending is 10.6 percent of the Gross Domestic Product (GDP), but the country has 

pledged to increase this commitment to 15 percent over the next few years (URT, 

2006).For comparison, countries like the US, Canada, Mexico and the UK that are 

members of the organization for Economic Co-operation and Development (OECD) 

spend an average of 8.8 percent on healthcare (OECD, 2003). 
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For  many organizations, strategic staffing has become an important issue because 

the ability to hold on to highly talented core employees can be crucial to future 

survival(Whitner,2001).The loss of needed talent is costly because of reluctant 

bidding up of market salaries for experienced hires to replace them; the cost  of 

recruiting and assimilating new talent; the loss of investment in talent development; 

and hidden cost of lost productivity; lost sales opportunities (Eskildsen and Nussler 

2000). 

 

According to a study released by Accenture (2001), 80% of global business leaders 

believe that ‘people issues’ are more important today than they were three years ago, 

and 68% believe that retaining talent is more important than acquiring ‘new blood’. 

 

That recognition and extraordinary efforts some companies are making to attract and 

retain top talent represent fundamental shift in employer-employee relationships. 

Essentially more organization is now realizing that retention is a strategic issue and 

represents a competitive advantage (Walker, 2001). 

 

Over the last 15yrs, the work force has changed dramatically in terms of age, gender, 

ethnic and racial composition, family structure and job expectations. Consequently, 

such social developments have had significant impacts on the nature and operations 

of organizations (Kemske, 1998) 

 

Situation in Sub-Saharan African countries 

(i.) Is home to 9 percent of the world’s population 

(ii.) Shoulders 25% of the global disease burden 

(iii.) Is equipped with 3% of the world’s health workforce operating on less than 

1% of the world’s financial resources for health 

(iv.) Lacks 1 million trained health workers in order to come close to achieving the 

MDGs for health – that would mean tripling the current numbers of health 

workers through retention, recruitment and training 

 



17 

The correlation between the lack of health personnel, quality of care and health 

outcomes is reflected in grim figures. The lifetime risk of a woman to die from 

pregnancy or childbirth is one in 16 in Sub-Saharan countries. The rates of births 

attended by skilled birth attendants remain low, averaging only 42%. One out of 

seven children dies before their fifth birthday, mostly from preventable or curable 

diseases like pneumonia, diarrohea, Malaria and HIV/AIDS (WHO, 2006). 

 

Figure 2.1: Relationship between the Density of Health Workers and 

Probability of Survival in Sub Saharan African Countries 

 Source: WHO (2006);’World health report 2006: working together for health’) 
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One percent (1%) increase in health professionals is associated with an almost 5% 

increase in maternal survival and over 2% increase in both infant and child survival. 

The low number of health workers across Africa is a significant bottleneck to the 

provision of health care. An estimated one million health staff are lacking across the 

spectrum, from doctors and nurses to laboratory technicians and pharmacists, at all 

levels of care. 

 

A major challenge is the exodus of health workers in search of better working 

conditions, remuneration and job security. The flow follows a hierarchy of wealth, 

from rural to urban areas, from public to private sectors, from lower to higher income 

countries within southern Africa and from African countries to high-income 

countries. The consequences become most apparent in remote, hard to reach parts of 

the continent, where those most in need of health care are often the least likely to get 

it. 

 

The reasons for these problems are manifold. Adequate national and international 

resources committed to address the health care worker crisis are lacking. Inadequate 

salaries and poor working conditions lead to attrition and an inability to attract new 

health workers. The health sector is characterized by an endemic lack of workforce 

organization, weak people and performance management and insufficient education 

and training systems. 

 

It is therefore not surprising that the productivity and performance of health workers 

is inadequate as they are poorly motivated (and poorly managed), not sufficiently 

qualified or simply absent from work (malingering, attending training, 

‘moonlighting’ or on the very generous sick leave benefits of up to 180 days in some 

countries). 

 

Like other poor nations, Tanzania is unable to attract and retain an adequate and 

qualified health workforce to effectively implement health interventions, reverse the 

negative health status trends and ultimately achieve Millennium Development Goals. 

This inability is partly due to inadequate resources for the health sector. According to 
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the World Health Organisation (2007), Tanzania's total health expenditure as a 

percentage of its gross domestic product is 5%, three times less than the Abuja 

commitment, where countries agreed to allocate 15% to health. 

 

The situation described above may go some way towards explaining why so many 

health workers are leaving their posts in the Tanzanian health sector. 

 

The recent Human Resources for Health Census estimated that Tanzania has around 

48,000 health workers, many of whom are unskilled. Health workers are also 

unevenly distributed between urban and rural areas, with rural and remote places 

being more disadvantaged. Tanzania has the lowest ratio of highly trained health 

workers (physicians) per capital in the world. 

 

2.2.1  Theories of Retention 

 

2.2.1.1 Valence and Expectancy Theories  

Valence is the degree to which the rewards offered by an organization align with the 

needs employees seek to fulfill. High valence indicates that the needs of employees 

are aligned well with the rewards system an organization offers. Conversely, low 

valence is a poor alignment of needs with rewards and can lead to low job 

satisfaction and thereby increase turnover and decrease retention. 

 

Expectancy theory details have several factors that can lead to high job satisfaction 

and high retention rates for organizations. Increasing expectancy in an organization 

can be done by training Health employees and thereby making them more confident 

in their abilities. Increasing instrumentality within an organization will be part of 

implementing an effective retention system to health workers for attainment of 

specific goals and accomplishments. 

 

2.2.1.2 An alternative motivation theory Motivator-Hygiene theory 

The theories have overlap, but the fundamental nature of each model differs. While 

Maslow’s Hierarchy implies the addition or removal of the same need stimuli will 
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enhance or detract from the employee’s satisfaction, Herzberg’s findings indicate 

that factors garnering job satisfaction are separate from factors leading to poor job 

satisfaction and employee turnover. Herzberg’s system of needs is segmented into 

motivators and hygiene factors. Like Maslow’s Hierarchy, motivators are often 

unexpected bonuses that foster the desire to excel. Hygiene factors include expected 

conditions that if missing will create dissatisfaction. Examples of hygiene factors 

include bathrooms, lighting, and the appropriate tools for a given job. Employers 

must utilize positive reinforcement methods while maintaining expected hygiene 

factors to maximize employee satisfaction and minimize retention.  Agrela, et al 

(2008) states the need to focus on the factors that affects retention leading to growth 

and success of organizations. Studies suggests that retention strategies, which 

effectively satisfy the needs of all employees consequently enhances the ability for 

companies to adapt more effectively to on-going organizational change. 

 

This shows that trends redefining modern retention strategies go beyond the 

traditional salary, benefits package and compensation embracing employee 

motivation as one of the key factors to cater to the diversity and long stay of the 

workforce in the organization. Retention factors incorporating the needs and desires 

of employees at any age enhance levels of individual job satisfaction, loyalty, and 

commitment. 

 

A review of the retention factors working towards the preservation of an 

organizations most valuable asset (employees). Hereunder are the retention factors as 

explained by different scholars. 

 

(i.) Skill recognition 

Skill recognition of personal job is an effective retention strategy for employees at 

any age. Studies indicate that, fulfilling people’s needs by acknowledging individual 

work accomplishments prolongs employment of employees, increased number of job 

applicants seeking out companies that encourage employee input, growth, education, 

and teamwork, beyond the traditional compensation/benefit packages offered by 

employers.  Individual skill recognition is restricted by age, and motivates positive 
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behaviour, ethics, teamwork, confidence, and growth in all employees. Thus, both 

skill recognition (ranging from verbal praise to incentives/rewards) and learning 

opportunities (growth/development) enhance individual performance, effectiveness, 

and retention (Agrela et al., 2008). 

