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ABSTRACT

Severe shortage of qualified health workers inlrarel remote public health facilities
in the workforce in many low income countries irdihg Tanzania require the national
health sector management to closely monitor andeaddssues related to the distribution
of health workers across various types of healtflifi@s. This dissertation discusses the
factors influencing shortage of health care promade rural public health facilities in

Tanzania.

A Qualitative research design was used to elicitaptld information on health workers
preferences for workplace. Data were obtained f&8nrespondents who filled semi-
structured questionnaires and 8 respondents whoe wadepthly interviewed.
Respondents involved in this study were health gamviders in cadres of Clinical
Officers, Nurses and Laboratory Technicians and bens of District Council Health

Management Team.

The study found out that there is a substantialtabe healthcare provider in Kilosa
District. This shortage was associated with poorkimg environment, poor motivation
strategies to attract health care providers to wonral public health facilities, low job
motivation, and low monetary compensations (alloves). Health workers
acknowledged that they have hard working envirortinzerd they don’t have enough

time to rest because of overloaded tasks.

This study observed that decisions of health papgiders to choose or not choosing to
work in rural public health facilities among othiaings depends mainly on one’s job
satisfaction, motivation, career decisions, reteglops with others and personal health.
Job satisfaction of healthcare workers is also ssemtial part of ensuring high quality
care and there is evidence of a positive corralatietween job satisfaction and patient

satisfaction
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CHAPTER ONE
INTRODUCTION

1.1 Background to the Study

The global health care workforce consists of 59iomlpeople, of whom 39 million are
health service staff and 20 million are health ng@maent and support workers. African
region has an average of 2.3 health care workerds @0 people, the lowest in the
world. In contrast, the Americas have the highestsity; 24.8 healthcare providers per
1,000 people. There are currently 57 countries \aitbritical shortage of health care
providers, most of which are located in sub-Sahak#ica (Hongoro and Normand,
2006).

The same author noted that in some countries thetagie of health care providers is so
severe that less than 50% of the required stadivaslable to service rural populations.
This has resulted in many facilities being unablerovide required services, or at times
care is provided by non-qualified staff. This sitaa seriously compromises the health

of many communities, particularly the poor and nvaatfized.

Health worker shortage in sub-Saharan Africa derivem many causes, including past
investment shortfalls in pre-service training, inegional migration, and career changes
among health workers, premature retirement, maspahd premature mortality. Yet the
dynamics of entry into and exit from the health kiorce in many of these countries
remain poorly understood. (Kinfu et al., 2009)

The growing gap between the supply of health caoéepsionals and the demand for
their services is recognized as a key issue foltthead development worldwide. The
World Health Organization (WHO) reports a globabihge of 4.3 million health
workers, including approximately 3 million healtmofessionals. Many countries are
affected by the shortage, and it has been idedtédse‘human resource for health crisis.’
Thus, health human resources are now a high prionitthe political agenda (WHO,
2000).



The health worker crisis is showing up in shortagfe personnel, geographical
imbalances in the availability of health workensgdaveak productivity and performance
at health facilities. Shortages are expected teease sharply in coming years, primarily
due to the huge personnel requirements for cardraatinent of people living with HIV
and AIDS. Governments authorities seem to havézeshthat the health worker crisis is
a fact and that time has come do address the pnofleere is however little evidence to
guide policy makers in the choice between alteveasitrategies and actions that may
reduce the problem (Mastad, 2006).

Speybroeck et al., (2006) argued that, there iseasing evidence that health worker
shortages are interfering with efforts to achielve internationally agreed-upon health-
related development goals, including those conthinghe Millennium Declaration and

those of WHO's priority programmes .This health kfmrce crisis is severely hampering
the ability of additional financial resources madeilable through new modalities such
as debt alleviation or the Global Fund to Fight SlDruberculosis and Malaria to attain

their goals.

The World health report of 20@&timated a shortage of 2.3 million doctors, nueses
midwives to scale up the health workforce to theele required to strengthen health
systems and accelerate progress towards attaineng/ltllennium Development Goals
(MDGs). An absolute health workforce shortage igesienced in 57 countries
(Speybroeck et al., 2006)

In all countries the shortage of health profesd®mamore critical in rural areas. The
geographical mal-distribution of health workers @tdates existing inequalities of
access to basic health care and, therefore, catéglio lower health outcomes for the
rural poor. Although this issue is more acute fa&veloping countries, developed
countries face similar problems of staff shortaged unequal distribution across their
territories. Various policies have been implementeddeveloped and developing
countries to tackle these problems. Strategiedwing direct financial incentives of one

sort or another have constituted the majority téiventions (Rabinowitz et al., 2001).



WHO has stated that achieving the MDGs for headitjuires that at health facilities
qualified health care providers are available, \medl trained and perform adequately.
However, there is a critical shortage of healtheganoviders, especially in sub-Saharan
Africa. This shortage is most severe in remotelram@as and urban slums, where health
services are often provided by faith-based orgaioias. The scarcity of human
resources results in competition over limited nuralod qualified staff between public,

private and faith-based health care services (Ag8{#9.

Presently, the crisis in human resources for haalffarticularly affecting public health
facilities, due to their predominantly rural lo@ais but also because increasingly they
cannot compete with private and faith based sesviceissues of salaries and financial
and non-financial incentive packages. The publcd@emeanwhile has been able to
improve its remuneration packages using donor fusus debt relief. Additionally,
competition has become more severe for both puboiid Faith Based Organization
(FBO) services because of the growing demand faff dby international non-
governmental organizations, who often can offerwcimhigher remuneration package

and more favourable working conditions (Chopral e2808).

In Tanzania, the health care workforce crisis hamered the government’s ability to
meet its goals for improving the social and ecomomvell-being of its population.
Quality health services are a key component of cehgnsive social services, yet the
shortage of qualified health care personnel comsilst restricts the efforts of the
government to increase the quantity and qualitheslth services available throughout
the country (MOHSW, 2007).

In 2007, the Ministry of Health and Social WelfgddOHSW) launched the Primary
Health Services Development Programme (PHSDP 20Q732in order to address the
unsatisfactory performance of the health sectoe FHSDP set a goal of establishing a
dispensary in each village and a health centeaah evard by 2012. Meeting this goal
will require a rapid increase in the number of ttealare workers to fill the existing

staffing gaps within the health sector and appedply staff these additional health faci



There is a numerous shortage of health care provat@oss all cardres and the shortage
is more severe in remote and rural areas. Thethsetttor in Tanzania is seriously under
staffed and this affects service delivery to ruaadd remote public health facilities.

Therefore there is a need to assess factors irdiligrshortage of health care providers

in rural and remote areas in Tanzania.

1.2 Statement of the Problem

The quality and functionality of a health care dety system depend on the availability
of medical personnel and infrastructure to proviéeded services. Rural communities
generally have fewer physicians, nurses, specalatd other health care workforce,
and the large population size and scale makes abe ¢r shortage of health care
providers likely to have far-reaching impacts (Cle¢al., 2008).

The shortage of healthcare providers in rural comitias remains an intractable
problem that poses a serious challenge to equiteddéthcare delivery. Both developed
and developing countries report geographically tslger of healthcare professionals,

favouring urban rather than rural communities (Lahm 2008).

MOHSW (2011) shows that there is a shortage ofthezdre providers at all carders
whereby the actual number of doctors needed 0811put only 578 (56.1%) are
available; 2,093 Assistant Medical Officers (AMQOg aequired while only 1527 (73%)
are available. Required Dentists are 184 but 0B1{36.3%) are available.

Based on the current estimates, the percentaggeagboof Doctors is 44.0%, AMO
27.0%, Dentists 64.7%, Dental Assistant 58.7%,Pharsh 41.4%, Pharmacist
technicians 56.9%, Clinicians 42.0%, Nurses 41.24gH Aider 1.3%, Laboratory

Technicians 37.1%, Radiologists 44.3%, and Healffic€s 45.5%. Therefore this

amount to an average shortage of 41.0 percentlfocadres.

Although there is a shortage of Human ResourcesHealth (HRH) at all levels
(MOHSW, 2008), the shortage is more severe in tingl districts because the shortage
is exacerbated by the expanded populations, HIVAID®S pandemic and malaria, and

poor working conditions which make providers retuttto work there. In rural areas
4



where most of health centres and dispensariesoaegeld there is a shortage of 7,008
(59%) for health centres and 20,996 (69%) for dispees. Therefore, basing on the
Primary Health Services Development Plan 2007-2(dquirements which aims at
having a dispensary in every village and at eveardiVthere will be addition of 3,108
dispensaries, 2074 health centres and 19 distospitals which will raise additional
shortage of health care providers to 88,829 toridistand rural government Health

Facilities.

MoHSW (2007) noted that despite the significantrsge of healthcare providers, the
recruitment trend of the MoHSW from 2005/06 to 2@8/financial year, the number of
recruitment positions approved were 677 in 20058890 in 2006/07 and 6,437 in
2007/08 in all cadres which amount to only 12,00her of positions in all cadres for
rural and urban health facilities.

However, in order to create the pool of health qawviders including primary health
services development programe, there is a needrtd ever 19,955 students yearly for
ten years as provided under the Human Resourdddailth strategic Plan 2008-2013 in
order to cover the shortage gap of 144,704 up i 20cluding primary health services
development programme (URT, 200). Therefore thislysintends to assess the factors
influencing shortage of health care providers irmlrand remote Public Health facilities

in Tanzania.

1.3 Objectives of the Study
1.3.1 General Objective
To assess the factors influencing shortage of Inealte providers in rural and remote

public health facilities in Tanzania.

Specific Objectives

1. To identify the factors that motivate healthecproviders choose where to work

2. To examine the effects of shortage of healtk paoviders in rural and remote public
healthcare facilities in Tanzania.

3. To identify strategies that may increase theetitveness of rural postings for health

care providers.



1.4. Research Questions

1. What are the factors motivating health care jolerg to choose a place to work?

2. What are the effects of shortage of health peseiders in rural and remote areas in
Tanzania?

3. What are the strategies that can be employatiraxct health care providers to work

in rural and remote areas?

1.5. Scope and Significance of the Study

This study assessed the current factors influenshmgtage of health care providers in
rural and remote public health facilities in Tanzart is widely known that there are
health workforce shortages in Tanzania. These apestvary in their intensity by health
profession, specialist and geographical locati@gignal, rural and remote areas). In
realizing this, this study was conducted at Morogarral and remote areas. In this study
health care providers referred are Clinical effec and Nurses and Laboratory

Technicians.

Given the critical role that health care profesalemlay in determining the efficiency,
effectiveness and sustainability of health cardesys, it is paramount to understand
what motivates them and to what extent the commuaitd the quality of health
services is affected by shortage of health careigeos in rural and remote public health
facilities. According to Tzeng (2002), there isdmce of a positive correlation between

shortage of health care providers and patientfaatien.

The information obtained will be useful to the goweent, policy makers, Donors and

other Health stake holders because it will makenth@ know (update their knowledge)

on factors influencing shortage of health care tens in rural and remote public health
facilities, strategies to overcome shortage of theahre providers in rural and remote
public health facilities and some notable effedsoaiated with shortage of health care
providers in Kilosa District. These findings wiksist them to come up with some
budgetary and policy arrangement in dealing withssue of shortage of Health care
providers in rural and other critical areas withese shortage.

6



1.6 Organization of the Dissertation

The dissertation is organized in six chapters whsrechapter one is provides the
introduction to the research problem (study badkgd), statement of the problem,
research objectives, scope and significance o$tilndy. Chapter two presents literature
review, conceptual framework and various theoriegegiing the studyAlso various
literatures providing about global shortage of treakre providers, state of health and
health work force in Tanzania (Human Resource gap).overview of Health care
providers in Tanzania were reviewed. Chapter tisegbout the methodology used in
the study. In this chapter study area, study pajmasample, sampling techniques, data
collection and analysis techniques are present&hapter four provides the study
findings which were then discussed critically inapter five based on the study

objectives .

Basic issues which are discussed in chapter fatlude factors that motivate Health

Care providers to choose where to work, effectshofrtage of Health care providers in
Rural and remote public health facilities and styés to attract Health care providers to
work in Rural health facilities.. The last chapfehapter six) presents the summary of

the findings, conclusion and policy recommendations



CHAPTER TWO
LITERATURE REVIEW

2.1 Introduction

This chapter presents various literatures relewanthe study including theoretical

literature and empirical literature on the subjextter and the conceptual framework.
The main objective of this chapter is to determaiat has already been done related to
the research problem. In this chapter various ratibwal theories provided by eminent

scholars in motivational schools of thoughts wengewed and the most relevant theory
was adopted to support the study. Further, varsiusglies conducted in the subject
matter were also reviewed and the critical disarssras made regarding to the existing

facts.

2.2 Theoretical Review

2.2.1 Overview

For the nature of this study various theories camused to discuss the issues related to
shortage of healthcare providers in rural and renpiblic health facilities. These
theories are Maslow’s theory of hierarchy of neid®ry, Hertzberg's two-factor theory,
expectancy theory and equity theory but the moldvamt theory for this study is
Hertzberg's two factor theory.

The content of these theories rests on indentifyhrgy needs and motives that drive
people. The theories emphasize the inner needdtivat people to act in a particular
way in the work environment. These theories thesefuggest that management can
determine and predict the needs of employees bgraibg their behaviour and needs in

the working environment.



2.2.2 Maslow’s Hierarchy of Needs Theory

Maslow’s theory state that people’s needs rangm feobasic to a high level. These
needs are present within every human being in rafuley, namely physiological, safety
and security, social, status and self-actualizatieeds.

Failure to satisfy one need may have an impacthemext level of need (Figure 2.1).
Low order needs takes priority before the higheleoneeds are activated, so that needs
are satisfied in sequence. According to this thepepple who are struggling to survive
are less concerned about needs on the higher lévats people who have time and

energy to be aware of higher level needs.