 

(ii.) Learning and Working Climate 

The concept “learning and working climate” generally, it refers to the environment 

wherein employees both learn and work. More specifically, the concept could be 

described by referring to; guidance and appreciation at work, pressure of work, the 

amount of empowerment and the responsibility that employees experience, choice in 

job tasks and development, provision of challenging and meaningful work, 

advancement and development opportunities. Results from previous research show 

that, the appreciative approach, operationalized through an appreciative learning and 

working climate, positively influences employee retention (Abrams et al., 2008). 

 

(iii.) Job Flexibility 

Researchers describe the importance of employment flexibility such as scheduling 

variations that accommodate better individual work times, workloads, 

responsibilities, and locations around family responsibilities. Studies show that 

"flexibility" empowers individuals to facilitate a healthier balance between work and 

personal obligations, something that appeals to all ages of employees. Prenda and 

Stahl  (2001) say that employees having job flexibility options report having higher 

levels of individual commitment, concentration, satisfaction, productivity, loyalty, 

and mental capacity. 

 

(iv.) Cost Effectiveness 

Organizations have to provide cost effective job flexibility options benefit from 

satisfying the needs of all employees, independent of age which allows the 

reallocation of expenses related to recruitment, work space changes, sick time, 

absenteeism, and commuting costs. Consequently, studies indicate that there is a link 

between cost-effective "flexibility" choices and advanced levels of job satisfaction, 

accuracy, productivity, recruitment, and employee retention, (Agrela et al., 2008). 
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(v.) Training 

Training is a key retention factor for employees at any age. Statistical evidence 

indicates job training is a critical factor for personal (behavioural) and professional 

(technical) development. The availability for all employees having access to training 

and development programmes is critical in facilitating organizational growth, 

particularly with performance and technological improvements. Research supports 

that both the organizational benefits and cost savings associated with training 

programmes outweigh the initial cost it incurs (Prenda and Stahl, 2001).  

 

The purpose of career planning as part of an employee development programme is 

not only to help employees feel like their employers are investing in them, but also 

help people manage many aspects of their lives and deal with the fact that there is not 

a clear promotion track. Employers can no longer promise job security, but they can 

help people maintain the skills they need to remain viable in the job market. 

 

(vi.) Compensation 

Creating a compensation structure that supports an employee development 

programme is a distinct challenge for companies. Many organizations claim to base 

pay raises on performance, but that is not actually the case. Some companies try to 

emphasize a team environment, but continue to reward people for individual 

achievement. These inconsistencies can cause frustration and cynicism by 

employees. It is especially difficult when employees are not seeing significant pay 

raises, yet company leaders are richly rewarded. The entire organization must buy 

into the culture of employee development. Sears created a new compensation system 

when they got into the business of employee development. Whereas they used to 

only offer pay increases to employees who were promoted, they have moved to a 

system where people may see a pay increase for lateral moves that are appropriate for 

their own development (O’Herron and Simonsen, 1995). 

 

(vii.) Organizational Commitment 

Studies have concluded that committed employees’ remains with the organization for 

longer periods of time than those which are less committed. Steers (1977) suggest 
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that the more committed an employee is, the less of a desire they have to terminate 

from the organization. These “highly committed” employees were found to have a 

higher intent to remain with the company, a stronger desire to attend work, and a 

more positive attitude about their employment. Steers (1977) concluded that 

“commitment was significantly and inversely related to employee turnover.” 

According to Arthur (1994) when organizations seek to foster a philosophy of 

commitment, then the likelihood of an employee searching for employment 

elsewhere is lowered. Owens (2006) had a similar finding that employees that had a 

higher level of commitment also had a higher level of “turnover cognitions”. A 

higher score in “turnover cognitions” indicated that the employee had a more 

favourable attitude and was less likely to consider turnover representing an inverse 

relationship of commitment and turnover. The aforementioned studies are 

representative of much of the research available relating to commitment and 

turnover. Commitment has a significant and positive impact on job performance and 

on workforce retention. The underlying belief is that a more committed employee 

will perform better at their job (Walton, 1985). 

 

(viii.) Communication 

Effective communications improve employee identification with their agency and 

build openness and trust culture. Increasingly, organizations provide information on 

values, mission, strategies, competitive performance, and changes that may affect 

employees enthuse. Many companies are working to provide information that 

employees want and need in better way of communication, through the most credible 

sources (Levine, 1995). 

 

(ix.) Employee Motivation 

Management theory and practice has traditionally focused on extrinsic motivators. 

While these are powerful motivators, by themselves they are no longer enough 

intrinsic rewards are essential to employees in today’s environment (Thomas, 2000). 

Nowadays motivational issues are more complex because of the wealth and 

opportunity so many employees have enjoyed. 
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Over the long haul, people need intrinsic rewards to keep going and to perform at 

their peak (Thomas, 2000). Workers have been forced to take more responsibility for 

their own careers, going where the work is rewarding and where they can develop 

skills that will guarantee their employability, in whatever organization (Hall and 

Associates, 1996). 

 

Talented workers have more choices than ever before, and are likely to leave if not 

satisfied with their employer or job content. As employees have become more likely 

to leave unrewarding jobs, the impact of losing individuals has become greater. In 

the future, the biggest gains will come from systematically improving an 

organization’s intrinsic reward process making the work itself so fulfilling and 

energizing that employees themselves won’t want to leave. Rediscovering the role of 

purpose in work is a key to understanding the new work and the motivation of 

today’s employees. Organizations now find themselves competing to attract and 

retain workers on the basis of the meaningfulness of their jobs. 

 

(x.) Relevant curricula 

Medical training has often focused on urban and tertiary facilities and not on the 

skills needed to work at primary health facilities and community level in line with 

the Basic Health Care Package. Many graduate doctors are confronted by a disparity 

between what they’ve been taught and the challenges they face in a rural setting. 

They find themselves more capable of serving in a hospital in Europe than to 

delivering services appropriate to rural areas in their home countries.  

 

The WHO therefore strongly recommends a revision of training curricula to ensure 

that health workers are equipped with the context-specific competencies they need to 

deliver basic clinical and community based care. 

 

The inclusion of modules from an M.P.H. programme, management, leadership and 

performance management should be mandatory as it will provide much-needed 

insight into health facility conditions other than teaching hospitals (SolidarMed 

Position Paper: Human Resources for Health,2011). 
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(xi.) Rural attachments 

Positive clinical and educational experiences in rural settings during training are 

another factor strongly contributing to health workers practicing in rural areas after 

graduation. One way to achieve this is exposure to clinical practice and conditions of 

service in the rural areas, as part of the training experience, making health workers 

more receptive and responsive to the health needs of rural communities (SolidarMed 

Position Paper: Human Resources for Health,2011). 

 

(xii.) Non-physician clinicians 

One example that set a precedent was the introduction of assistant medical doctors 

(AMOs) in Tanzania as a positive response to an absolute shortage of medical 

doctors after independence. AMOs holds an advanced diploma in medicine and is an 

intermediary between the clinical officer and the university-level medical doctor. 

 

Since their degree is not internationally recognized their retention rate is much higher 

than that of medical doctors who tend to emigrate. The strategy is to produce a cadre 

that provides health services to the rural population and involves field practicals in 

peripheral health facilities. 

 

AMOs provides obstetric services, administer anaesthesia, undertake minor surgery 

and respond to medical emergencies. AMOs has almost the same practical skills as a 

physician but they are more cost-effective due to a shorter training and lower 

salaries. Studies show that in rural settings, there is little difference between the 

results achieved by AMOs and by surgeons with university degrees. 

 

During the past years, the very successful approach of substitute medical doctors was 

taken up by many neighboring countries. What is known as “AMOs” in Tanzania is 

called “Tecnicos de cirurgia” in Mozambique or “Medical Licentiates” (MLs) in 

Zambia (SolidarMed Position Paper: Human Resources for Health, 2011). 
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(xiii.) Infrastructure and equipment 

Many rural health facilities lack the basics like running water and the most basic 

clinical equipment. A dysfunctional work environment severely limits the ability of 

health workers to practice what they have been trained to do. In terms of costs, 

equipping and refurbishing health facilities may be resource-intensive, and benefits 

are long-term (SolidarMed Position Paper: Human Resources for Health, 2011). 

 

(xiv.) Management and supervision 

HR management covers matters related to the deployment, use and motivation of 

health workers and it largely determines the capacity of the health system to retain 

staff. Supportive supervision is a key element in job satisfaction, morale and 

performance. 

 

There is a significant potential for improvement in overall HR management and in 

supervision in particular. According to Health Solidar Med Positionpaper: Human 

Resources for Health 17 workers criticize the lack of a comprehensive management 

system, the irregularity of supervision as well as a top down, checklist-driven 

approach focusing on mistakes while individual efforts go unnoticed. The only way 

in which to support this is to ensure that formal performance management systems 

are implemented and the appropriate training provided to managers, supervisors and 

health workers themselves. These tools are objective and provide annual training 

plans to address the identified skills and knowledge gaps. 

 

Nevertheless, the organization encourages district authorities to ensure that an 

effective performance appraisal system is in place. In the context of task-shifting, 

supervision and performance management plays a particularly important role in 

maintaining an acceptable level of quality (SolidarMed Position Paper: Human 

Resources for Health, 2011). 
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(xv.) Financial remunerations 

Adequate salaries have a significant impact on clinical performance and the incentive 

structure is essential to retaining staff. Insufficient remuneration is one of the major 

reasons for job dissatisfaction. Health facilities owned by FBOs (Faith based 

organization) are usually unable to compete with governmental salary levels. The 

salaries of civil servants would have to be multiplied several times to bring them to 

the level of incomes from private practice. 

 

In the long-run, it is unlikely that the HR crisis can be solved without a significant 

increase in the remuneration packages of employees deployed at governmental and 

FBO health facilities. However, raising public sector salaries to close the salary gap 

is not a realistic option in most of the poorest countries. The solution is to increase 

the number of qualified health staff in remote areas by providing financial 

compensation to professionals willing to relocate and work there (WHO (2010): 

“The World Health Organization 2010 Global Policy Recommendations – Increasing 

access to health workers in remote and rural areas through improved retention.” 

Geneva, Switzerland 

 http://whqlibdoc.who.int/publications/2010/9789241564014_eng.pdf). 

 

(xvi.) Providing bridging funds to new employee 

Another strategy to retain health workers is to provide bridging funds to pay the 

salaries of newly recruited staff until the administrative procedures for inclusion on 

government payroll have been completed. The ability to offer bridging funds by and 

the government and comfortable accommodation is an essential precondition for 

rural institutions to attract and retain qualified health professionals (SolidarMed 

Position Paper: Human Resources for Health, 2011). 

 

Therefore, the health sector is not only characterized by inadequate HR training but 

also lack of education systems which result in insufficient production of various 

categories of health workers. The problems are aggravated by factors such as; 

(i.) Insufficient funding allocations to health ministries, 

(ii.) A lack of strategic human resources planning, 
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(iii.) Insufficient staff audits, 

(iv.) Comprehensive recruitment and retention strategies, 

(v.) Weak management and a global competition for scarce human resources for 

health. 

 

Just increasing the stock of health workers and their skills will not change the fact 

that vacancies in rural health facilities remain unfilled while many of the best 

clinicians either end up in industrialized countries, private practice or in NGOs most 

likely in the urban areas (Conwayet al (2007). Staff members serving at rural health 

facilities are often only nominally available full-time. The rest of the time they 

moonlight other jobs or work in agriculture or in private practice. Studies from 

Tanzania indicate that in some settings, health workers spend only 50 to 60 percent 

of their time on productive public health activities (SolidarMed Position Paper: 

Human Resources for Health, 2011). 

 

Many health workers appear demotivated and frustrated because they are unable to 

offer effective care to patients due to inadequate resources in health facilities, 

especially in rural areas where the infrastructure is worse. Inappropriately applied 

management and supervision tools add to their dissatisfaction. 

 

2.3  Chapter Summary and Literature Gap 

Recent studies have posed a lot of factors contributing ineffective retention of skilled 

health staff. However, it has to be noted that despite of its commonalities the degree 

of factors differ depends on context in which the analysis is made. Being a 

contributing factor in one context might not be the case to the other and focused to 

avoid generalization. Major factors pointed out include; poor working conditions, 

lack of incentive, lack of training, unavailability of working facilities and lack of 

motivation.    

 

The review above shows that some literatures have been written on factors 

contributing to ineffective retention of skilled health staff. Limited review has been 

done focusing on factors contributing ineffective retention of skilled health staff. 
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This study addressed the literature gap by assessing the factors contributing 

ineffective retention of skilled health staff in Same district.  

The conclusion of this study presents the detailed lessons learnt from the case study 

as well as the set of recommendations for enhancing effective retention of skilled 

health staff a reality in Tanzania. 

 

2.4  Empirical Literature Review 

 

2.4.1  The Concept of Employee Retention 

The conception of employee retention arose in response to increasing number of 

employees parting the organization due to various reasons. Employee retention has 

various meanings. Bhatia (2006) explains employee retention to mean many things to 

many people in each organization. He went further by quoting some views from 

Leslie Mekeown as under: 

(i.) “Employee retention means stopping people from leaving this organization.” 

(ii.) “Employee retention is all about keeping good people.” 

(iii.) “Getting our compensation and benefits into line with the market place.” 

(iv.) “Stock options, crèche facilities, and other perks.” 

(v.) “It’s got to do with our culture and how we treat people.” 

 

Martinez et al. (2010), emphasized that retention can also mean not only staying but 

also performing effectively and efficiently. 

 

2.4.2  An overview of the challenges facing HRH retention 

Retention of health workers particularly in rural areas of low income countries 

(LICs) is high on the agenda due to severe staff shortages that hamper the attainment 

of the Millennium Development Goals (MDGs). The shortage of health workers in 

these areas (LICs) adversely contributes to the problems on accessibility of quality 

health care services (Salafsky et al. 2005). Tanzania is not exception, it continues to 

lose a considerable number of doctors, nurses and other qualified HRH who are 

required to implement and roll forward the intended health service plans in light of 

the broad national policy objectives.  
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The shortage of staff affects negatively the motivation of the remaining staff as it 

creates increased workload for the remaining ones. Additionally, it causes extra 

stress and risk of more staff leaving or being absent from work .The attrition of the 

health workforce in developing countries is a growing trend. Workers are migrating 

internally, from rural to urban areas as well as from the local public sectors to the 

private sectors also externally from LCDs to developed countries. This kind of 

movement affects to a greater extent the whole health system of the particular area 

hence poor services. 

 

2.4.3 Factors affecting employee retention 

There is a wide range of reasons why health workers leave their jobs. These factors 

are likely to be interrelated; mostly, their influence on health providers depends on 

the political, socioeconomic and cultural environment. 

Various factors influencing staff retention and mobility can be distinguished: 

(i.) personal and lifestyle-related factors including living circumstances 

(ii.) work-related factors, these are related to preparation for work during pre-

service education 

(iii.) health-system related factors such as human resources policy and planning 

(iv.) Job satisfaction this is also influenced by health facility factors, such as 

financial considerations, working conditions, management capacity and 

styles, professional advancement and safety at work (WHO, 2006) 

 

Despite accumulating knowledge about factors contributing to poor retention of 

health workers worldwide (Salafsky et al., 2005) and in Tanzania (Manzi et al. 

2004); there have been no systematic studies conducted in Same district to establish 

which could be the factors based on the district social and economic context.  

 

The WHO suggests that achieving an 80% coverage rate for skilled birth attendance 

and child immunization – two basic primary health care targets – requires a 

minimum of 2.5 health care professionals per 1,000 residents. Currently, there are 

about 750,000 health workers in Africa, or 0.8 health workers for every 1,000 

people. In Mozambique, for instance, 600 doctors serve a population of 18 million 
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people. That translates into one doctor for 30,000 people. In comparison with 

Switzerland, one doctor caters for 489 people. Although the WHO guidelines are 

valid there has been some lenience in the ratio in developing countries (WHO, 2006). 