Figure 2. 1: Maslow's Hierarchy of Needs
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Maslow's Hierarchy of Needs is based on the assamfitat people are motivated by a
series of five universal needs. These needs akedamccording to the order in which

they influence human behaviour, in hierarchicahias.

Physiological needsare deemed to be the lowest- level needs. Thesgsnaclude the
need for food, oxygen, sex, and drink. So long lagsiplogical needs are unsatisfied,
they exist as a driving or motivating force in agmn's life. A hungry person has a felt
need. This felt need sets up both psychological pimgsical tensions that manifest
themselves in overt behaviours directed at reduttinge tensions (getting something to
eat). Once the hunger is sated, the tension isceeliand the need for food ceases to

motivate.



At this point (assuming the needs for sex, drimid ather physiological requirements

are also satisfied) the next higher order needrbesahe motivating need. Thus, safety
needs the needs for shelter and security beconeemthivators of human behaviour.

Safety needs include a desire for security, stgbiiependency, protection, freedom
from fear and anxiety, and a need for structurderand law. In everyday life, we may

see this as a need to be able to fall asleep ht,rggcure in the knowledge that we will

awake alive and unharmed. In the workplace thisia@&enslates into a need for at least
a minimal degree of employment security; the knolgkethat we cannot be fired on a
whim and that appropriate levels of effort and pdity will ensure continued

employment.

Social needsinclude the need for belongingness and love. Gdigeras gregarious
creatures, human have a need to belong. In theplaad, this need may be satisfied by
an ability to interact with one's co-workers andrha@s to be able to work
collaboratively with these colleagues. After soaiakeds have been satisfied, ego and

esteem needs become the motivating needs.

Esteem needs include the desire for self-respelftesteem, and the esteem of others.
When focused externally, these needs also inclbhdedesire for reputation, prestige,
status, fame, glory, dominance, recognition, aenimportance, and appreciation. The
highest need in Maslow's hierarchy is that of selfsalization; the need for self-

realization, continuous self-development, and tfeegss of becoming all that a person

is capable of becoming.

2.2.3 Expectancy Theory
This theory asserts that job satisfaction is baeadpeople’s beliefs about the
probability that their effort will lead to performee (expectancy) multiplied by the
probability that performance leads to rewards fumentality) and the value of
perceived rewards (valence).This theory is basetherbelief that the amount of effort
exerted on a job depends on the expected returmarydesult in increased pleasure or
decreased displeasure, and that people may petf@imjob and be satisfied if they
believe that their efforts will be rewarded.
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The fundamental principle of expectancy theoryhis tinderstanding of individuals’
goals and the linkages between effort and perfocmaperformance and rewards, and
rewards and individual goal satisfaction.

This theory recognizes that there is no univegmahciple that explains people’s
motivation and is regarded as a contingency madiedlerstanding what needs a person
seeks to satisfy does not ensure that the indiVigeaceives high performance as

necessarily leading to the satisfaction of theszlae

2.2.4 Equity Theory

Daft and Noel (2001) argued that, equity theoryaiprocess of job satisfaction that
focuses on individuals’ perceptions of how fairhey are treated compared to others.
This implies that, if people perceive their treatrnas less favourable than that of others
with whom they compare themselves, they are likelype less motivated to perform

better. This theory therefore posits that peoplmmare the ratio of their outputs to

inputs with the ratio of outputs to inputs of other

This theory emphasizes the comparison of existorglitions against some standard by
using the relationship between two variables (is@nd outcomes). Inputs are what an
individual contributes to an exchange, while outesniepresent what an individual
obtains from an exchange. Equity theory suggesds itidividuals assign weights to

various inputs and outcomes according to their penception of relative importance.

2.2.5 Hertzberg’s Two-Factor Theory

This study is governed by Hertzberg two factor tlesodeveloped in 1950. Hertzberg
believed that the two dimensions of job satisfactaye dissatisfies (he called them
"hygiene" issues) and satisfiers, also called nadtirs. His theory was that employees
can be retained through minimizing dissatisfactiand maximizing satisfaction.
Dissatisfies include factors such as administrattmmpany policy, working conditions,
supervision, relationships and salary. Satisfiectude the job, promotion, achievement,

responsibility and recognition. Therefore as fartles issue of shortage of health care
11



providers in rural and remote Public Health Fae#itin Tanzania is concern, this theory

is relevant especially on the working environment.

2.2.5.1. Hygiene Factors

Hygiene factors are features of the job such agipeland practices, remuneration,
benefits and working conditions. Improving thesectdes may decrease job
dissatisfaction and thus increasing of motivatbradequate hygiene factors may lead to
dissatisfaction, but at the same time adequateehggiactors do not necessarily lead to

job satisfaction or reduction of shortage of latsour

2.2.5.2. Motivators

Motivators include job content such as responsyhiielf-esteem, growth and autonomy.
These satisfy high order needs and can resulbiggtisfaction.

Granting employees more responsibility and cregtivi their jobs is an example of a
motivator which may encourage them to exert moferefand perform better and
perhaps motivated to choose where to work.

2.3 Global Health Care Providers Shortage

As a preliminary matter, the World Health Organizat(WHO) defines health workers
as “all people whose main activities are aimed radtaacing health. Thus, WHO'’s
definition of health worker includes those provglinirect health services, such as
doctors, nurses, and pharmacists, but also encaepsose with a more indirect role in
the delivery of healthcare, including cleaners, kspoand financial officers. WHO
estimates that 4,250,000 health workers are netedi@dtla worldwide shortage of health
workers and it has identified 57 countries, mogheim in Africa and Asia, face a severe
health workforce crisis (WHO, 2006).

The world is experiencing a serious human resosinogtage in the health sector, which
the World Health Assembly calls a crisis in healilhe World Health Organization
(WHO) estimates that 4.3 million more health woskare required to meet the health
Millennium Development Goals (MDGs) a global comipt reduce child mortality,
improve maternal health, and combat AIDS, malaimal other diseases by 2015.

12



But even this alarmingly high figure significantiynderestimates the global need for
human resources because the WHO only accountbdotagies in 57 countries that miss
the minimalist target of 2.28 doctors, nurses, amdwives per 1,000 in the population
(Obrien and Gostin, 2011).

The same authors provide that, these 57 couritaes critical shortages, but the WHO
estimate does not take into account the shortagdweath workers experienced in
countries who provide services in excess of baswnunizations and childbirth
attendance. The agency does not factor in the ajestthat emerging and developed
countries claim to be experiencing. Nor does itdaén the marked human resource
disparities among countries and regions, which akveat shortages in low-income

countries are actually much worse.

The global human resource shortage is certainlyhngreater than 4.3 million health
workers. And the shortage includes more than prkgrsscand nurses extending to health
workers across the spectrum, including pharmacastists, laboratory technicians,
emergency medical personnel, public health spstsalhealth sector management, and
administrative staff. The human resource crisieecff developed and developing
countries, but the global poor suffer dispropordihy, not only because they have a
much smaller workforce but also because their negdsso much greater. Of the 57
countries with critical shortages, 36 are in Afridsrica has of the world’s disease
burden, but only 3% of the world’s health worker&l &% of the economic resources
(Kuehn, 2007).

WHO( 2010) Observed, that the most affected coestare found in Sub Sahara Africa
which include Chad, Burundi, Ethiopia, Tanzaniagm@alia, Liberia, Malawi,

Mozambique, Niger and sierra Lion where by Chasldaatio of one doctor for every
20,000 people and just four hospital beds for evi€r¥)00. However Chad has one of

the worst health worker shortages in the world.
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Many countries are bolstering their staff with coomity health workers but Chad has
just 154 of these. The country requires 300 perosore health workers because of
increased healthcare needs and a reduction in éukécad workforce from HIV-related
illness or death.

In Burundi there is just one doctor per 34,744 pe@nd two nurses per 10,000. The
government provides free maternal and child heaithand free treatment and care for
people living with HIV, but the country's lack okiked health professionals has
severely hampered this programme. The same autbweidps that Ethiopias one of
Africa’'s most populous nations has extremely sbbdoctors, with less than one doctor
for every 36,407 people. Ethiopia's public hea#thtsr is losing as many as 26 percent
of its physicians to private healthcare and to ottwuntries. To cope, the Ethiopian
government has rolled out a "health extension wdnkegramme, training an estimated
30,000 lay health workers to improve primary seggim rural areas. Today, there is one

health extension worker per 2,500 people.

Liberia has just 51 doctors where by fewer thalf bf all births are attended by a
skilled health professional, and maternal mortaktyery high, at 994 maternal deaths
per 100,000 live births. NGOs such as Merlin asgning midwives and community

health workers to boost numbers, but the situatomains critical just like Sierra Leone
which has a serious health worker gap, with abbrget doctors per 100,000 people.
However Sierra Leone is using Cuban and Nigeriartaile to fill part of the personnel

gap, but concerns remain that the limited healtrkf@oce will not cope with the burden

of free healthcare for large sections of the pdpra

WHO (2006) observed, that in many poor countries lack of health workers is a
major factor in the deaths of large numbers ofvittlials who would survive if they had
access to health care. The World Health Organizaéisserts that health workforce
shortages have replaced system financing as thé sedsus obstacle to realizing the

right to health within countries.
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Certainly, health workforce capacity building shebulot be the sole focus of national

and international efforts to improve health. Them® numerous competing health
agendas, including financing and universal coveragewell as meeting basic survival

needs, including food, clean water, sanitation sewderage, vector control, and tobacco
control. Yet most health services cannot be assimreitie absence of trained health
workers.  There is little point, for example, ielidering containers of drugs and

medical equipment to a country if there are noletilprofessionals to deliver these
goods to the people who need them.

Ruger and Kim (2006) argued that, the causes ofhtiaan resource shortages are
multifaceted and complex, but not so complex thaytcannot be understood and acted
upon. The factors that produce health workforcertalges are not the same in all
countries or in all parts of countries. In designsolutions, policymakers must take
account of local causes and conditions. Howevemesdactors are common across
cultures, even if their local manifestation mayywdfor example, in most countries with
shortages, there is inadequate funding of healttkevaeducation and training. Some of
the causes of local health workforce shortageshamae grown due to inadequate

planning and financing.

However, local shortages can also be caused oregbaed by conditions in other
countries. One country’s domestic and foreign pediccan significantly affect health
worker shortages in other countries. These poliwjces are often made without regard
for the potential negative impacts on the healthrkigoce in other countries.
Governments may not intend to cause harm outsielie borders, but public officials
may either be unaware of the effects or simply tocused on domestic political
concerns. Developed countries, for example, ofedy significantly on foreign-trained
health workers to staff their health systems. Thisesloped countries do, or ought to,
know that many workers come from countries thatpdestely need more health

professionals themselves.
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2.4 Overview of Health Care Providers in Tanzania

The Tanzanian Health system is composed of numdreakh care providers offering
care from the village level (dispensaries) up ®lighest level of referral hospitals. The
system is comprised of a range of providers ofeddiit ownership (public, fatbased

and private).

Health services in Tanzania are provided at theeel$; Primary, Secondary and
Tertiary. Primary level services are delivered hgpdnsaries, health centers, and
outreach clinics. The Secondary level, consistihglistrict Hospitals and faithased
(FBO) hospitals, mainly supports the primary lewsl providing surgical backup
services, mostly for obstetric emergencies and rg¢émeedical and paediatric inpatient

care for common acute Conditions (IHI, 2010 ).

Munga and Mbilinyi (2008) argued that, the healylstem in Tanzania follows the
pattern of government structures of leadershiph@ form of hierarchy. There are
different levels of services. The system compliéih & system of a pyramid on top of
which there are central hospitals (for example #sottant hospitals), which are
expensive as they are oriented to the internatistealdards. Their function as referral
hospitals is fulfilled with conditions and difficigs. They fail to fulfil this goal simply

because of poor infrastructure of the country, poads and weak communication with

the remote regions.

Health care is and always will be a labour-inteessector. Certainly in a country like

Tanzania, with a wide-spread population, delivesiegvices to the population requires
many health workers in health facilities, from diapary level to tertiary hospital level.
The health sector is understaffed. The total dfistain the health sector stands at 35%
of the actual need according to defined staffingmeo The available number of

professional health workers in the public sector35202 and deficit is 90,722.

Shortages in the private sector, especially in hFdased Organization (FBO)

institutions are also immense (URT, 2008).
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URT (2007) provides that, there is an enormoustaggerof human resources for health
across all cadres: clinicians, nurses, pharmaadugchnicians, laboratory technicians,
radiographers, physiotherapists, health officerd health administration cadres. The
shortage is more severe in rural districts. Theh hadtrition rate is a threat and is
compounded by HIV and AIDS epidemic. Recent SerAsmilable shows that the

country had 1,339 doctors including 455 in the giévsector. This is equivalent to one
doctor per 25,000 persons. This is far below Weétehlth Organization recommended
requirement ratio of 1:10,000. There is perceiveddto review and improve current

staffing norms to match increase burden of diseasa%load and growing population.

Mainland Tanzania offers health services at sevieradls within the country. These
include referral hospitals, specialized hospitabsjional hospitals, district hospitals,
health centres, and dispensaries. The lowest tdwere is offered by dispensaries, each

of which serves between 6000 and 10 000 people.

The health centre is the second highest level i&f @ad caters for approximately 50 000
people within one administrative division. At aédabove the health centres are district
hospitals. The district level has a vital role imetprovision of health services. The
regional hospitals provide similar services to ritsthospitals but employ additional
specialists who are not available at district levdle highest level of health care in the
country can be found at referral and specializesphals (MOHSW, 2007).

Thus, one may argue that Public Health Facilitiess the pillar for providing health
services in Tanzania as they constitute 65% ofl toéalth facilities. Then with an
increasing rate of shortage of health care prosideTanzania health system, it makes
sense to assess the factors influencing shortageatth care providers in Public Health
Facilities in rural and remote areas as 80% ofTi#wgzanians are living in rural areas as
provided in (URT, 2003).
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2.5 The State of Health and the Health Workforce infanzania

Even in the context of Global shortage of skilleelalih Workers, Tanzania stands out as
a place of critical need. A nation of over 40 roillipeople Tanzania is in the grip of
Health Workforce crisis. It has just 5.2 clinicaé&lth workers per 10,000 people, One
fifth of the target ratio proposed by WHO.

Tanzania has a critical shortage of skilled healtbrkers at all levels, which is

compromising the ability of the health system tdivée quality health services to its

people. This shortage is more pronounced in rura hardship areas and among
midlevel health workers such as nurses, cliniciamgjwives, pharmaceutical and

laboratory technicians, health officers and adnaters. The shortage stems in large
part from the Retrenchment Policy coupled with amplyment freeze implemented

from 1993 to 2005, which led to a sharp declinthanhealth workforce (URT, 2008).

It also continue to provide that during this peri@8,474 health staff graduated from
different training institutions, yet only 16% wasgloyed in the public sector. While the
government is undertaking efforts to hire additiohealth workers, the net effect is
marginal compared to existing shortages. Healtfffisashortage across all cadres
stands at 65% of the actual need within the pufdialth system and 86% within the
private health system. More specifically, Tanzaihealth facilities require 125,824
health workers while the actual available numbeB5202. This indicates a deficit of
90,722 health professionals; 53,214 in the puldia and 37,508 in the private sector
(not including the estimated attrition rate of 0.p& year).

The TDHS (2010) estimated that, the maternal afibrtratio during the ten years
period prior to the survey at 454 deaths per 1)o@ births, somewhat lower than
the estimates in the 2004/05 Tanzania Demograpidc Health Survey(578 maternal
death per 100,000 births) and the 1996 TanzaniadQesphic and Health Survey(529
maternal deaths per 1000,000 births).
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For comparative purposes a study in Internatiarglds in maternal mortality estimated
in Tanzania in 2008 to be higher at 790 deaths 10,000 live births where by
Tanzania was one of eleven countries that accoufuedb5% of maternal deaths
globally. This was also provided under poverty &hwian Development Report 2011.

However URT (2011) provide that, there is a relalip between Maternal mortality
and proportion of births attended by a skilled Itealorker and deliveries at Health
Facilities given the current shortage of healtfeqaoviders, some deliveries at Health
Facilities are likely to be attended by unskiltdff.

In 2010, skilled birth attendance was estimate®G# up marginally from 47% in
2004/05 where by assisted delivery in urban arga2di0 was 83% which relates to
Delivery at Health Facility in the same year. Inr®uareas assisted delivery by skilled
Health workers including Doctor, assistant medicHicer, clinical officer, clinical
assistant, nurse/ midwife or Maternal and Child Itle@CH) Aide was 42% in 2010
the same as delivery at the facility.

MoHSW (2009) provide, that there are 8 referrplsésalized Hospitals in Tanzania
which need 8546 health professionals and the dtailais 4477 which amount to
shortage of 4069 (48%), the number of Regionalphals is 21 which need 7,266
health professionals and the available numbenlig 2,481 with the shortage of 4,785
(66%). District Hospitals available are 95 whichede22,458 Health Professionals,
available number is 7,364 and the shortage is #5(69%), Health centres are 331
which need 11,916 health professionals ,availalpeofessionals are 4,904 and the
shortage is 7,008 (59%).

However Available dispensaries are 303 which dem3®@80 health professionals,
available professionals are 9,384 and the shoriag20,996(69%). Furthermore,
Tanzania’s health workforce has declined evensapapulation soared. In 1994, as the
public sector hiring freeze took effect, Tanzana 67,600 health workers for 28.8

million people. By 2001 this ratio had fallen to,880 health workers for a population of
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34.5million, and today, the country has roughly02®, health workers for more than 40
million people (MOHSW, 2008).

Sikika (2010) provide that, health care providespldyment at 2009 was 33% in urban
Districts and 35% in rural districts where by tlwat request was 6559 health care
providers in all cadres. Medical Doctors 47 dgpient out of 119 requested, Assistant
Medical officers 59 deployment out 0f286 requesteliical officers 420 deployment
out of 1590 requested, Nursing officers208 Deplayheut of 567 requested, Health
officers 92 deployment out of 514 requested, Nur&l9deployment out of
1981requested, medical technicians 20 deploymarf®8 requested.

It was also argued that, the main factor impending deployment of additional
healthcare providers is the disappointing ratetaff seporting to their duty station. It is
also reported that eight out of 15 cardres has shaweporting rate below 80%
especially alarming is the bias towards urban aveaasre by from the 328 graduates
who were deployed to an urban duty station 305qmsr$93%) reported but in rural

areas only 26% of deployed graduates reportecetpldce of designation.

In Tanzania there is a shortage of Health careigeos at all cardres, where by the
current estimates as at (2011) shows that, aotwaber of doctors required is 1,031
where by only 578 (56.1%) are available, 2093 AM®@ eequired while only 1,527
(73%) are available, Dentists required are 18érevliby only 65 (35.3%) are available,
Dental assistant required are 1,022 only 422 ) &e available, Pharmacist required
220 and only 129 (58.6%) are available, Pharmacyrieian required are 464 but only
200 (43.1%) are available, Clinicians required 9868 only 5781 (58.0% are available,
Nurses required 15753 and only 9268(58.8%) ardadie, MCH Aider required 866
and available number is 855(98.7%),
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Laboratory required 733 only 461(62.95) are avélaiRadiology required 237 and
available number is 132(55.7%),Health officers rexpi227 but only 1242(54.5%) are

available (Table 2.1).

Table 2. T Human Resource Gap

% of
Available % Human
CADRE Required Available Staffs Resource Gap

Doctors 1031 578 56.1 44.0
AMO 2093 1527 73.0 27.0
Dentist 184 65 35.3 64.7
Dental assistant 1022 422 41.3 58.7
Pharmacist 220 129 58.6 41.4
Phar. Tech 464 200 43.1 56.9
Clinicians 9963 5781 58.0 42.0
Nurses 15753 9268 58.8 41.2
MCH Aider 866 855 98.7 1.3
Laboratory 733 461 62.9 37.1
Radiology 237 132 55.7 44.3
Health officer 2278 1242 54.5 45,5
Others 700 316 45.1 54.9
TOTAL 35544 20976 59.0 41.0

Source: URT (2011)

The Tanzanian public health sector is losing itgk&cs to internal migration (from
poorer, rural areas to richer, urban areas), magrdtom the public sector to the private
sector and international migration, usually to wegl developed nations in the north.

Non-financial incentives are one way of encouraguogkers to remain in their posts.

In particular, Mastad (2006) has recommended, erepog employers with the

necessary resources to attract workers, in thetrhesalkctor in general and into rural
districts in particular, may be a powerful deploymstrategy that may also help to
retain health workers once they are deployed. Ia tlase, it's crucial to have the
institutional and financial resources necessamnéie the public service labour market
attractive. The same author further argues thabrder to improve retention of health
workers and, indirectly, address the problem of ggaphical imbalance in the
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distribution of health workers, the government dtouse pull measures, such as
providing incentive packages to health workers likkedship allowances and adequate
(decent) housing, and push measures, such as iraplErg coercive instruments like

bonding agreements, and influencing health workamsferences for rural against urban

life by letting them get used to a rural life.

Successful rural healthcare provider retention fe@it the time of recruitment. There
are many approaches to recruiting rural healthgmowiders; key among these are
recruitment of individuals who grew up or previgusived in rural areas, those who
completed residency training in a rural area, pgodited in other rural training programs,
then it is essential to set expectations earljérecruitment process in-place resources,
on-call availability, and back-up and professior@nsultation). Identifying and
understanding personal needs can be as importanéesng practice needs in retaining

rural healthcare providers (Blake et al., 2012).

Attraction and retention of health workers in reenand rural areas are determined by
many factors including financial incentive, careelevelopment opportunities,
recognition and appreciation by managers, colleegaed communities. Various
interventions have been implemented in many coesitto improve attraction and

retention of health workers.

The most commonly applied interventions are conmgylservice programmes, and
financial incentive, or a combination of both. Hawe these interventions are not
rigorously evaluated Some rural hospitals have essfally recruited health care
professionals by explicitly providing them with gaiime off each year to engage in
international missionary work, hoping to attraaidd who are passionate about working

with isolated population( Manzi et al., 2006).

Therefore one may argue that, not only that mamytihevorkers (and their partners) are
reluctant to work in remote areas, but addresgirgghtas not been a national priority (for
any sector of the workforce). A growing and moreibe urban population and

problems have distracted policy formation from saipg rural areas and the current
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utilization of the health workforce does not seemdflect the Government intention to
prioritize improvement of rural health services aadincrease access to provincial
health services. However there is no evidence venathnot government has succeeded
in influencing health worker preferences for ruvgakr urban posts. There is, however,
limited evidence that the Ministry of Health andctd Welfare (MoOHSW) has not yet
effectively implemented these pull and the push suess to ensure the retention of

health workers in the country in general, or irafwistricts in particular.

2.6 The Conceptual Framework

This conceptual frame work illustrates that thertge of health care providers in
public health facilities in rural and remote aregpeinds on the number of health care
providers trained and whether these are deployadtor

However motivating factors and hygiene factors nmdluence retention of health care
providers if they are effectively provided and theight lead into Resignation as well if
they are not there.

Pulling factors such as job expectations, allowana@rking conditions, remunerations,
benefits may lead into resignation or retentiomeélth care providers if they are not in
an appropriate ratio though retention is affectgddbath and retirement. Health care
provider's deployment in Tanzania s depends onmdhjaest from the health facilities or

regional hospitals to the Ministry of Health anccBbwelfare.

In this conceptual framework hygiene factors aeguees of the job such as policies and
practices, remuneration, benefits and working domus, corresponding to Maslow’s
lower order of needs. Improving these factors magrelase job dissatisfaction and thus
increasing motivators. Inadequate hygiene factayg lead to dissatisfaction, but at the
same time adequate hygiene factors do not neclydsaid to job satisfaction.

Hygiene factors need to be tacked first, and thévators can follow. Organizations
cannot afford to ignore hygiene factors as emplsyeiél be generally unhappy and thus
likely to seek other opportunities.
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However, there are ten hygiene factors which ase edfered to as maintenance factors
which include; company policies and administratign technical supervision,
interpersonal relationship with supervisors, ingggonal relationship with peers,
interpersonal relationship with subordinates, salpb security, personal life, working

conditions and status.

These factors are not intrinsic parts of the jobthey are related to conditions under
which the job is performed the fact which was a@sgued by Prasad (2009).

Motivators as referred in Herzberg two factor thesyr include job content such as
responsibility, self-esteem, growth and autonomlyese satisfy high order needs and
can result in job satisfaction. Granting employeese responsibility and creativity in
their jobs is an example of a motivator which magarage them to exert more effort
and perform better. Motivational factors are capatfl having a positive effect on job
satisfaction often resulting in an increase in otwgal output. Herzberg includes six
factors that motivate employees. Which include ewodnent, recognition, and
advancement, work itself, possibility of growth,daresponsibility and most of these

factors are related with the job contents.

In this study it is very important to think aboubtivational factors because in recent
times there has been a great challenge in theadremployee motivation in Tanzania
including Health care providers. This challengeug to rapid changes in the operating
environment of almost all organizations. Workersuidolike to work at places where

there are good motivational packages.

Motivation has engrossed the mind of most managérs are concerned with what
should be done to achieve sustained high level efopmance through people.
Therefore, motivation is very significant in thehsavement of every organization’s

growth.
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Retention of employees is an ideal in various emmpknt sectors and it affects the
number of service providers and the quality of éhesrvices as well. The Tanzanian
public health sector is losing its workers to inrmigration (from poorer, rural areas
to richer, urban areas), migration from the puldactor to the private sector and
international migration, usually to wealthy, dey@d nations in the North. Non-

financial incentives are one way of encouraging ke to remain in their posts.

Examining health worker retention and migratioruess calls for a broader and a more
comprehensive perspective, not only considerindgh@ml pull factors, but also macro
factors, such as the growing global economy anduaimarket. Figure 2.2 presents the

conceptual framework for the study.

Figure 2. 2: Conceptual Framework on Factors Influecing Shortage of Health Care Providers in
Rural Public Health Facilities
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Source: Author’s (2013)
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CHAPTER THREE

RESEARCH METHODOLOGY

3.1 Introduction

Kamuzora and Adam (2008) define research methoglodmythe framework within
which the research is undertaken. This chapterridbescthe methodology which was
used in conducting this study on assessment dhttiers influencing shortage of health
care providers in rural and remote public healtlilifees in Morogoro Region
particularly Kilosa District. It describes the typéstudy, study area, study population,
sample size and sampling techniques, methods af ddlection and methods of data

analysis.

3.2 Type of the Study

This is exploratory study because it is based oregging new information related to
factors influencing shortage of health care prosade public health facilities in rural
and remote areas in Tanzania. Exploratory reseairoB at gaining familiarity with a
study area that little is known about the subjeatter. The researcher used this type of
research because it is the most useful (and appteprresearch design for those
researches that are addressing a subject abocih Wigre are high levels of uncertainty
and ignorance about the subject, and when the gmoid not very well understood (i.e.
very little existing research on the subject mattAs less is known about why health
workers would refuse to work in one rural areaddept to work in another rural area.

Thus, context specific factors will be explored.

3.3 Study Area and Population

This study was conducted at Kilosa District in Mgooo Region at the division of
Mikumi, Masanze and Kilosa Town division. Morogasolocated at latitude 60 49'S
and longitude 37040’ E, approximately 200 km webtDar es Salaam. It has a
population of 228 863 people of whom 115,224 (5%3%re females and 113 639
(49.65%) are males (NBS, 2005).
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Kilosa is one of the six districts of the MorogoRegion in Tanzania and its

administrative seat is the town of Kilosa. The Bistcovers 14,918 square kilometres
(5,760 sg mi). It is bordered to the north by thanylara Region, to the northeast by the
Tanga Region, to the east by Mvomero District,ite southeast by Morogoro Rural
District, to the south by Kilombero District, toetlsouthwest by the Iringa Region and to
the west by the Dodoma Region. The district hash&élth facilities as follows; 2

hospitals (1 is private), 6 health centres (1 ivgte), and 68 dispensaries (27 are

privately owned).