 

Sub-Saharan Africa is home to 9 percent of the world’s population, shoulders 25% of 

the global disease burden, and is equipped with 3% of the world’s health workforce 

operating on less than 1% of the world’s financial resources for health. It lacks one 

million trained health workers in order to come close to achieving the MDGs for 

health – that would mean tripling the current numbers of health workers through 

retention, recruitment and training. Worldwide, one billion people never see a health 

worker all their lives” (Sigrun Mogedal on the second HRH forum held in 

Bangkok,January 2011.) 

 

A survey of 779 organizations in the United Kingdom showed serious problems of 

staff retention by (80%) which was addressed by more pay (53%), learning and 

development (46%), and improving selection (46%) (CIPD, 2008).This crisis is not 

only related to limited numbers of existing and produced manpower but also mal-

distribution of personnel within and between countries, migration of local health 

workers, and poor working conditions ( Dieleman and Jan, 2006).  

 

WHO reported from the Brazilian context  that 94% of physician, nurse professionals 

and nurse associates in Brazil are concentrated in urban areas and that there are 

municipalities with fewer than 5 health workers in 1000 inhabitants while other 

municipalities have more than 35 health workers in 1000 inhabitants (World Health 

Report, 2006). According to the World Health Organization (WHO, 2000); HRH 

management polices states that: “As a part of human resource polices, countries 

should put in place national management systems and employment polices based on 

health and safe working environment and conditions and equitable rewards, gender 

sensitivity and recognition of competences in order to foster motivation and retention 

of health professionals.” 
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A study by Delanyo, (2003), showed that; the numbers of health professionals have 

been joining the brain drain and has reached a peak in recent years in apparent 

response to huge demands emanating from the developed countries. These demands 

were occasioned by demographic changes, aging populations as well as a reduction 

in attracting recruits into the health workforce. Not only that but also, changes in 

working hours and conditions have also meant that an increase in requirements of 

doctors and nurses. The brain-drain of professionals, together with the health crisis as 

described earlier threaten the entire development process on African continent. For 

example in Ghana, vacancy rates in the public health services have shot up in the 

past 5 years. In 10 years between 1986 and 1995, 61% of the output of one medical 

school in Ghana had left the country. 
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CHAPTER THREE 

 

RESEARCH METHODOLOGY 

 

3.1  Introduction 

This Chapter presents the research methods and techniques used in the data 

collection for the study. It also shows the various sources of the data and the type of 

the data collected, as well as the techniques that were employed in the data analysis. 

It describes the sampling procedures and the instruments used in the data collection. 

This portrays the process and manner in which this research was carried out.  

 

3.2  Research Design 

A Research design is concerned with turning a research question into a testing 

project. The best design depends on the research questions. Every design has its 

positive and negative sides. The research design has been considered a "blueprint" 

for research, dealing with at least four problems: what questions to study, what data 

are relevant, what data to collect, and how to analyze the results (Robson, 1993). 

 

The design can be divided into survey, experimental, and case study design. In this 

study, it is observed to be important to adopt a case study design. Case study design 

is a qualitative analysis which involves a careful and complete observation of a social 

unit, be that unit a person, a family, an institution, a cultural group or even the entire 

community. It is a method of study in depth rather than breadth (Kothari, 2004). 

 

In this study the researcher used a case study design because of the fact that of 

making enough provision for protection against bias while maximizing reliability 

aiming to complete the study in an economical manner. This design is important than 

the other (survey and experimental designs) due to that it is easy to collect data from 

the selected population. 
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3.3  Study Area 

The study was done in Same district which is one of seven districts of Kilimanjaro 

region in Northern Tanzania. The district covers an area of 5,152 square kilometers 

with its capital town located at latitude 4° 15' 0 S and longitude 37° 55' 0 E . The 

district is the largest in the region but also the poorest. According to the Tanzanian 

Population and Housing Census of 2002, the estimated population of Same district 

was 259,875 in the year 2011 (National Bureau of Statistics, 2002). 

 

Geographically, the population of same district resides in three zones, including the 

Western lowland, Central mountainous highlands and Eastern lowlands. 

By the end of 2012, the district had a total of 64 health facilities of which 36 were 

public. The public health facilities include 1 district hospital, 3 health centers and 32 

dispensaries. 

 

3.4  Population of Study 

 

According to Kothari, (2005) population is a number of people in a certain area. 

Also, Crowl, (1993) defined population as a group which the researcher is interested 

in gathering the information from, as well as drawing conclusion on. 

The target population of this study comprised of  District Executive Director (DED), 

District Planning Officer (DPLO), District Human Resource Officer (DRHO) and 

Council Health Management Team (CHMT).  

 

3.5  Sample and Sampling Procedures 

Three types of health facilities were included in the study.  The District hospital was 

selected purposively. A stratified sampling procedure was employed to obtain the 

other health facilities so as to ensure representation of respondents from three 

geographical zones of Same district namely; the Western lowland, Central 

mountainous highlands and Eastern lowlands. Three health centers were also selected 

purposively one from each zone.  Five dispensaries were randomly selected from 

each zone thus making a total of 15 dispensaries to be included. 

 



35 

Sixty five (65) respondents were recruited for the study. This includes three (3) key 

informants at the District council for the purpose of capturing in-depth information. 

These include; District Executive Director, District Planning Officer and District 

Human Resource Officer.  

 

At the district hospital, 20 health workers of different cadres were selected randomly 

while at the Health Centres and dispensaries convenience sampling was used to 

select 12 health workers from Health Centres and 30 health workers from 

Dispensaries making a total of 62 health workers.  

 

At the Hospital, Health workers were stratified by cadre and their skills for selection 

across a range of health workers. Doctors were encompassed; Medical Doctors, 

AMO and CO while Nurses included laboratory technicians, pharmacists, Assistant 

nurse officers, nurse midwives and Nursing Officers. A total of 10 health workers per 

strata were selected randomly. 

 

3.6  Data Collection Methods  

For the purpose of meeting the objectives of the study, the data that were required in 

our study was on the factors contributing to ineffective retention of skilled health 

staffs. These data were obtained from members of health workers and health 

administrator (CHMT) of Same district council. The following data collection 

methods were used to collect data of this study; 

 

3.6.1  Primary Data Collection Sources 

According to Elhouse cited in Rwegoshora (2006), primary data are those which are 

collected for the time of field and thus are original in character. In this study 

questionnaire, interviews and observation as the major data collection instruments 

were used. 
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3.6.1.1 Questionnaires 

Kothari (2004) explains that, a questionnaire consists of a number of questions 

printed or typed in a definite order or a form or set of forms which is mailed to 

respondents who are expected to read and understand the questions and write down 

the reply in the space meant for the purpose in the questionnaire itself. The 

questionnaire helped the researcher to collect large amounts of information from a 

large number of people in a short period of time and in a relatively cost effective 

way. 

 

Also, the results of the questionnaires can usually be quickly and easily quantified by 

either a researcher or through the use of a software package (Ackroyd and Hughes, 

1981). 

 

The researcher used self-administered questionnaires to gather information on factors 

contributing to ineffective retention of skilled health staff.  

 

3.6.1.2 Interviews 

Interview is a verbal interaction between the researcher and the respondent with the 

aim of soliciting information from the latter (Kothari, 2004). The interview method 

of collecting data involves presentation of oral-verbal stimuli and reply in terms of 

oral-verbal responses.  

 

The researcher used this technique to collect qualitative information that could not be 

collected easily through questionnaires due to the level of education of the 

respondents thus used both structured and unstructured interviews. 

 

3.6.1.3 Observation 

This is the method of seeking information by way of researchers own direct 

observation without asking from respondents (Kothari, 2004). As Frankfort (2003) 

pointed out, observation is a method of collecting data, investigating phenomena 

where the researcher observes directly. A careful observation of what was happening 

concerning factors contributing to ineffective retention of skilled health staff. It was 
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important to collect data through observation because what people say is not always 

what they do or mean. Under observation method, the researcher was able to verify 

the truth of statements made by respondents through questionnaire and interviews as 

well as obtaining other information which were not be provided by the respondents. 