The targeted study population was health care geosiin public health facilities
involving nurses, laboratory technicians, and chihi officers. Kilosa district is
appropriate area to conduct this study because @mong the districts facing the
challenge of shortage of qualified Human ResoumeHealth (HRH) just like other

Tanzania districts as this is a global crisis.

3.4 Sample and Sampling Technique

3.4.1 The Sample

The primary sample target was 50 respondents imgutD Clinical Officers, 15 Nurses,
15 Laboratory Technicians and 10 members of Coudealth Management Team
(which include District Medical Officer (DMO) andtteer competent members of the
team. However, only 37 respondents were obtaineichvinclude 18 Nurses, 4
Laboratory Technicians and 7 Clinical Officers wtiiled the semi structured
guestionnaire where by 8 were members of CounaltHeManagement Team (CHMT)
who were indepthly interviewed during the study.e3& respondents were obtained
from Kilosa District Hospital, Magomeni and mabwéneere Dispensaries and Kidodi
Health centre.

3.4.2 Sampling Techniques

Both Purposive and Simple random sampling were urstdds study.

3.4.2.1 Purposive Sampling

This is a technique which involves the use of asstibf the population to represent the

whole population. For the purposive of this studiiCal Officers, DMO and members
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of Council Health Management Team were selectedusing purposive sampling
because they have key and very specific informatiich the researcher needed to
explore. Purposive sampling can be very usefukfimations where you need to reach a
targeted sample quickly and where sampling for priopnality is not the main concern.

3.4.2.2 Simple Random Sampling

This technique was used to sample nurses and tabpta@chnicians. In this study this

will be used because each individual will have ande of being selected from the
targeted population and entirely by chance shelh thave the same probability of
being chosen at any stage during the sampling psoCEhe researcher adopted this
technique because it is unbiased technique. Wiitiplsi random sampling, there would

an equal chance (probability) that each respondaumtd be selected for inclusion in the

sample. Table 3.1 presents the number of respan@entacility.

Table 3. T Number of Respondents per Facility

Name of Health Facility Frequency Percentage
Zombo Dispensary 6 20.7
Magomeni Dispensary 2 6.9
Mabwere bwere Dispensary 2 6.9
Kilosa district Hospital 11 37.9
Kidodi Health centre 8 27.6

Public health facilities involved in the study wé¢gosa District Hospital, Kidodi health
centre, Zombo dispensary, Magomeni Dispensary arabwdre bwere dispensary
located in Kilosa district at the divisions of Maga, Mikumi and Kilosa town division
(Table 3.1).

3.5 Methods of Data Collection

Methods of data collection in research include foesaire, interview, observation and
Focus Group Discussion (FGD). However this studyedusa semi structured
guestionnaire and interview (in-depth interviewpata collection from the respondents.
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3.5.1 Semi Structured Questionnaire

This study employed semi structured questionnara method of data collection. This
is a data collection method which comprises a meéxtaf closed and open ended
guestions. This method of data collection allowlegl tesearcher to accommodate large
range of difference responses from the respondéits¢e. the use of semi structured

guestionnaire enables a collection of both qualgéadnd quantitative information.

Semi structured questionnaire was used to colledd drom Nurses, Laboratory
Technicians and Clinical Officers. Appendix 1 prasethe questionnaire used in the

study.

3.5.2 Interview

Interview method was used to collect data from @dudealth Management Team. In-
depth, qualitative interviews are useful tools afalcollection because they use an open-
ended, discovery-oriented method, which allows rémearcher to deeply explore the
respondent’s feelings and perspectives on a subJéus results in rich background
information that can shape further questions reieta the topic. Appendix 2 presents

an In-depth Interview guide which was used in tie.

3.6 Methods of Data Analysis

In this study qualitative data were analyzed thiotigematic analysis method. Thematic
analysis is the method of data analysis which aldevelopment of themes by creating
the relationship between the variables. Therefarmous themes were developed basing
on the study objectives and the research questodsrelationship existing between
variables. However descriptive statistics suchraguencies and percentages presented

in tables were used to present the quantitative. dat

29



CHAPTER FOUR
PRESENTATION OF THE FINDINGS

4.1 Introduction

This chapter presents research findings for the&ystconducted to assess factors
influencing shortage of health care providers irarand remote public health facilities,

the study which was conducted at Kilosa DistrickMiarogoro Region. The objectives of

the study were, to identify factors that motivateene health care providers choose to
work, to examine the effects of shortage of healilke providers in rural and remote

public healthcare facilities in Kilosa and to idéntstrategies that may increase the
attractiveness of rural postings for health came/iplers.

During the study the targeted sample was 50 respudadwhich include 10 Clinical
officers, 15 Nurses, 15 Laboratory Technicians a68dMembers of District Health
Council Management Team. However only a total ofr83pondents were obtained
becausdhere was an extremely shortage of Laboratorynexans and clinical health
officers as only 7 out of 10 Clinical officers targetedhe sample were obtained and 4

out of 15 targeted Laboratory technicians wereiobth(see Table 3.1).

It should be noted that, frequency tables presgriimdings with 29 respondents are
based on semi structured questionnaire and thase8wmespondents are based on in-

depth interview conducted during the study.

During the study 29 respondents were given semciired questionnaires to fill and 8
respondents were indepthly interviewed.

Only public health facilities were involved in tletudies which are Kilosa District
Hospital, Kidodi Health Centre, Mabwere bwere Disggry, Magomeni Dispensary and

Zombo Dispensary.

Therefore the findings of this study are preserieliow with regards to information

obtained from 29 respondents who filled Semi stmed Questionnaires and those
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obtained from 8 respondents who were indepthlynwgged which makes a total of 37

respondents.

4.2. Characteristics of Respondents

In this study characteristics of the respondents Wweased on gender, education level,
number of years worked as health care providertiledbf the respondents as presented
in Table 4.1.

Table 4. 1: Characteristics of Respondents

S/n Frequency Percentage

1 Iéts'g(g’rf] dents Nurses 18 62.1
CO 7 24.1
Laboratory Technicians 4 13|8

2 | Gender Male 6 20.7
Female 23 79.8

3 | Education Level Primary School 8 27.6
Form Four 6 20.7
Certificate 4 13.9
Diploma 4 13.8
Degree 5 17.2
Masters 2 6.9

4 | Work experience 0 -5years 10 34.4
6- 10 years 1 24.1
11+ years 12 41.1

Source: Field Data (2013).

The findings noted that 23(79.3%) of respondent Viililed the semi structured
Questionnaire were female a®g20.7%) of the respondents were male. However in
terms of the title of the respondents who fillece teemi structured questionnaire
18(62.1%) were Nurses, 7(24.1%) were Clinical efficand 4(13.8%) were Laboratory
technicians as provided in Table 4.1. These finglingbstantiate that there is a high

shortage of Laboratory technicians as well asitooal officers.
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However all female respondents who filled the goesiaire were married and their

husbands has being either working in Kilosa fasragltime or originated from Kilosa.

Cadres of health care providers in Tanzanian hesdttior are known and are well
categorized in various schemes of service of theisitly of Health and Social Welfare
and in other policy frameworks. For the purposehig study it was very important to
ask the respondents about these cadres. The iatifarathis was to identify carders

which face extremely shortage of health care pergids it was revealed in the findings.

The issues of work experience has an influencenes commitment towards his job and
his activeness in responding for new paying jolevlopportunities) in their fields of
profession. Findings obtained from this study be tategory of work experience
provide that majority of respondents have a wornegience ranging from one (1)year to
ten(10)years with exceptional of only eleven (Jggpondents who had more than fifteen
(15) years of working as Health care providers iffecent Health facilities not

necessarily in Kilosa District only.

Education level of the respondents who filled teensstructured questionnaire varies
accordingly. The findings shows that 8(27.6%)resleons had a primary school
education, 6(20.7%) holds a form four level of eatian, 4(13.8%) had certificate level
of education, 4(13.8%) had a diploma level of etiooa5(17.2%) had a degree(not
necessarily in health issues) and 2(6.9%)had nsakteel of education as presented in
Table 4.1.

It should be noted that, those 8(27.6%) holdingnpry school level of education were
previously working as health attendants but culyeworking as trained nurses as a
results of continuous on job training, seminars @ode supervision from the competent
authorities available in the Kilosa District astte standards of government and the

Ministry of Health and Social Welfare.
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However during the interview with District Coundlealth Management Team it was
revealed that there is continuous training , sansi and supervision which are made
by health partners who work closely with the Mirysof Health and social Welfare
especially JHPIEGO, AMREF and USAID. During théenview one Council Health

Management said that;

“...Trained nurses and health attendants workinghwural health

facilities are closely supervised by Council Heaittanagement
Team in collaboration with health partners who watksely with

the Ministry of Health in service delivery. Contous trainings,

seminars and supervisions to health attendants ntlaéen to be
competent in service delivery...” (CHMT Member).

4.3 Factors that Motivate Health care Providers taChoose Where to Work

4.3.1 Working Environment at the Facility

During this study working environment was meaduteough availability of working
facilities, the number of health care providersilabde at the facility, number of health
care providers needed at the facility, number ofikimg hours per day, housing status of
health care providers and on calls hours workedthityan The study findings presented
in Table 4.2 indicate that 26 (89.7%) of responslanentioned that there is no any
Medical Doctors in the facilities and only 3 (10.B%entioned that there is only one
Medical Doctor is available. These findings shovattiMedical Doctors cadre is
extremely few in number though the Human Resoutea Bf the Ministry of Health
and social Welfare does not provide that Medicattbis are to be employed in primary

health facilities especially dispensaries.

One respondent noted that the shortage of medmetbis in rural and remote area
sometimes is associated with the government pslicecause they don't allow Medical
Doctors to be employed at the lower levels of lmetdtilities including dispensaries as

guoted hereunder.
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"The reality is that we need medical doctors inledels of health
facilities and it is very crucial to have them aiwler levels
especially in rural areas where there are compkchhealth cases
which we used to refer them to District and Regidmaspitals.
Making referral is much cost full to the extentttfamily members

cannot afford as they are ending up to death" r{(ical Officer).

Therefore basing on that attitude that policiessdoet require Medical Doctors to be
employed at the lower levels of health facilitiéise findings of this study shows that
16(55.2%) of the respondents who were asked onrgbaired number of Medical
Doctors at their health facilities provided that Medical doctors are needed and only
13(44.8%) provided that they need only 3 Medicakidos especially at the Health

Centres as provided in Table 4.2.

Assistant Medical Officers are health care prowsdeho work independently or with
limited supervision of a physician to provide hke#ire services to largely underserved
populations. In Tanzania the experience show thaali@ed clinical officers with
working experience of more than three years and péss a government entrance
examination undergo a further two-year traininggoaon to become Assistant Medical
Officers. They can then enroll in another two-ypeogram to specialize in anaesthesia,

paediatrics, radiology or surgery.

There is enough evidence that AMOs are more likelwork in rural areas to perform
various functions such as provision of diagnostid acase management services,
performing emergency surgery and management ofr atbmplications referred by
lower levels. It is assumed that training of AsseigtMedical Officer Cadre will in the
long term offset the shortage of medical doctorthan country. This cadre which is an
upgrade of Clinical Officers in a two year trainipgpgramme will to a large extent be
able to perform the duties of medical doctors atdistrict and health centre levels. This

evidence will be provided in discussion chapter.
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However, during the interview with members of Caumtealth Management Team
among other things, members were asked to deguhiscal environment of the health
facilities available in the district including th®svhich were not sampled in this study.
The respondent roused the issues of lack of respeche patients, poor infrastructures
of most of the health facilities, deficiency of geuand reagents and is some cases the
respondents provided that some of the physicalrenwients of health facilities are not
friendly enough to allow especially in services RMTBervices and PITC. (See

Appendix iii)

In this study respondents were asked to providetimeber of assistant Medical Officers
available in their Health Facilities where by 15(8%) of the respondents provided that
none is available and 14(48.3%) of the responderteided that there is only one (1)

assistant Medical Officer available as providedable 4.2.

However when Health care providers were respondingthe issue of the required
number of the assistant Medical Doctors at thelifpdhe study findings reveal that,

there is a variation in terms of the requiremenerehby 15(51.7%) noted that, none is
required while 18 (62%) mentioned that only fou) ésistant medical doctors are

needed at their Health facilities.

Furthermore during the interview with eight (8) nimrs of Council Health
Management Team (CHMT) it was noted that, Assist&lgdical Doctors were
specifically trained to assist Medical Doctors iarfprming emergency surgery and
management of other complications referred by Idesse| facilities.

The respondents further argued that shortage astass Medical Doctors among others
things is due to low number of enrolment in collegdich offer such a program as only

few candidates opt for the same.

Shortage of clinical officers is severely in pubki@alth facilities. The study findings
indicate that, in the Health facilities involvedtime study 27(93.1%) of the respondents
who filled the questionnaire provide that only d@knical officer is available at the

Health facility while 2(6.9%) provide that no anyirical officer is available.
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During an in-depth Interview with eight (8) membaeifsDistrict Health Council Team
the issue of severely shortage of Clinical OfficarsKilosa District Public Health
facilities was roused though the committee mentloseme strategies which are
implemented closely with the Ministry of Health afdcial Walfare to revamp the

problem.

Being disappointed with the situation of shortag€lnical Officers in Kilosa District
during the in-depth Interview one male member o$tilit Health Council Team is
guoted here bellow;
"There is shortage of Clinical Officers who are vemyportant health care
providers in rural and remote public health fagés and in some villages we are
told that trained nurses are acting as Clinical i0éf's. It is a risk to the health of
our fellow Tanzanians because Health issues argegs2f its own nature"

(CHMT member).