 

3.6.2  Secondary Data Sources 

According to Kothari (2004) documentary is explained as data that are already 

available. They involve reports, records and periodicals. That is, the data which have 

already been collected and analyzed by someone else. This method was very crucial 

in obtaining secondary data. The researcher was able to collect much of detailed 

secondary data which cover the issues concerning factors contributing to ineffective 

retention of skilled health staffs. All these sources were used to validate and 

supplement prior information held by the researcher from other sources. 

 

3.7  Data Analysis 

Data that were collected using questionnaires were prepared by cleaning and coding 

to check whether the collected data are accurate and complete. Kothari (2008) 

defines coding as a process of assigning numerals or other symbols to answers so as 

responses can be put into a limited numbers of categories or classes. Coding allows 

efficient analysis and through it several replies may be reduced to small numbers 

which contain the critical information required for analysis. This was including 

detection of errors and making sure that each respondent had responded to all 

questions. 

 

Duplicates were removed and questionnaires with few problems were expected to be 

corrected. Only clean questionnaires were coded and entered in a computer using the 

Statistical Package for Social Scientists (SPSS) programme .Due to the qualitative 

and quantitative nature of data that were collected and analyzed, the presentation of 

findings were in form of tables, figures, text descriptions, diagrams, bar chart and Pie 

charts for easier interpretation and understanding of the findings. 
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3.8  Ethical Considerations  

In the context of research, ethics refers to the appropriateness of the researcher’s 

behaviour in relation to the right of those who become a subject of the study, or 

affected by it (Saunders et al., 2009). In this study, ethical issues were of concern 

during the research preparation, in seeking access to an organization and to 

individuals, in collecting data, during data analysis and in report writing. 

 

In fact the privacy and confidentiality of both data and respondents were highly 

considered and respected, no name of any individual was disclosed in the report and 

respondents were asked to provide informed consent to participate in the study. 

Anonymity of respondents was also be ensured in filling up the questionnaires 

 

3.9  Choice of Variables 

Having explained the context of the statistical techniques employed, the study turned 

to the choice of variables to be used and their measurement. With that, it is assumed 

that demographic and socio-economic variables such as age, education, income, etc. 

were likely to be the factors contributing to ineffective retention of skilled health 

staff in Same district. The respondents in the sample were assumed to be categorized 

independently of each other. 

 

3.10  Validity of the Data 

Validity is the ability of the measuring instrument or research study to measure what 

it claims to measure (Kothari, 2004; Saunders et al., 2009). To ensure validity, the 

measuring instrument (questionnaire) was tested; so as to refine it to ensure that 

respondents had no problem in answering the questions and that there would be no 

problem in recording data. This enabled to obtain some assessment of the validity of 

questions and the likely reliability of the data to be collected. 

 

3.11  Reliability of the Data 

Reliability is concerned with the consistency of the results of the study, when it is to 

be replicated (Saunders et al., 2009). Here it implies that the results obtained were 

applicable to other context of similar nature. The important prerequisites for 
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reliability are that all documentations should be in order and can easily be found. 

These prerequisites were taken into consideration in this study.  

 

The findings of this study were intended to be applicable to other Council Hospitals, 

Health centers and Dispensaries within and outside the country. Also, the findings of 

the study were intended to highlight lessons that may be relevant, salient and 

applicable in other contexts of similar nature. To enhance the reliability of this study 

the population sample was selected very carefully and in a systematic way so as to 

enable systematic collection and analysis of data. 
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CHAPTER FOUR 

 

RESEARCH FINDINGS AND DISCUSSION 

 

4.1  Introduction 

The aim of the study was to make a general assessment on the factors contributing to 

ineffective retention of skilled health workers in local government health sector, a 

case study Same District Council.    

 

Specifically, the study aimed at determining the available retention mechanisms for 

HRH in Same district, assessing a factors that contributes to ineffective retention of 

skilled health workers, determining the effects of staff turnover from same district 

and examining implementation of retention mechanisms for HRH in the district. The 

main sources of data for the study were categorized into primary and secondary data 

sources. 

 

This chapter presents and discusses the results of the analysis that was been 

conducted to address specific objectives of the research. It is divided into four major 

sections. The first section presents the demographic characteristics of sample 

respondents comprised of key informants (District Executive Director, Human 

Resource Officers and District Planning Officer), Health Workers from different 

cadres, Health Workers from different Health Centers and Health Workers from 

different Dispensaries as the important respondents of this  in the study area. 

 

In the second section, the retention mechanisms for Human Resource for Health are 

analyzed. The third section shows factors that contribute to ineffective retention of 

skilled health workers in local government Health sector. Finally, the fourth section 

analyses effects of staff turnover and implementation of retention mechanisms for 

Human resources Health in the study area. 
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4.2  Characteristics of Respondents 

 Social Demographic characteristics of the Sample of  three key informants (District 

Executive Director, Human Resource Officers and District Planning Officer), Health 

Workers from different cadres, Health Workers from different Health Centers and 

Health Workers from different Dispensaries were the important aspects in assessing 

the factors contributing to ineffective retention of skilled health workers in the study 

area. 

 

4.2.1  Sex of the Respondents 

The results revealed that 40% of the respondents were males and 60% of other 

respondents were females as shown in the Table below. This shows that both males 

and females interviewed found to be involved retention mechanisms of skilled health 

workers in local government Health sector in the study area. Empirical evidence 

shows that, men and female skilled health workers are likely to be retained in local 

government health sector.  

 

Table 4.1:  Sex Characteristics of Respondents 

Parameter Frequency Response (%) 

Sex   

Male 26 40 

Female 39 60 

Source: Fieldwork Research Survey, 2013 

 

 

 

 

 

 

 

 

 

 



42 

Figure 4.1:  Sex Characteristics of Respondents 

 

Source: Fieldwork Research Survey, 2013 

 

4.2.2  Age of Respondents 

Findings show that,9.2% of the respondents were in the age group of 18 and 30 

years, 67.7% were between 31and 45 years, 23.1% were between 46 and 60 years. 

Hence, most interviewed age groups were responding on factors that contribute to 

ineffective retention of skilled health workers in local government Health sector. 

This implies that all employed age groups of statutory health workers are likely to be 

involved in retention mechanisms in local government Health sector. 

 

Table 4.2:  Age Characteristics of Respondents 

Parameter Frequency Response (%) 

Age   

18-30 years 6 9.2 

31-45 years 44 67.7 

46-60 years 15 23.1 

Source: Fieldwork Research Survey, 2013 
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Figure 4.2:  Age Characteristics of Respondents 

 

Source: Fieldwork Research Survey, 2013 

 

4.2.3  Position of Respondents 

The results show that, 4.5% of the respondents were the key informants (District 

Executive Director, Human Resource Officers and District Planning Officer), 30.8% 

of the respondents were the Health Workers from different cadres, 18.5% of 

respondents were the Health Workers from different Health Centers and 46.2% of 

respondents comprised Health Workers from different Dispensaries, in the study 

area. The empirical evidence revealed that the whole section in the Council were 

involved in the assessment of factors contributing to ineffective retention of skilled 

health workers in local government Health sector in the study area according to their 

position, duties and responsibility, as laid down in Employment and Labour Relation 

Act (2004). 
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Table 4.3:  Position of Respondents 

Parameter Frequency Response (%) 

Position/Occupation   

District Executive Director 1 1.5 

Human Resource Officers 1 1.5 

District Planning Officer 1 1.5 

Health Workers in Various   cadres 20 30.8 

Health Workers from Health Centers 12 18.5 

Health Workers from Dispensaries 30 46.2 

Source: Fieldwork Research Survey, 2013 

 

Figure 4.3:  Age Characteristics of Respondents 

 

Source: Fieldwork Research Survey, 2013 

 

4.3.1  Retention Mechanisms for Skilled Health workers 

The researcher wanted to assess the respondents’ knowledge and understanding of 

Retention Mechanisms for Skilled Health workers and processes available in local 

governments Health sector, whether they were applicable for effective operation of 

retaining Human Resource for Health in the study area. 
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It was found that the proportion of people who were aware that there were retention 

mechanisms applied in the study area particularly the health sector was low. For 

instance; 13.8% out of 65 respondents in the study area were aware of retention 

mechanisms to skilled health workers, while 86.2% out of 65 respondents in the 

study area were not aware on retention mechanisms in the study area as shown by the 

following table. This revealed that retention mechanisms for skilled Health workers 

in the study area were not much used. Hence, resulted in skilled health turnover and 

low quality health services delivery to the community in the study area 

 

Table 4.4:  Awareness of Retention Mechanisms for Skilled Health Workers 

 Awareness of skilled health workers retention         Frequency Percent 

Yes       9 13.8 

No        56 86.2 

Total        65 100 

Source: Fieldwork Research Survey, 2013 

 

4.3.2  Effective Retention of Skilled Health Staff 

The result shows that, 89.2% of the respondents out of 65 respondents argued that 

retention of skilled Health workers were not active in the study area and 10.8% of the 

respondents appreciated the effectiveness of retention of skilled Health workers in 

the study area as shown on the figure below. This revealed that there were inadequate 

retention mechanisms for skilled Health workers for reducing health staff turnover in 

the study area. Hence, this led health workers to move to other areas where there 

were good retention mechanisms for health workers particularly other regions and 

councils in Tanzania and outside the country. 
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Figure 4.4:   Retention of Skilled Health Workers 

 

Source: Fieldwork Research Survey, 2013 

 

4.3.3 Challenges Facing Effective Retention of Skilled Health Staff 

The study also looked at the Challenges facing effective retention of skilled Health 

staff where different participant’s levels of opinion according to their duties and 

experiences were revealed:  The following findings emerged:- 

 

(i.) From Three Key Informants 

The finding revealed that 20% of the respondents did not agree that there were 

challenges like lack of motivation to retained skilled health workers in the study area. 

They argued that they were familiar with the challenge of motivation to retain skilled 

health worker in the study area. However, it was very interesting when they were 

asked why then the council seems not to retain skilled workers. In most cases they 

answered that it is not because of their inability to know their functions but inability 

of heads of departments and sections to provide the necessary support needed as well 

as selfishness and theft behaviours that make them corrupt. This implies that there 
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were elements of corruption among health workers in the study area especially heads 

of departments and sections, that made skilled health workers migrate from the study 

area to another area having good working atmosphere. 

 

(ii.) Health Workers from Different Cadres 

The finding revealed that 90% of the respondents agreed that the skilled health 

workers lacked necessary motivation to provide health services effectively in their 

working environment. They went further arguing with example that 80% of skilled 

health workers had not been given houses and some travelled long distances from 

their homes to their working environment which made them spend more time, money 

and energy to reach their work place. They went far by arguing that they were not 

given their arrears in time, as well as there was no chain of command in Health 

Management systems in the study area. The remaining Health Workers from 

different cadres were not active enough to detect various challenges facing effective 

retention of skilled health staff in the study area. Furthermore, respondents from this 

group suggested that the  incentives to health workers was very essential for   

creating   conducive environment for health workers and therefore it would reduce 

health staff turnover in health sector. 

 

(iii.) Health Workers from Different Health Centers 

As a whole, 70% of the respondents indicated that Health workers lack necessary 

motivation needed for creating good relief on their working environments. Some 

respondents gave an example of over-time and serving many health clients per day 

yet the hospital management failed to appreciate their work and in time the Council 

Management used unfriendly language and gave recommendations like termination 

of employment to health workers 

 

Furthermore, many of the respondents from this group appealed to the government to 

establish special rules and regulations for training as well as promotion to health 

workers that may reduce health staff turnover. 
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(iv.) Health Workers from Different Dispensaries 

The finding revealed further that 90% of the respondents indicated that skilled health 

workers lack promotion, incentives and motivation. Moreover, corrupt hospital 

management and delays in paying health workers arrears in time were very chronic 

in the study area, this led to staff turnover. They gave an example whereby 50% of 

health workers from different dispensaries were not promoted ranging from 8 to 3 

years; this revealed that most of them had not seen retention mechanisms in the 

aspect of promotion. However, it is very interesting when they were asked why then, 

they answered that it is not because of inability of Council management system to 

process workers promotion as well as corrupt health management to support health 

workers promotion and providing health training.  Hence, this leads Tanzania to 

continued losing a considerable number of skilled health workers particularly in 

remote areas and this has been associated by staff being de-motivated by low-

recognition and trust of the frontline health workers by their superiors/employer, 

working in poorly facilitated infrastructural settings, limited opportunities for 

training, low remuneration, shortage of accommodation and transport facilities 

(Manzi et al., 2004). 

 

Table 4.5:  Respondent Arguments on Challenges Facing Retention of Health 

Workers 

S/N TYPE OF EMPLOYMENT PERCENTAGE 

1 Key Informants 20% 

2 Health Workers From Different Cadres 90% 

3 Health Workers From Different Health Centers 70% 

4 Health Workers From Different Dispensaries 90% 

Source; Fieldwork Research Survey, 2013 

 

The information given on the table above on challenges facing retention of skilled 

health workers can also be illustrated by the following figure:- 
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Figure 4.5:  Challenges Facing Retention of Skilled Health Workers 

 

Source; Fieldwork Research Survey, 2013 

 

4.3.4 Effects of Health Staff Turnover 

Respondents were asked to give their own opinion on the effects of health staff 

turnover to health provision in the study area. With regard to their opinions on the 

section’s capacity to ensure that there is effective health provision in local 

governments; it was found 83.1% of respondents out of 65 ( both District Executive 

Director, Human Resource Officer and District Planning Officer, Health Workers 

from different cadres, Health Workers from different Health Centers and Health 

Workers from different Dispensaries) agreed with the argument of negative effects of 

health staff turnover in health provision in the study area. 

 

While 16.9% of respondents out of 65 (both District Executive Director, Human 

Resource Officer and District Planning Officer, Health Workers from different 

cadres, Health Workers from different Health Centers and Health Workers from 

different Dispensaries) did not agree with the argument of negative effects of health 

staff turnover in health provision in the study area. 
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This revealed health staff turnover had negative impact to health provision in the 

study area. However, when they were asked what those negative impacts in health 

provision then were, they answered that it increases workload to the remaining health 

staff workers, poor health delivery to health clients and community mistrust health 

services delivered that brought to the increase in number of deaths caused by lack of 

quality health services in the study area. 

 

Table 4.6:  Effects of Health Staff Turnover 

 Respondents agreed on effects of Health staff turnover   Frequency Percent 

Yes 54 83.1 

No 11 16.9 

Total 65 100 

Source: Fieldwork Research Survey, 2013 

 

4.3.5 Mechanisms for Retaining Skilled Health workers 

The researcher here wanted to measure the respondents’ opinion, knowledge and 

understanding of different retention mechanisms to skilled health workers and 

processes used in local governments health sector, whether they were applicable for 

effective retaining skilled health workers. 

 

It was found that the rate of people’s awareness on mechanisms for retaining skilled 

health workers in the study area was high. For instance; 89%  of respondents out of 

65 ( both District Executive Director, Human Resource Officer and District Planning 

Officer, Health Workers from different cadres, Health Workers from different Health 

Centers and Health Workers from different Dispensaries) were aware of mechanisms 

techniques for retaining skilled health workers .While only 11% of respondents out 

of 65 ( both District Executive Director, Human Resource Officer and District 

Planning Officer, Health Workers from different cadres, Health Workers from 

different Health Centers and Health Workers from different Dispensaries) were not 

aware with mechanisms techniques for retaining skilled health workers in the study 

area.  
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Furthermore, some respondents who have experience of working in more than one 

local government authorities in health sector, when they were asked to provide their 

experience on whether there is a mechanism for retaining skilled health workers in 

local government to health sector, they answered that “there is a mechanism for 

retaining skilled health workers such as providing rent house to all health workers, 

paying all statutory benefits to skilled health workers in time and  motivation as 

incentives  to skilled health workers”. This response gives the general view to the 

researcher that there is a need of using mechanisms for retaining skilled health 

workers in the study area. 