This severe shortage of Clinical officers comeghat time when there is a Clinical
Officers Training Centre in Kilosa District whetieis study has been conducted and
other training centres of the same capacity arelabla in Kibaha, Lindi ,Mtwara,
Mafinga, ,Masasi,Maswa, Songea, Sumbawanga, Midiggada and Tanga to mention

only few.

In some developing countries including Tanzaniani€al Officers were temporarily

posted to alleviate the shortage of medical doctdmwvever, they have now become a
more permanent strategy, being described as thekbBbae” of healthcare in several
settings. Clinical officers have a separate trgnmogramme to medical doctors, but
their roles include many medical and surgical tasksally carried out by doctors, such
as anaesthesia, diagnosis and treatment of mexicdltions, and prescribing especially

in rural and remote areas.
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The perceived benefits of using clinical officersmpared with doctors are reduced
training and employment costs as well as enhaneshtion within the local health
systems especially in District areas like Kilosaawéver Clinical officers seemed to
have a big workload as they are attending more Hgpatients, and in some cases they
are working on call hours almost 45 hours a morakidally at night when there are
emergence cases. The study findings show that iHeate providers in Kilosa District
including Clinical officers work an average of motlean 52 extra hours monthly
excluding 45 ordinary working hours weekly as reomended byrhe Employment and
Labour Relations Act6, 200During the study 25(86.2%) mentioned that they are
working 40 extra hours weekly while 3(10.3%) menéd that they are working 45extra

hours weekly.

The required number of clinical officers in Heakdrilities varies from one health

facility to another depending on the location aedhpps the population.

During the study 29 respondents who filled the ssimictured questionnaire 25(86.2%)
Mentioned that, the actual number of Clinical Géffie required in their health facility is

five (5) whereby 4(13.8%) respondents said thaamp clinical officer is needed at the
facility.

Furthermore, availability of Assistant Clinical wkrs was viewed as an ideal in all
Health Facilities visited during the study where 28(100%)respondents provided that
there is no any assistant Clinical Officers avddal their Health facilities. The same

findings apply to availability and required numioémnursing officers at the facilities.

Based on the current practice of the Health systeranzania, it is recognized that
Trained Nurses are Healthcare workers who are atteponsible for helping patients
with basic functions such as dressing, bathingeatthg. Trained nurses may also help
patients in and out of bed, take them for walkdp leem into wheelchairs and assist
them with exercises. Other duties might includeinigkand recording vital signs,

monitoring nutrition and hydration and reportinganges in patients’ mental or physical

condition to other members of the medical team.
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The study findings indicate that, there is a slymtaf Trained Nurses at the Health
facilities where by the number of Trained Nurseshia facilities range from one (1) to
three per facility. However when the respondentgere asked to provide the required
number of Trained Nurses per facility, it was notiealt the required number range from

one (1) to five (5) Trained Nurses per facility.

Respondents who filled the semi structured 17(58.6%vided that only one (1) is
required while 10(34.5%) respondents provide timdy two (2) are needed and 2(6.9%)
provided that five (5)Trained Nurses are requi{8ge Appendix iii)

It should be noted that, Midwives are advanced tm@aegistered nurses who has
specialized education and training in both nursind midwifery. They are working as
primary healthcare providers for women and moserofprovide medical care for
relatively healthy women, whose birth is considemedomplicated and not "high risk,"
as well as their neonate. Often, women with higdk oregnancies can receive the
benefits of midwifery care from a Certified NurseidWife in collaboration with a

physician.

During the study the respondents were asked toiamehbth required Number of Mid

wives and the available Number of Midwives wherebythe issue of available number
of Midwives, the study findings shows that 11(37)9%tentioned that there is no any
midwife at the facility, otherl8 (62.1%) mention#idt there is only one (1) mid wife

available at the facility.

However Trained Nurses involved in the study predidhat being a mid wife is to be
exposed to endless commitment. One Trained Nursgewine following statement in a

semi structured questionnaire as quoted hereunder;

"On a daily basis, we have more than 3 women nedtmagervices of midwives
but we hardly cope. The skeleton staff that is h&treggles, and we are
sometimes forced to be on duty for 24 hours, witle time for rest" (Trained
Nurse).
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On the required number of mid wives at the faeiitf(31.0%) mentioned that no any
mid wife is required while 8(27.6%) mentioned tlwetly one (1) Nurse mid wife is
required and 12(41.4%) mentioned that two (2) mikkew are required.

Maternal health is very important in with healthvadmen during pregnancy, childbirth,
and the postpartum period. It encompasses thenheak dimensions of family planning,
preconception, prenatal, and postnatal care inraaeeduce maternal morbidity and

mortality.

The study findings showed that there is extremertsaige of Maternal and Child Health
Aides in health facilities as 19(65.5%) respondeaid that there is no any Maternal and
Child Health Aides at the facility while 6(20.7%gid that only one (1) is available and
41(3.8%) said that only two (2) are availabl¢éhatfacility (Table 4.2).

Table 4. 2: Availability of Maternal and Child Health Aides

Number of Maternal and
child Health Aides per
s/n | Item assessed | Responses | Frequency | facility Percentage
Availability of Availabl 6 1 20.7
1 Maternal and vaiiable 4 2 13.8
Child Health
Aid
aes Not 19 0 65.5
available
Required 15 1 51.7
2 | number of Required 7 2 241
Maternal and
Child Health 4 4 13.8
Aides Not required 3 0 10.3

Source: Field Data (2013).

In case of the required number of Maternal andddHealth Aides(MCH)in the facility

the findings show that the required number vafiesn one(1)to four (4) whereby
15(51.7%) provided that only one(1)is requiredle/fii(24.1%) provided that only two
(2) are required and 4(13.8%) provided that fotjae needed. However 3(10.3%)

provided that there is no any Maternal and ChilalHeAides are available.
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Making decisions on where to work is not only asues of availability of the post and
perception rather there are some reasons whichimflagnce an individual preferences.
During the study it was noted that, some of theltHezare providers are willing to work
in rural and remote public health facilities. Thedy findings revealed that some health
care providers are willing to work in rural and @ public health facilities because
they can be involved in other economic activitiesluding agriculture while other
respondents mentioned issues of cheapness of ligal areas as a reason which make
them to feel working in rural and remote public ldeéacilities (Table 4.3).

Table 4. 3: Reasons for Preference to Work in Rurahnd Remote Public Health
Facilities

s/n | Reasons Frequency Percentage

1 | I don't like to change working environment 5 17.2

Life in the village is simple, | can get other imee rather

2 than salary and | am working closely to the society 17 34.5
I like working in rural and remote public healttcilities

3 . . 3 10.3
because there is low population compared to town

4 | like to work in villages especially here in Kilmdecause 3 10.3

| am also engaged to agricultural activities

Source Field Data (2013)

4.3.2 Quality of Work Life Programs to Health CareProviders

The quality of work life programs focus on qualdf relationship between employees
and the total working environment. It is a prockgsvhich an organization responds to
employee needs for developing mechanisms to al@mtto share fully in making the

decisions that design their lives at work. Thesegmms related to the work

environment, programs related to job facets, pmograrelated to management,
supervisory duties and responsibilities, and pnograrelated to corporate policies
dealing with employee pay and promotion. Quality\drk Life programs that promote

non-work role identities and need satisfaction gnaiped in three categories. The first
is alternative work arrangements, the second ispom@nts of employee’s compensation

package, and the third is ancillary programs.
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During the interview the respondents were askednemtion quality of work life
programs available at the facilities. The studgiitgs show that there is no substantial
Quality of work life programs at the facilities. ®nespondent is quoted hereunder;
“There is no quality of work life programme at theilities rather than our own
informal social assistance programs especiallyinyirdeaths. After all
we can only access loans from National MicrofinaBaak (NMB) though the

bank have very high interest rates”(Laboratory fiecian).

However when the respondents were asked aboutosehe factors hindering health
care providers to work in rural and remote publealth facilities some reasons were
provided including hardship of life, living envirorent are not friendly and over work
load.

Furthermore respondents were asked to provide measdiich make health care
providers to refuse to work in some rural publialte facilities and accept to work in
other rural health facilities. The findings provittat it is due to quality of living houses,
and behaviours of the community members as sontbenh have harsh language to

health care providers.

4.3.3 Expectations on Working Environment

During the study respondents were asked as to whdtieir expectations before

recruitment were met. The study findings revealeat 25(89.3%) their expectations
were not met as they expected completely diffenearking environment where by only

3(10.7%) said that there is a match between thx@eaation before recruitment and the
working environment (Table 4.4).
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Table 4. 4: Views of Respondents about What they Blike most about Working at
the Facility

s/n | Views Frequency | Percentage
| am underutilized because | am not working
1 | through my professional, I am working fas 4 13.8

administrator
Working environment is not standard; hospital
2 | buildings are too hot to work there in. There is 4 13.8
shortage of drugs, and reagents for PMTCT
Buildings become very old, bad working
environment, toilets for patients is not in a ggod

3 condition, and there is shortage of reagents|and 3 10.3
drugs.
We don’t have cleanness people, most of |our

4 | time is used in cleaning the facility buildings, 3 10.3
cleaners and watch men are not well paid.
Poor infrastructure, working environment and

5 . . 3 10.3
sometimes the society has harsh language.
There is no staff houses, infrastructures are

6 : . 3 10.3
poor and there is no bank services
No important things such as water and

7 g 2 6.9
electricity

8 | General security of the facility is very poor 3 10.3

9 | Lack of cleaning equipments 3 10.3

Source: Field Data (2013).

Regarding to what the respondents dislike most talibe Health facility, the
respondents mentioned a divergent list of issueswthey don’t like at their health
facilities which among other things include oldildumgs which does not support
patients privacy especially in sensitive serviake PMTCT, over working, lack of
cleaning facilities, drugs, reagents and poor emvitent for childcare services.

The study findings provide that poor physical isfracture is among the things which a
health care provider doesn't like about their emwiment.

4.3.4 Availability of Working Gears at the Facility
Working facilities referred in this study were atlaterial resources which health care
providers need in performing their daily operaticmaivities syringe, drugs availability,

gloves, sterilizers, delivery set, reagents anérsth
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The visited public Health Facilities indicated thiere is lack of equipment and
unreliability of supplies. Shortages of equipmend asupplies (including vaccines,
antibiotics, reagents for Prevention of Mother toil@€ Transmission (PMTCT), Rapid
Diagnostic Test (RDT) for malaria and other essésiticompounding poor quality of
services at primary health-care facilities are atpaly happening as argued by
respondents. Irregular supply of essential drugdl &vels of the health delivery system

leads to unnecessary referrals.

Table 4. 5: Effects Associated with Shortage of Wamg Gears at the Facility

S/IN | Effects associated with shortage of Working geary Frequency | Percentage
Working efficiency is low, Labour equipments dre

1 | not available to the extent that patients opt fovgte 4 13.8
Hospitals.
5 x\éigon t work efficiently and we have long working 3 10.3

Sometimes patients have to undergo treatment at
District Hospital

4 | Poor Job efficiency 4 13.8
Lack of equipments such as drugs and reagents

3 10.3

5 expose employees in a risk of death. 3 10.3
In general throughout the time then is shortage of
working commodities so this make all aspect of the

6 serving charts to be affected. 3 10.3
We are exposed to a risk of being exposed to

7 | communicable diseases especially during assisted 2 6.9

delivery.

Source: Field Data (2013).

Problems with hygiene are regularly encounteredjquaarly in dispensaries and health

centers where water supplies are often non-exjsterdtic, and unsafe.

The study findings show that there is shortage afkimg gears as most of respondents
who filled semi structured questionnaire 26(89.7&t@ntioned that they are not
provided with working gears needed in performapictheir daily activities while only
2( 6.9%) provided that they are provided with watkfacilities needed in performance

of their daily tasks.
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However respondents further provided that there some effects associated with
shortage of working gears at the facilitie$able 4.6 presents some effects associated

with shortage of working gears at the facility.

During the study it was noted that, shortage ofkivay equipments has an impact in
service provision in Health Facilities. The studgdings revealed that there are a
number of effects associated with shortage of waylgears which among other things
might lead into spread of diseases, poor healthcgs to the community, un reasonable
referrals to the District hospital. However theidst findings as provided in Table

provide that the most common effects associatel bk of working gears at the health

facility is low work efficiency and poor job perfmance.

4.3.5. General Job satisfaction

There is a relationship between Job satisfactiahveorking environmentin this study
job satisfaction was measured through willingnelssespondents to choose the same
career when one is given an opportunity to cholbseéreer again, relationship between

job performance and income received by the respuadad on job personal growth.

During the study the relationship between inconeireed and work performance was
tested. The study findings provide that there isatationship between incomes received

and job performance.

The study findings revealed that majority of respemts see no any direct relationship
between their income and job performance as 12{@)ldisagreed with that relationship,
6(20.7%) strongly dis agreed while 10(34.5%) agttbed there is a match between their

job and income received.

Generally the study findings show that almost allHealth care providers involved in
the study like their job although there is chall@ggenvironment which affects their full

commitment towards work. During the study 25(86.2¥)ngly agreed that they would
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made the same decisions if they are granted a ehanchoose the career again while

3(10.3%)were simply agreed for the same (Table 4.6)

Table 4. 6: General Job Satisfaction of Health Car®roviders

S/N | Item assessed Responses | Frequency | Percentage
Willingness to choose the samestrongly agree 2" 86.p
1| career if one is given a

opportunity to choose. Agree 3 10.3
2 | Relationship between JopAgree 10 34.9
performance and Income. Dis agree 12 41.4
Strongly 6 20.7

Disagree
On job Personal growth Agree 15 51.7
6 Dis agree 10 34.%5
Strongly 3 10.3

Disagree
Strongly agree 4 13.8

Source: Field Data (2013)

However impliedly those who provided that theraimatch between income received
and duties performed it might be due to some othetors controlling some one’s

income including education level and work expereehecause in Public Sector Scheme
of service (for the best of my knowledge) they etffi® some extent the amount of salary

increment, allowances and other basic incentives.

It should be noted thaimprovement of skills, knowledge and experiencevesy
important pillar of any career including those efath care providers. During the study
the respondents were asked to rate the level @fsopal growth in their jobs. The study
findings provide that there is almost a balancevbeh those who agree and those who
disagree on this matter.

The study findings provide that 15(51.7%) agreet there is personal growth at work,
10(34.5%) provided that they dis agree while or{ty033%) strongly agreed that there is

no personal growth at work.
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Under labour economics perspective one among thinclive characteristics which
distinguish labour from other factors of productias flexibility, mobility and
consciousness. Being aware of this perspectiverdbpondents were asked to provide
as to whether they have an intention to changedneer. The study findings show that
there are few health care providers who want tamgbdhe career as 4(13.8%) strongly
agreed that they need to change the career wh{l186) dis agreed and 9(31%)

strongly dis agreed.

4.3.6 Recognition of Health Care Providers in the @mmunity

In rural and remote area including Kilosa Disti&alth care providers are respected
hence enjoying the status of being health careigeos. The study findings provide that
7(24.1%) strongly agreed to enjoy the status froenGommunity as being a Health care
providers while 21(72.4%) also agreed to enjoystiatus.

Furthermore, the study findings show that healtle peoviders are often not recognized
for the tasks which are well done though they aesteng a lot of efforts in their jobs.
During the study 3(10.3%) strongly agreed that tbege recognized for the well done
tasks, 9(31%) agreed for the same while 12(41.4%)adreed that they were not
recognized for the well done tasks and 41(3.8%ngly dis agreed.

On the issue of responsibility entrusted at wokk gtudy findings show that Health care
providers in rural and remote areas are entrusitddgreat responsibility as 15(51.7%)
agree that they are entrusted with great respdigibi(24.1%) strongly agreed to be

entrusted with greet responsibility while only 6(2%) dis agreed on the issue .

About whether Health care providers have enougbdfven to decide how to work, the
study findings provide that they have enough freedo decide how they have to
perform their duties. The study finding show tha{44.8%) strongly agreed on this fact,
11(37.9%) agreed and only 4(13.8%) strongly disedr
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Furthermore, the study findings revealed that séfealth care provides spend more
time in doing tasks which can be done by otheré Witle experience and training as
14(48.3%) strongly agreed while 10(34.5%)and 4d.8lis agreed as presented in
Table 4.7.

Table 4. 7: Recognition and Job Performance of Hethl Care Providers

SIN | ltem assesses Responses Frequency Percentage
Enjoying the status in the
1 | community as a health care Strongly agree 1 24.1
provider
Agree 21 724
2 | Recognition for Tasks well doneStrongly agree 3 10.3
Agree 9 31
Dis agree 12 41.4
Strongly dis agree 4 13.8
Dis agree 10 34.5
Strongly Disagree B 103
Strongly agree 4 138
VGv(r)?Et responsibility entrusted EtStroneg agree 4 oall
Agree 15 51.7
Dis agree 6 20.y
Agree 11 37.9
strongly dis agree al 13J8

Time spent in doing tasks which
can be done by others with less Strongly dis agree 14 483
experience and Training

Dis agree 10 34.5

Strongly dis agree al 13/8

Source: Field Data (2013)
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4.3.7 Opportunities for Further Training

Training is an essential component of Human capkiils development in organizations.
However availability of opportunities for furthamining has an impact on individual’'s
ability to perform and commitment to organizatiotasks.

During the study the respondents were asked toigwoas to whether there is
relationship between Training and job performariCee study findings provide that
17(58.6%) strongly agreed on this matter, 8(27.6¢eed and only 3(10.3%) strongly
dis agreed. However during the interview with CauHealth Management Team it was
noted that, the district council has training pplighich gives opportunity for further

training to Health care providers and other empsyaf the district council in Kilosa.

Table 4. 8: Training and Performance of Health CareProviders in Kilosa District

S/N | ltem assesses Responses | Frequency | Percentage
1 | Direct Relationship betweenStrongly agree 17 58.6
Training and job performance Agree 8 27.6
Strongly dis 3 10.3
agree
Training received in relations Dis agree 16 55.2
2 | to satisfaction of Training :
needs of Health care providersStrongly dis 12 41.4
agree
Fairness in opportunities far d N
3 attending Training Strongly agree 7 172
Agree 6 20.7
Dis agree 10 34.%
Strongly dis , 241
agree
Contribution of Training in j
4 job performance of HealhStrongly agree 12 41.4
care providers Agree 9 31
Dis agree 4 13.§
Strongly dis 3 10.3
agree
Performance of Health cafeAgree 14 48.3
5 providers at the district level—
Strongly agree 3 10.3

Source: Field data 2013
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During the study it was noted that, Trainings taltie care providers is very sensitive
for the purpose of the quality of health servicébe study findings revealed that
16(55.2%) dis agreed while 12(41.4%) strongly djsead that their training needs were
satisfied with the training received as provided able 4.8.

On the issue of equality in attending Training la& facility level, the study findings
show that 51(7.2%) were strongly agree, 6(20.7%¥vagree, 10[34.5%] were dis agree
and 7(24.1%) were strongly dis agree. Furthermarénd the study respondents were
asked as to whether there is a relationship betwrémng and job performance. The
study findings provide that 12(41.4%) strongly a&grethat training received has
improved their job performance, 9(31%) agreed whid3.8%) dis agreed and
3(10.3%) strongly dis agree on this relationshifpo& the improvement of Health
Sector performance at the district level for fivaay period, the study findings show that
14(48.3%) agreed, 11(37.9%) dis agreed while3 ¢apSrongly dis agreed.

During the interview with Council Health Managemd®iam Members (CHMT) it was
noted that, Kilosa district council has a number péns to ensure sustainable
performance of health systems within the districough there is a challenge of
budgetary deficit resulted from low budget of thenigtry of Health and Social Welfare.
For example it was argued that there is an ongaingvation of District Hospital

infrastructures such as wards, fence, and stadmu

4.3.8 Monetary Benefits
Incentives are important means of attracting, nétg, motivating, satisfying and
improving the performance of employees. They caafy@ied to groups, organizations
and individuals and may vary according to the tgbeemployer. Incentives can be
positive, negative (as in disincentives), financahon financial, tangible or intangible.
Financial incentives involve the transfer of momgtaalues, such as salaries, pensions,
bonuses, allowances.
Non financial incentives include work autonomyexible hours and scheduling,
recognition of work, coaching and mentoring struesy and support for career
development.
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The study findings noted that, Health care proxadeve pending un paid dues which of
course discourage their willingness and full connmeitit in provision of quality health

services. However this payment status may be exfer as among substantial barriers
of quality health services provision in most of kulblealth Facilities located in rural

areas. When comes to the reasons for non-paymieatcdmmon reason was budget
deficit although it is too contradicting espdlgiavhen it comes to the point that some
of the respondent 4(13.8%) provided that they tdimbw the reasons because after all

they have never been paid such kind of allowantablé 4.9).

Table 4. 9: Monetary Benefits for Health Care Prouilers

S/IN | Iltem assesses Responses Frequency Percentage
Efforts exerted at work by Health
1 | care providers in relation to Agree 5 17.2
monetary benefits Received
Dis agree 14 48.3
Strongly dis agree ¢) 31
Level of satisfaction with
2 monetary benefits Received Agree 3 10.3
Dis agree 12 41.4
Strongly Dis 13 448
agree

Monetary benefits received by
Health care Providers at the

3 | District level compared to people| Dis agree 19 65.5
of the same level(education, scale)
in other Sectors

Strongly dis agree 3 10J3
Don’t Know 6 20.7
3 AIIowancgs recglved py Health | Agree 3 103
care Providers in relation to their
daily job Performance
Dis agree 19 65.5
Strongly dis agree 5 20{7

Source Field Data (2013)

The findings of this study show that 9(31. %) resgents strongly disagreed about the
relationship between monetary benefits receivededfuits exerted at work, 14(48.8%)
dis agreed while only 5(17.2%) agreed on this fact.
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In making comparison between monetary benefitsveddoy Health care providers and
employees of the same level of education and salzales in other sectors 19(65.5%)
respondents dis agreed on the similarity, 3(10.3%&ngly disagreed and 6(27.1%)
know not about this comparison as presented inelféll.

However the relationship between allowances receiamd job performance is
guestionable as 3(10.3%) respondents agreed orexistence of the relationship,
19(65.5%) dis agreed while 6(20.7%) strongly disead.

During the interview with Council Health Managemdmam (CHMT) members it was
noted that payment of monetary benefits is a chgéeand that members of council are
aware about existence of pending dues of Health payviders though it was provided
that the Ministry of Health was informed about #aésancial dues and that the payment

is in pipeline for the coming financial year.

4.3.9 Decision Making

Decision making is not only procedural and substanissue but also an issue of
participation During the study Health care providers were asketb whether they are
involved in decision making at the facility lev@lhe study findings indicate noted that
13(44.8%) strongly agreed that they are involvedanision making, 12(41.4%) agreed
while only 3(10.3%) strongly disagreed.

For the case of incentives provided to Health gaoxiders when they are involved in
decision making meetings , the study findingscath that 3(10.3%) strongly dis agreed
that they are paid during their attendance to datisiaking meetings, 13(44.8%)agreed
while 12(41.4%) dis agreed.

As to whether the District Health Committee recagsi the efforts of health care

providers, the study findings provide that 6(20.7%pngly agreed, 15(51.7%) agreed,
3(10.3%) dis agreed while 4(13.8%) strongly dissagr
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Table 4. 10: Recognition of Efforts and Involvemenof Health Care Providers in
Decision Making

S/N | Item assesses Responses | Frequency | Percentage
1 | Involvement of Health care providers aStrrc;réeg 13 44.8
in decision making at the Facility. 9
Agree 12 41.4
Dis agree 3 10.3
District Health Committee and
o Strongly
2 | recognition of efforts and performancea ree 6 20.7
of Health care Providers 9
Agree 15 51.7
Dis agree 3 10.3
Strongly 4 13.8
disagree
Provision of incentives to Health care Stronal
3 | providers when involved in decision gy 3 10.3
. . agree
making Meetings
Agree 13 44.8
Dis agree 12 41.4

Source Field Data (2013)

During the interview with Council Health Managemd&am (CHMT) members it was
noted that, the Council committees are making feetjy outreach visits to various
Health facilities in collaboration with district aocil Health, Water and education
Committee (which involve politicians). These \gsito the facilities are conducted
among other things to evaluate the performance edltH care providers, to receive
various operational reports and to identify variatmallenges in implementation of

various Health objectives at the facility level.

4.3.10 Job Motivation

Motivation is a psychological feature that arouaasorganism to act towards a desired
goal and elicits, controls, and sustains certaial-goected behaviours. It can be
considered a driving force; a psychological ond tt@mpels or reinforces an action
toward a desired goal. During the study respondergsationed a number of factors
which de-motivate them to be Health care providarsural and remote and remote
public health facilities.
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Respondents who filled semi structured questioenaientioned a number of factors
which de-motivated them to be health care providditse most common reasons
mentioned were that, they are completely discowragéth working environment

because they are not favourable. For example gfeodbworking facilities like reagents
and drugs, poor and old staff houses (for those gdt@ne) poor infrastructure and lack
of basic services which include bank and lack ohetary compensation especially for

extra duties performed and outreach programs.

During the interview with Council Health Managemdm®iam (CHMT) Members it was
noted that, Health care providers have very lovellef motivation and that only few
were happy with the environment. Furthermore th@amittee members said that some
of health care providers are working in Kilosa dcstsimply because they were posted
to work there but they are not motivated with thevionment. However lack of
monetary incentives, Insecurity (especially for ygdemale nurses who are frequently
approached and disturbed by men especially duhagntght, witchcraft, and in some
few cases they are not happy with language abuseided by some community

members.

However respondents were asked to explain as tehehd they are given chance to
choose working between rural and urban Health ifesl they will make the same
decision or otherwise. The study findings show th&{(60.7%) who filled semi
structured questionnaire mentioned that that théy eentinue to make the same
decision while 11(39.3%) said that that they wilit make the same decision. Those
17(60.7%) said that, that they will still make tb@me decisions, they were asked to
provide reasons which makes them to prefer workingural areas where by some
reasons like cheapness of living costs in the rarals, un willingness to change

working environment were provided.

Respondents were asked to mention number of yemnmation) which Health care

providers are expecting to work in Kilosa publicalte Facilities. The study findings

show that respondents had a variation in termsnwiber of years planed to work at

the health facility where by 3(10.3)provided tHaty plan to work just up the end of this
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year,16(55.2%) provided that they will be working to five years period,3(10.3%)
provided that they need to work until they getrestj 2(6.9%) provided that they will
work until when they will make decisions to go farther studies while 4(13.8%)didn’t
have any plan (Table 4.11).

Table 4. 11: Duration Planed by Respondents to Work Rural Public Health

Facilities
S/N | Duration Frequency | Percentage

1 | Up to the end of this year 3 10.3
2 | Up to five years 16 55.p
3 | Recognition for Tasks well done 3 10.3
4 | Until | get retired 3 10.3

5 | Once | decide to go for further training 2 6.9
6 | | don't have any plan 4 13,8

Source Field Data (2013)

During the study the rate of Labour turnover irafland remote public Health Facilities
was assessed. It should be noted that, labour werndeals with of the number of

employees that leave an organization through iattridlismissal, or resignation during a
period to the number of employees on payroll duthgysame period. Labour turnover
is an important factor indicating the overall hkeaidf an industry or an establishment in
terms of wages, industrial relations, working coiedis and other welfare facilities

provided by the employers to the workers.

The study findings show that only 10(35.7%) nateat there is labour turnover at the
facility while 18(64.3%) noted that there is no bab turn over at the facility. Those

respondents who provided that there is labour asked to provide reasons for Labour
turnover at their health facilities where by thasens for such turnover include poor

working environment and shifting to private hed#bhilities.
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4.4 Effects of Shortage of Health Care Providers iRural and Remote Public
Health Facilities

4.4.1 Shortage of Health Care Providers at the Fddy Level

This study revealed that there is a relationshifween the number of health care
providers available at the health facility and ylaperations of the facility. The study
findings show that 26(86.6%) respondents mentiathed, the number of health care
providers available in the facility is not enoughperform daily operational activities of

the health facility as shown in Table 4.12.