 

From the above responses, it shows that mechanisms for retaining skilled health 

workers can be applied in the study area for reducing health staff turnover that may 

leads to quality health delivery to health clients in the study area. 

 

Figure 4.6:  Respondents awareness on Retaining Skilled Health Workers 

 

Source: Fieldwork Research Survey, 2013 
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4.3.6  Improvement Suggestions 

Respondents were also asked to generate possible suggestions for retaining skilled 

health workers in the study area. Most of them indicated that the problem is caused 

by the fact that the section lacks support from within the council and without the 

council i.e. from local and central governments respectively. They cited problems 

like lack of working facilities, training and budget all caused by weak support base 

from both levels of the government. 

 

Furthermore, organizational structures of local government in health section, places 

the section under the authority of the Head of Administration and Human Resources 

Department in terms of budget allowances and other official correspondences. One 

of the respondents from the Health Workers from different cadres’ group suggested 

that “different organizational structures and unit of command of the council are 

proven to be the barriers for the effective retaining skilled health workers”. 

 

Again, lack of support from other staff within health management and sections 

seemed to affect much the operation of retaining skilled health workers in the study 

area. One respondents from Health Workers from different Dispensaries group 

suggested that “different units or sections of the council should work as a team by 

meeting at least once on a monthly or quarterly basis to draft some mechanisms of 

retaining skilled health workers as well as discuss those issue of all health workers”  

This above suggestion was echoed by a good number of respondents from both 

District Executive Director, Human Resource Officer and District Planning Officer, 

Health Workers from different cadres, Health Workers from different Health Centers 

and Health Workers from different Dispensaries group who further suggested that 

they should be involved in the designing health retention mechanisms aiming at 

rectifying the situation of health staff. They feel that non-involvement when 

designing health retention mechanisms is done initially somehow undermines them; 

as a result they become unenthusiastic to execute their responsibilities in final stages 

when they are required to interfere. 

“Organize intensive workshops on functions, status and Health workers in order to 

increase the knowledge and quality of health services delivery to health clients” is 
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another suggestion proposed by other Health Workers from different Health Centers 

group. Also, some respondents suggested that “there should be follow-up to monitor 

the retention mechanisms on what has been presented at the workshops and to 

provide assistance where necessary”. 

 

4.4  Chapter Conclusion  

From the discussion above, it is clear that much still has to be done in order to 

improve ineffective retention of skilled health workers in local government Health 

sector in its operations. Key informants from the study area have shown that they are 

at least aware of ineffective retention of skilled health workers and the purpose of 

retaining health workers as whole. 

 

However, challenges identified in terms of lack of motivation to skilled health 

workers, structural system that mean no chain of command , skilled health workers  

not given their arrears in time, corrupt health management, lack of cooperation from 

other health staff,  as well as  lack of training tend to hinder ineffective retention of 

skilled health workers in local governments. 

 

The findings from the questionnaires reveal that there is a serious breakdown in 

communication between health management and health workers during the whole 

process of health services delivery that threatens the sections’ performance. 

 

The analysis on the interviews conducted in the study has further shown that 

ineffective retention of skilled health workers in local government health sector are 

to be emphasized for reducing labour turnover   to enhance provision of quality 

health service to health clients. What seems to be still lacking is the retention 

mechanisms to skilled health workers.  

 

Therefore, the issue of factors contributing to ineffective retention of skilled health 

workers in local government health sector is still a matter of grave concern in local 

government due to the fact that the study has found that there have been chronic 

problems that need to be rectified through designing retention mechanisms of skilled 
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health workers as a means of reducing existing challenges for the betterment of 

health provision.  

 

Aziza et al. (2008) acknowledged the mobility of health workers to be a common 

phenomenon. They proceeded explaining such movements to be within and between 

councils, levels and sectors; this affects the availability of health workers. Mobility 

of health workers was higher in hospitals as compared to other lower levels. This 

trend of mobility in hospitals may be due to higher levels of education and 

experiences possessed by health workers as compared to lower level facilities 

comprising health centers and dispensaries. They went on propounding the 

movement of health workers between public and non-public facilities to be common 

in Tanzania. Few workers are moving from private to public facilities mainly due to 

job security and availability of various opportunities in public such as training, 

promotions, just to mention a few. Recently larger percentages of mobility was 

towards public health facilities a phenomenon appearing to be anomalous in many 

years because in the past movement was vice versa. This new trend of movement is a 

response increase salary by the government in all public health facilities. It was noted 

that workers with fewer years in the sector especially those with less than five years 

were actively moving while those who had stayed longer time were keen to their 

settled families and relatives. Thus it appears that despite the importance of other 

mentioned factors, good pay is the strongest factor.  
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CHAPTER FIVE 

 

SUMMARY, CONCLUSION AND RECOMMENDATION 

 

5.1  Summary  

The objective of the study was to make a general assessment on the factors 

contributing to ineffective retention of skilled health workers in local government 

health sector, a case study of Same District Council and specifically the study 

focused on determining the available retention mechanisms for HRH in Same 

district. In this study, the researcher used both primary and secondary data collection 

methods to get actual information in the study area, which were processed by using 

statistical package for social sciences (SPSS). 

 

The findings show that retention mechanisms for skilled health workers in the study 

area were used, there was lack of motivation, statutory allowances like house rent 

allowance, delays in promotion for skilled health workers, leave allowance, medical 

allowances, training allowance, over-time allowances, to skilled health workers in 

the study area. Other factors were corruption of top management leaders especially 

heads of departments and sections, delaying payment of arrears, poor communication 

between top management and skilled health workers. However, research results show 

that, motivation to skilled health workers, such as house rent, over-time allowances, 

early promotion, good communication to health workers, training allowances, 

medical allowances and early payment of statutory benefits to skilled health workers 

have significant influence on retaining skilled health workers.  

 

Shen (2004) indicated that in order to retain health workers there is a need  for a fair 

salary, benefit packages composed of financial and non-financial incentives, 

flexibility in working time, career development and working environment, team 

work and relationship with managers. For instance, incentives can have adverse 

outcomes if they are not applied equally to comparable professionals or if they are 

perceived as insufficient. Various experiences have been gained with providing 
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financial incentives. In LIC the focus is mainly on payment of top up salaries, extra 

allowance for postings in remote locations (Lehman et al., 2005).  

 

5.2  Conclusion 

Same District Council is one of the Councils in Tanzania, where effective retention 

mechanisms of skilled health workers are needed for improving health services 

delivery. Such retention mechanisms are like motivation to skilled health workers, 

paying skilled health workers statutory benefits in time, giving health workers house 

rent, early promotion, good communication methods between health management 

and all health workers as well as generally acceptable rules and regulation of health 

workers training to Local Government Authority. This contributes to effective 

retention of skilled health workers at Local Government Authority.  The result shows 

that there are no effective retention mechanisms of skilled health workers for 

reducing labour turnover in local government. 

 

This lack of motivation for the skilled health workers in local government is one of 

the reasons for health staff turnover that leads to low performance of health services 

delivery to health clients in local government in the study area. The learning 

environment in Same District council to health workers is not well developed to 

provide quality health workers for better performance in health service delivery. 

 

This study therefore focused at making a general assessment on the factors 

contributing to ineffective retention of skilled health workers in local government 

Health sector, a case study of Same District Council in Tanzania. Specifically, the 

study aimed at determining the available retention mechanisms for HRH in Same 

district, assessing factors that contribute to ineffective retention of skilled health 

workers, determining the effects of staff turnover in Same District and examining 

implementation of retention mechanisms for HRH in the district council in Tanzania. 

The main sources of data for the findings were primary and secondary data sources. 