Table 4. 12: Shortage of Health Care Providers ate Facility Level

s/n | Carders with shortage Frequency Percentage

Nurses 3 10.3
Midwives and Clinical officers 10 345
MCH,AMO,Midwives and MD 3 10.3

4 CO,PHWC,Nurses and Medical 4 13.8
attendants

5| CO and EN 3 10.3

6 | All 3 10

Source: Field Data (2013)

The study findings presented in Table 4.14(appeniixndicate that severely shortage
is on midwives, Clinical officers and Nurses assthare the cadres which were
frequently mentioned by the respondents from dsffierhealth facilities. During the
study the respondents mentioned a number of efésstisciated with shortage of Health
care Providers in Kilosa District Public Health ifai@s which include Patients left and
seek for service from Private Health service Prersd Nurses works as doctors,
Minimum work efficiency. However the most mentioneftects are long working hours,
Overwork, Death of patients, and Lack of essersgalices as provided. Respondents
who filled semi structured questionnaire 7(24.18t9gntioned that they have long
working hours, 3(10.3%) mentioned that Patientsdefl seek for service from Private
Health service Providers, 7(24.1%) mentioned Ovekw®eath, Lack of essential
services,3(10.3%)Nurses works as a doctors, wi#@.B%) mentioned Minimum work

efficiency.
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An in-depth interview with Council Health Managermdream(CHMT) members came
out with a list of possible effects associated hvahortage of Health care Providers in
rural and remote Public Health facilities includikgosa District where this study have
been conducted.

During the Interview with Council Health Managerh@eam (CHMT)members, some
effects associated with shortage of Health cargigeos were mentioned which include;
Health service report is not reaching people onetirBociety does not receive
information concerning different diseases and BRaig not getting service as required.
Other effects include patients staying in the leatntres for quite long time without
service; Society does not get service on time,ldeand a lot of job to health workers as
some health centres has only one worker. Sometineew/ork load is very big to them,
some health centres has only one worker so the ‘@t is very big to them the
diagnosis is attended and in some cases drugsoaneroperly available which cause

much suffering to the community members.

It should be noted that , though the responderdsiged mentioned a list of effects
associated with shortage of Health care providets during the interview with Council

Health Management Team(CHMT) and those who filleshisstructured questionnaires,
yet these effects are not universal as they may depending on the magnitude of the

problem, location and population.

5 Strategies to Attract Health Providers to Work inRural Health Facilities

Attracting health care providers to work in rurataemote public health facilities is not
only a policy issue but also an issue of stratétaring noted the shortage of health care
providers in rural and remote public health faig$t respondents were asked to mention
strategies which will work out in order to attrdwtalth care providers to work in rural
and remote public health facilities. These are sanmad in Table 4.14.
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Those who provided that there are efforts made woddeto mention those efforts where
by 11(37.9%) mentioned that top management arenggiians and policies and they
are providing incentives for health care providefsle 12(41.3%) mentioned that there
is slightly improvements of infrastructures and king conditions and 6(20.6%)

mentioned that there is slightly improvement inaiog of information compared to the

past years.

Table 4. 13: Proposed Strategies to Attract HealtlCare Providers to Rural and

Remote Public Health Facilities

S/IN | Proposed Strategy Frequency Percentage
Those who work in the village should be provided
1) % , . : ; : 4 13.8
with incentives, improving working environment
2 | Security should be improved at every facility. 3 10.3
3 Basic services should be improved. We live in ppor > 6.9

working environment and we don't get basic serviges

There should be opportunities to attend higher
4 | education and the priority should be given for thos 3 10.3
who work in rural and remote public Health facility

Improve working environment as well as providing

5 . 6 20.7
enough working tools
Improve services, provide incentives and increase
; : 3 10.3
salaries, staff houses and payments of over time
Improve infrastructures, working conditions and 4 13.8

education to staff
Government to improve infrastructures 3 10.3

Source Field Data (2013)

On the role of the government in attracting Healhe Providers to work in rural public
health facilities , the study findings show tha{42.9%) agreed that the government is
making some efforts to attract health care prowdéo work in rural health facilities
while 16(57.1%)said that there is no much efforeglm
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CHAPTER FIVE
DISSCUSSION OF THE FINDINGS

5.1 Introduction

This chapter discusses the findings obtained fioenfield as presented in chapter four.
Respondents reported a number of factors influgnshortage of health care providers
in rural and remote public health facilities in &8k District which include poor working

environment, low satisfaction with salaries andowHnces, not been involved in

decision making, doing a lot of clinical tasks arad having sufficient time to rest.

The discussion of findings obtained in this stuslygpverned by the study objectives
which were, to identify factors that motivate wheealth care providers choose to work,
to examine the effects of shortage of health cao®igers in rural and remote public

healthcare facilities in Kilosa and to identify atrgies that may increase the

attractiveness of rural postings for health came/iplers.

This study is governed by Hertzberg two factor tlesodeveloped in 1950. Hertzberg
believed that the two dimensions of job satisfactaye dissatisfies (he called them
"hygiene" issues) and satisfiers, also called nadtirs. His theory was that employees

can be retained through minimizing dissatisfaciad maximizing satisfaction.

Employees’ needs and motivators vary so it is irtgodrto understand what motivates
them to perform. In this study factors such as dpportunity to develop, responsibility
were seen to have a significant influence on jolisfsa&tion and they determine the
decisions of health care providers to choose wteveork. Therefore these findings are
in line with the two-factor theory proposed by Heemy and Mausner (1950), which
recognize them as motivators i.e. responsibilitghi@vement, recognition and

opportunities to develop.

Reasons for dissatisfaction in this study were &smd to be in line with the hygiene
factors responsible for job dissatisfaction, whicttlude low salaries, quality of

supervision and poor working conditions as provigtethe conceptual framework.
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5.2 Factors Influencing Retention of Health Workersin the Rural Areas

5.2.1 Working environment

Working environment affects an employee’s perforogaand his attitude towards work.
This study revealed that most of public healthliées have old buildings which have
no continuous maintenance and in some cases there even toilets for both health
staff and the community members who need to uttligeservice. Although health care
financing is progressive issue in Tanzania theran increasing rate of shortage of
basic working facilities to provide various héatiare services such as Prevention of
Mother to Child Transmission (PMTCT), Maternal adtild Health (MCH), Provider
Initiative Testing and Counselling (PICT) and Rhiagnostic Tests (RDT) for
malaria due to shortage of reagents, deliveryssgtsors, sterilizing equipments, boots,

cleaning equipments and drugs.

Similarly, the study conducted by Chen et al., @00n shortage of health care
providers in South Africa noted factors influencitg health worker shortage and poor
health situation in Africa include undesirable waogkvironments as it is a major
impediment to appropriate service delivery. Howegéobal skill imbalances, poor

distribution of health workers in public health ifdies are other key impediments to
appropriate service delivery in various public tie&hcilities in Africa.

Physical environment of the healthcare workpladeng with other factors such as
culture and work processes, also impacts the heatth safety of the healthcare
workforce. According to Peter (2001), who conduaeslirvey on registered nurses, the
primary reason why nurses leave healthcare otlaer fitr retirement is to find a job that
is less stressful and physically demanding. In evesu of nurses conducted by the
American Nurses Association (2001), 76 percent led hurses stated that unsafe

working conditions interfered with their ability ppovide quality care.

5.2.2 Job Motivation and Incentives

Job motivation is a psychological issue. The stfidgdings show that health care

providers in rural and remote public health fa@sthave low level of job motivation
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because some issues mentioned as motivators amtiabsights and part of their basic

requirement at work.

During the study respondents mentioned a numb&abdérs which de-motivate them to
be Health care providers in rural and remote andote public health facilities.
Respondents who filled semi structured questioenaientioned a number of factors
which de-motivated them to be health care provid@ise most common reasons
mentioned were that, they are completely discowragéh working environment
because they are not favourable. For example gfeodbworking facilities like reagents
and drugs, poor and old staff houses (for those gdt@ne) poor infrastructure and lack
of basic services which include bank and lack ohetary compensation especially for
extra duties performed and outreach programs.

During the interview with Council Health Managemdm®iam (CHMT) Members it was
noted that, Health care providers have very lovell@f motivation and that only few
were happy with the environment. Furthermore th@amittee members said that some
of health care providers are working in Kilosa dcstsimply because they were posted
to work there but they are not motivated with thevionment. However lack of
monetary incentives, Insecurity (especially for ygdemale nurses who are frequently
approached and disturbed by men especially duhagntght, witchcraft, and in some
few cases they are not happy with language abuseided by some community

members.

In order to solve the human resources for heal#iisan Africa and improve health care
quality, health workers need to be motivated andop@ance approaches can achieve

important efficiency changes.

Yet, while theoretically most of health systemsvule the appropriate institutional

setting, (Appropriate institutional setting Meaisstitutional Frame Work. This means

there is well established system (frame work) whiohlude organs and policies

governing how grievances, complaints, Rewards ahdrdasic claims of health care

providers should be dealt with) demonstrated that reality is far more complex.
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Motivational theories suggest that if performanggraaches are based on financial
incentives these can produce adverse effects, eoamvdntrinsic motivation and
provide incentives for gaming and multitaskinghich has been shown to be
particularly problematic in resource poor settinaggrovided by Hussami (2008).

Therefore basing on the study findings, it shoulie understood that health care
providers working in rural and remote public hedtilgilities in Tanzania particularly

Kilosa District are poorly rewarded for extra wWand that they are working under
difficult conditions. This means that there is nght balance in creating institutional

arrangements that target both intrinsic and extrimetivation as required.

The study findings noted that, monetary incentibasically allowances in lieu to daily
performance is a problem as it was mentioned b9%7of the respondents disagreed
with the statement on whether they are paid allesanreflecting their daily
performance. These findings reflects the philogopbhind the Expectancy Theory
which asserts that job satisfaction is based oplp&obeliefs about the probability that
effort will lead to performance (expectancy) muled by the probability that
performance leads to rewards (instrumentality) #mel value of perceived rewards
(valence) which was also provided in the concepfumine work for this study as
provided by Pillay (2008).

Therefore the amount of effort exerted on a jobetels on the expected return and may
result in increased pleasure or decreased dispkamod that people may perform their
job and be satisfied if they believe that theiogl will be rewarded, perhaps through a
job promotion. This means that perhaps health pao®iders working in rural and
remote public health facilities would have beeniwated to work and being retained in
rural health facilities if financial incentives meed would have reflected their efforts
exerted at work.

5.2.3 Opportunities for Further Training

Career opportunities allow individuals the prospHaeveloping their careers further. A

number of studies have shown that career developsignificantly reduces turnover,
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and effective strategies for motivation and retmtought to be based on creating a
stimulating and challenging environment. During #tedy respondents have provided
that opportunities for further training is a polisgue and they are available but the issue
is that one cannot afford the costs of trainingaose the sponsorship is on an individual

basis (private sponsorship).

A total of 16 (51.7%) disagreed with the statenthat their training needs were met
while 12 (42.9%) strongly disagreed. This implieattthere is a default on the category
of further opportunities for health care providemsrural and remote public health
facilities which is contrary to the goals of Humaasource Policy Guidelines (2005) as
provided by Ministry of Health and Social Welfa@9(09) which state that,

...“Human Resource Policy major goal is to have a wklhned, trained

deployed and motivated workfofce

Almost the similar findings were reported by thedst conducted by Campbell and
Ebuehi (2011) in Nigeria, on attraction and retemtof qualified health workers which
indicated that lack of opportunities for furtheaitring to health care providers is among

the factors influencing shortage of health careviolers in Nigeria.

The study showed that factors that hinder attractibhealth care providers to work in
rural areas included opportunities for career tgraent, availability of equipment,

flexible working hours (the ability to adjust theiompulsory daily 8 hours work time
according to the facility workload), rural allowacstaff relationship, safety and
availability of good schools for children. Howevaome (mostly rural) respondents
cited instances of having to recall those off dwtyvork when the workload was heavy,

and having to send some workers off duty when #iept load was light.

Stewart et al. (2006), in the study on global@atand health care providers cricis

identified lack of training as a result of limitdohancial resources to be a factor for

shortage of health care providers. The study ntitatideveloping countries have long

experienced chronic shortages of healthcare priofeasls. These shortages are usually

rooted in a lack of resources that prevents theitig or retraining of sufficient numbers
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of nurses, physicians, or other healthcare prafests. However, in recent years, a
number of demographic and societal changes havéioenh to create significant and

long-term shortages in both developed and devealppountries. There is an almost
universal shortage of Registered Nurses (RNs),ethbg increased demand in the face
of a declining supply. Many countries also facendigant shortages of Medical Doctors

(MDs).

Therefore this implies that, to appreciate the meguents of rural training, it is
necessary to understand rural communities, theilttheervice needs and the nature of
rural practice. There are a series of key parametat provide the framework which
determines the structure and function of rural theaervices, how rural practitioners
work and the nature of rural practice. These patarseor “rural realities” are:
geography and demography; the rural culture; roratbidity and mortality patterns;

resource limitations; and workforce shortages.

5.3 Effects of Shortage of Health Providers

There are current and projected shortages in maaitthprofessions, from nursing to
pharmacy to laboratory technology. Factors thatrdmute to these shortages are varied
and complex. Some of the contributing factors ideluhe state of the economy;
decreased interest and enrolments in the healttegmions during the 1990s; limited
capacity in the education system to increase suqpigkly; the aging of the general
population and the health professional workforee] technological advancements that
contribute to the demand for services and, thuswhirkers. It should be noted that this
substantial shortage has significant effects.