Samples of the 65 respondents were sampled purposively and randomly in reference 

to their level of health services delivery in the council in the study area.  
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It was apparent in the results of the study that retention of skilled health workers in 

local government health sector was not effective.  

 

It is envisaged that results from this study will provide a platform and leeway for 

CHMT in collaboration with health planners, and council policy and decision makers 

to design appropriate and feasible interventions with the aim of improving health 

services provision 

 

5.3  Recommendations 

In the current times, effective retention of skilled health workers in local government 

health sector is the most important aspect for health services delivery in Local 

Government in Tanzania. The analysis of the findings shows that retention 

mechanisms for retaining skilled health workers in Local Government in Tanzania 

have not been implemented effectively in the study area. 

 

According to the World Health Organization (WHO, 2000); HRH management 

polices state that: “As a part of human resource polices, countries should put in place 

national management systems and employment policies based on health and safe 

working environment and conditions and equitable rewards, gender sensitivity and 

recognition of competences in order to foster motivation and retention of health 

professionals.” 

 

Therefore, the following recommendations can be made in health sections of the 

Local government.  

 

5.3.1  Recommendations for Action 

(i.) The government should establish retention mechanisms for skilled 

health workers for reducing health staff turnover in local government 

such as motivation, paying statutory benefits in time, giving house 

rent, early promotion, good communication methods between health 

management and all health workers. 
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(ii.) The health management should be work hand in hand with the skilled 

health workers and in the local government in order to function 

effectively. The current trend of none involvement of health workers 

in incentives as well as blamed shifting among them make the success 

of the section in jeopardy 

(iii.) In – service training opportunities should be emphasized to the all 

health workers in order to make them up – to date and cope with 

recently made changes like appointment of new boss health workers. 

Furthermore, these in – service trainings will lift the morale of the 

disgruntled health workers in the system. 

(iv.) Stakeholders and general public should refrain from blaming the 

skilled health workers because general public are important 

participants and they should start to embrace accountability, 

responsibility, discipline and solution – driven practices for the 

benefit of the nation. 

(v.) Every workshop on policy issues and effective functioning of the 

health workers should be well prepared with clear aims and objectives 

should be accompanied by a follow – up management plan. 

(vi.) The campaign to recruit young and enthusiastic health workers with 

recent health qualifications into the system should be intensified 

before they are lost to the corporate world in order to reduce 

understaffing of the section available. 

(vii.) The government should provide necessary support to the section in 

terms of budget,     manpower and working facilities for the effective 

performance of health delivery. 

(viii.) In order to retain employees and reduce turnover managers must meet 

the goals of     employees without losing sight of the organization's 

goals, thereby creating a "win-win" situation. 
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5.3.2  Recommendation for Further Study 

The study was carried out to analyze the factors contributing to ineffective retention 

of skilled health workers in local government health section in Same District Council 

up to the end of June, 2013 and therefore, might not have taken into account of the 

consequent health staff turnover. 

 

The study raised many issues that are of continuing importance in retaining skilled 

health workers. Some of these require further investigation to ascertain their 

implications as follows:- 

 

Firstly, the study only identified and elaborated on the retention mechanisms for 

skilled health workers and evaluating effects of health staff turnover. There is a need 

for a complete study on impacts of health staff turnover on health services delivery.  

 

Secondly, the study has based on challenges of retaining skilled health workers in 

local government health section. Therefore, policies for human resources health were 

not studied and hence require further research. 

 

Thirdly, the study exposed on the motivation to skilled health workers. This should 

be explored with a view of identifying the required incentives and how these can be 

harmonized to promote coherence in pursuit of the health services delivery in local 

government. The relations should be critically examined and revaluated with the 

purpose of determining the impacts for failure to retain skilled health workers for 

effective impact on health service delivery. 

 

Fourthly, the mechanisms of retaining skilled health workers for reducing health staff 

turnover also needs to be researched to see whether still the retaining of skilled 

health workers have not been implemented and status health services delivered to 

community. 
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In the light of the explained aspects of consideration for further research the 

following topics can be addressed:- 

(i.) An evaluation of retention mechanisms for skilled health workers and effects 

of health staff turnover in local   governments, 

(ii.) An evaluation of challenges of retaining skilled health workers in local 

government health section,  

(iii.) An evaluation of relationship between motivation to skilled health workers 

and health services delivery to community, and  

(iv.) An evaluation of policy for human resources health and implementation plan 

for skilled health workers 
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APPENDICES 

 

QUESTIONNAIRE 

Dear respondents, my name  Helen Mshana, a student at Mzumbe University 

pursuing Masters of Science Degree Human Resource Management (Msc.HRM). I 

am currently conducting a research as part of requirement to complete my second 

degree studies. My research is basing on assessment of factors contributing to 

ineffective retention of skilled health workers in Same District Council.  I 

acknowledge your presence as the main stakeholder in this aspect. I wish to assure 

you that all information provided in this questionnaire will be treated as confidential 

and will be used for academic purposes only. I highly appreciate your cooperation as 

well as your contributions. 

 

Date: 

 

Occupation: 
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Appendix I:   Questionnaire A; For Health Workers 

QUESTIONNAIRE ABOUT INEFFECTIVE RETENTION OF SKILLED 

STAFF IN SAME DISTRICT 

1. Do you know the concept of retention of HRH? 

(i.) Yes        (            ) 

(ii.) No        (            ) 

 

2. If yes, how does the concept of retention of HRH implemented in your 

organization. 

…………………………………………………………………………………

…………………………………………………………………………………

………………………………………………………………………………… 

 

3. What are the challenges facing effective retention of skilled health staff? 

…………………………………………………………………………………

…………………………………………………………………………………

………………………………………………………………………………… 

 

4. How do you think are the best way of resolve ineffective retention of skilled 

health workers. 

…………………………………………………………………………………

…………………………………………………………………………………

………………………………………………………………………………… 

 

5. Do you think poor motivation can lead to ineffective retention of skilled 

health workers? 

(i.) Yes        (            ) 

(ii.) No        (            ) 
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6. What is the importance of motivation to staff? 

…………………………………………………………………………………

…………………………………………………………………………………

…………………………………………………………………………………

………………………………………………………………………………… 

 

7. Who is responsible for retention mechanism for skilled health staff in your 

working place? 

…………………………………………………………………………………

…………………………………………………………………………………

…………………………………………………………………………………

………………………………………………………………………………… 
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Appendix 2:    Questionnaire B; For District Administrators and CHMT 

Members 

INTERVIEW GUIDE FOR THE ASSESSMENT OF RETENTION MECHANISMS 

FOR HRH AT SAME DISTRICT  

1. What is the status of retention of skilled health workers in Same District 

Council? 

…………………………………………………………………………………

…………………………………………………………………………………

……………………………………………………………………………….… 

 

2.  What are the factors that influence retention of health workers? 

…………………………………………………………………………………

…………………………………………………………………………………

………………………………………………………………………………… 

 

3. What are the challenges related to implementation of retention mechanism? 

…………………………………………………………………………………

…………………………………………………………………………………

………………………………………………………………………………… 

 

4. It has been noted that the skilled health staff have been leaving the District 

now and then of unknown reasons, please, what are mechanisms planned to 

retain HRH in the District? 

..............................................................................................................................

..............................................................................................................................

.............................................................................................................................. 

 

5. Do you have an effective policy for human resource for health in your 

District? 

(i.) Yes         (            ) 

(ii.) No         (            ) 
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6. If yes,  please explain 

…………………………………………………………………………………

…………………………………………………………………………………

………………………………………………………………………………… 

 

7. What is the effect of skilled health workers turnover from the district? 

.............................................................................................................................

.............................................................................................................................

............................................................................................................................. 

 

8. In your opinion what should be done to ensure effective retention of skilled 

health workers or else to minimize turnover? 

…………………………………………………………………………………

…………………………………………………………………………………

…………………………………………………………………………………

………………………………………………………………………………… 

 

 

 

 

 

Thank You for Your Cooperation. 

 

 

 

 

 

 