URT (2007) observed that, Morogoro region was amihiegregions in Tanzania with
high infants, maternal, and under five mortalityeg It was observed that Kilombero
District had153 deaths per1000 in 2005 comparet2® in 2001, Ulanga district had
150 deaths per 1000 compared to 115 in 2001, Kdasteict had 190 deaths per 1000 in
2005 compared to112 in 2001.
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These rates of infants, Maternal and under fiveevassociated with shortage of health
care providers in health services provision andnduassisted delivery. Around the
world, the health status of people in rural areagenerally worse than in urban areas.
McFarlane (2000provide that, there is a relationship betweerrtsiges of health care
provider's and infant’s mortality rate in South &, infant mortality rates in rural areas
are 1.6 times that of urban areas. Rural children7@% more likely to be underweight
or under height for age; 56% of rural South Afrigdive >5 km from a health facility;
and 75% of South Africa’s poor people live in rueskas. The low health status and
variable patterns of illness and injury in ruraé@s sometimes lead into deaths especially

if they are not attended by qualified health prefesals.

In general, the rates of avoidable deaths in ramal remote areas are higher than in the
cities. Generally, work injuries are more seriond anore severe in rural areas, which to
some extent follows from the stoicism and the ‘toogh to care’ mindset particularly

amongst farmers and agricultural workers.

The effects of shortage of health care providersural and remote public health
facilities vary depending on the culture, geographilocation and nature of the
community. The study findings show that the shatad health care providers has
substantial effects to the community at large idilg health care providers themselves.
The effects include; Failure to provide patientthwiealth services timely, Services are

not provided as required (efficiency and effectesnof service provision).

However it was noted that some health facilitiegehanly two health care providers
(high work load) and the consequence is lack ofceatration on the patients' needs.
Services are not provided by qualified health gaoviders which jeopardizes the health

condition of citizens.

5.4 Strategies to Attract Health Care Providers tdNork in Rural Public Health
Facilities
Varied perceptions of strategies to recruit andinehealth care providers were reported

by respondents as presented in chapter four. Rdeptsgenerally felt compulsory rural
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service for government employees including heattre qoroviders was un reasonable
and it discourage health care provider's willingnhés work. This was a motivation
Strategy which focused on motivating Employees waieworking in rural areas. It was
for Teachers (both primary school and secondarpdgiHealth care providers of all
cardres. The objective was to give some extra momemployees who work in hard
environment in Rural and remote Public Health faed. But it was not implemented at

all.

During the study the respondents mentioned thaptsitive work attributes could be

enhanced by better housing and prospects for cade@ncement.

Being able to choose the rural area to work in alae felt to be of some value while

there was strong support for greater rural findnriaentives as a means to attract
people to such posts, with as health care provisieggesting that there should be up to
50% improvement in basic salary. The shortage afthevorkers in the areas where

they are most needed is an important problem faltihgystems.

Patients who have the greatest need for healthteadeto live in remote and rural areas,
but attracting skilled health workers to such araad retaining them there has proved
difficult.

This implies that such an uneven distribution odltileworkers contributes directly to
the global burden of ill health and inequity in hleaoutcomes. Thus, it will not be
possible to improve health outcomes globally unlessre health professionals are
attracted to work in rural and remote areas. itz significant evidence of impact in
well controlled trials may not be sufficient forfamming practical policy decisions. The

results of many human resource strategies arenie sneasure, self evident.

Dolea et al., (2009, conducted made a study tcsasdeategies in attracting health care

providers in rural public health facilities. Theidy noted that improving rural financial

incentives are likely to improve rural recruitmemd retention, but the critical questions

are how much money is required to achieve a ceftapact and how do financial

strategies compare to other policy options, eitimglividually or in combination.
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However in Tanzanian context, the answers to thmsestions will certainly vary
between one rural area and another and perhapsofmemegion to another.

Therefore what policy makers actually need is imfation on the relative impact and
cost effectiveness of different packages of hunesource interventions in a variety of

contexts.

During the study respondents mentioned varioustegfies which may workout in
dealing with shortage of Healthcare providers makand remote public health facilities.
The study findings noted that 4(13.8%) mentioneat those who work in the village
should be provided with incentives and improvingrking environment 3(10.3%)
mentioned that security should be improved at evacdyity,2(6.9%) mentioned that
basic services should be improved because theosmvents in which health care
providers are working basic services like bank,ketare not available till one travel a
distance, 3(10.3%) mentioned that there should pporunities to attend higher
education and the priority should be given for thahno work in rural and remote public
Health facilities, 6(20.7%) mentioned that Improwerking environment as well as
providing enough working tools, 3(10.3%) mentiorledt there should be Improvement
of services and provision of incentives, incresakaries, staff houses and payments of
over time for extra hours worked, 4(13.8%) menttbnthat improvement of
infrastructures, working conditions and educationhealth staff should be provided
while 3(10.3%) said that the government shouldrowe infrastructures of all kind in

villages, rural and remote areas.

During the interview with Council Health Managemd&am (CHMT) members it was

noted that there are some strategies which arertilyrused in Kilosa district to attract
health care providers and retain them as well. dwencil members said that currently
job vacancies are advertised internally to membétke local communities in order to
reduce the possibility of turnover after recruitmeRor example cadres of Trained
Nurses and Laboratory technicians are sometimesited internally. However it was

noted that monetary incentives is an ideal bec#usas some budgetary implications

and there is budgetary deficit there in.
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CHAPER SIX
SUMMARY OF THE FINDINGS, CONCLUSION AND POLICY
IMPLICATIONS

6.1 Introduction

This chapter presents the summary, conclusion atidypimplication of the study on
assessment of factors influencing shortage of headte providers in Kilosa District
Morogoro Region. Objectives of this study was tenidfy the factors that motivate
health care providers choose where to work, to @xatme effects of shortage of health
care providers in rural and remote public healthdacilities in Tanzania and to identify
strategies that may increase the attractivenesgalfpostings for health care providers.

6.2 Summary of the Findings

Shortages of health care providers have now relach#cal levels in many resource
poor settings especially in rural areas includindps@ as presented in this study.
Strategies for improving performance, retention atichcting healthcare providers vary

depending on levels, experience and cadres oftheaife providers.

During the study it was noted that factors whidfiuence shortage of health care
providers are poor working environment, low job mation and incentives, absence of
opportunities for further training and when theg awailable there are difficult to access

because of nature of sponsorship.

The study further noted that, general working emwinents of the facility which among
other things involve shortage of working gearsgesds, drugs, poor houses of staff,
toilets, old buildings, and absence of Quality afrkvlife programs at the facilities are
important issues which health care providers carsichen they choose where to work.

The study noted that, effects associated with agerof health care providers include

poor quality of health services, high working loddshealth care providers, poor work

efficiency and in some few cases deaths may happen.
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The study findings noted that 4(13.8%) mentiorteat those who work in the village
should be provided with incentives and improvingrking environment 3(10.3%)
mentioned that security should be improved at evacility, 2(6.9%) mentioned that
basic services should be improved because theosmvents in which health care
providers are working basic services like bank,ketare not available till one travel a
distance, 3(10.3%) mentioned that there should pporunities to attend higher
education and the priority should be given for thano work in rural and remote public
Health facilities, 6(20.7%) mentioned that Improwerking environment as well as
providing enough working tools, 3(10.3%) mentiorledt there should be Improvement
of services and provision of incentives, incresakaries, staff houses and payments of
over time for extra hours worked, 4(13.8%) menttbnthat improvement of
infrastructures, working conditions and educationhealth staff should be provided
while 3(10.3%) said that the government shouldrowe infrastructures of all kind in

villages, rural and remote areas.

6.3 Conclusion

This study observed that decisions of health pasgiders to choose or not choosing to
work in rural public health facilities among othiings depends mainly on one’s job
satisfaction, motivation , career decisions, waogkienvironment, availability of
opportunities for further trainings and incentiv@eb satisfaction of healthcare workers
is also an essential part of ensuring high qualgse. Dissatisfied healthcare providers
not only give poor quality and less efficient chrg there is also evidence of a positive

correlation between job satisfaction and patiensfsection.

Given the pivotal role that healthcare professismddy in determining the effectiveness,
efficiency and sustainability of health care systemis imperative to understand what
motivates them in order to reduce the level of &ym of health care providers in rural
health facilities.

As noted above, improving rural financial incensivare likely to improve rural

recruitment and retention, but the critical quesdicnclude how much money is required

to achieve a certain impact and how do financiadtsgies contributes to retention in
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comparison to other strategies, either individualyin combination. In Tanzanian
context, the answers to these questions will gdytaiary between one rural area and
another and perhaps from one region to anothereldre what policy makers actually
need is information on the relative impact and effgctiveness of different packages of

human resource interventions in a variety of caistex

6.4 Policy Implication

Although the results of a single study cannot iantkelves be considered as a solid
foundation for making decisions in health plannitingg results of this study suggest that
interventions should be carried out to increasel&ewof job satisfaction to health care
providers in order to attract health care providamnd retain them in rural and remote
public health facilities. Since job satisfactionsha strong correlation with job
performance, it is imperative to reinforce relevanman resources polices, improving

working conditions and compensation.

However there should be improved relationships betw Tanzanian government
through the Ministry of Health and Social Welfareahat Health care provider should
be effectively involved in decision making and pdad with enough opportunities for

further training in fairness and equity.

6.5 Areas for further Research

The availability of qualified human resources playsvital role in the provision of
guality health services. As far as employee’s waitbn is concerned, area for further
research might be to evaluate some specific matiydactors for each cadre in order to
come out with specific motivation strategies gousgreach cadre. This will give a clear
picture on what exactly each cadre of health caoeigers need in order to continue

working or to be attracted to work in rural pultliealth facilities.
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6.6 Limitations of the Study

The major limitation of this study was respondetitige to fill the questionnaire because
of schedule as they were few in number at the Indaltilities. This lead into long

waiting for the researcher as the researcher hagiountil the respondents finish their
responsibilities. Some respondents were completetyipied by administrative issues
especially Council Health Management Team membdmyever this was solved

through making appointments in the following dayubh the health facilities are

located far away.
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APPENDIX

Appendix 1: Semi Structured Questionnaire for Healbh Care Providers

Name of the health facility

District Name

Title of the respondent

Work Experience (Duration)

Gender

Education Level Secondary education
Form four [ ]

Form Six [ ]

Certificate [ ]
Diploma [ ]
Degree [ ]
Medical Doctor (MD)| ]

Masters| ]
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WORKING ENVIROMENT AT THE FACILITY

S/IN What is the total number of Health care Cadre Available Required
Providers in this Facility? Number number

1(a) Medical Doctors

Assistant Medical
Officers
(AMOs)/Clinicians
Clinical officers
Assistant clinical
officers

Nursing officers
Trained nurses
Nurse Midwives
Public Health Nurse
(PHN) B

Maternal and Child
Health Aides (MCH)

1(b) | Are they enough to perform daily operations atYES [ ]
this facility? NO [ ] i

1(c) If NO Explain which cadres are experiencing| Please Mention ........................
severe shortage? |,

2 What do you think are the effects of shortage|dPlease Mention.................c.oceeeenie.
health care Providers in Rural Public Health |
Facilities?

3(a) Are you provided with enough working YES[ ]
facilities during the performance of your task§?NO [ ]

3(b) If NO, how does lack of working gears affect | Please explain.........................
your performance and health services provisipn
in general?

4(a) How many hours do you work per week in thisHours [ ]
facility?

4(b) Did you work on calls hours in the last thirty | Hours [ ]
days? None[ ]

If YES, How many on call hours did you work
in the thirty days?

5(@a) Do you receive any allowances when working YES [ ]
extra hours? NO [ ]

5(b) If NO, Why do you think there is no payment| Please explain..........................
for extra hours worked?

6(a) | What is you housing status? Please tick appropriate.

Rented [ ] Owned [ ] Government owned [ ]
Explain..........cooooiiii.

6(b) | If Rented who pays for the house rent?

7(a) Does the working environment at this HeadltHES|[ ]
facility reflect your expectations beforeNO [ ]
recruitment?

7(b) If YES, what do you like most about theéExplain.......................
working environment at this Health facility? T

7(c)

If NO, What do you dislike most about workir‘ngprain ..........................

at this Health facility?
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GENERAL SATISFACTION

S/N | RESPONSIBILITY Strongly | Agree Disagree| Strongly
Agree Disagree

8 If i could choose the career again i would
make the same decision

9 My income is a reflection of the work | do

10 | There is no personal growth in my work

11 | I would like to change my career

12 | I really enjoy my work

13 | In general | am satisfied with my work

14 | | enjoy the status in the community ag a
healthcare professional

15 | Ireceive recognition for tasks well done

16 | | am entrusted with great responsibility in my
work

17 | | have enough freedom to decide how | do|my
work

18 | | spend more time doing what could be done
by others with less experience & training

19 | There is a direct relationship between training
and job performance at this district

20 | think training received has satisfied my
training needs

21 | There are equal opportunities for everyone [to
attend training at this Health Facility

22 | Training received has improved my job
performance

23 | For the five years period the performance of

Health sector at this District has improved d
to an increasing rate of training opportunitie

[92)
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S/N

MONETARY BENEFITS

Strongly
Agree

Agree

Disagree

Strongly
Disagree

24

Monetary benefits received by Health care
Providers at this district reflect the efforts
exerted at work

25

Health care Providers at this District are
satisfied by monetary
benefits reveived

26

Monetary benefits received by Health ¢
Providers at this District are similar
employees of the same level (education, sc
in other sectors.

are
0
ale)

27

Allowances received by Health care providers

at this district reflect their daily performance,

28

Monetary benefits received by health care
providers contribute to their performance.

S/N

DECISION MAKING

Strongly
Agree

Agree

Disagree

Strongly
Disagree

29

Health workers are involved in decisi
making at the facilities.

DN

30

Views provided by Health care Providers in
order to improve quality of life and services
are not considered.

31

The district health committee recognizes
efforts and performance of Health care
Providers.

32

Health care providers at this district are
provided with incentives when they are
involved in decision making meetings.
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JOB MOTIVATION

33 | What motivates you to be a Explain.................ccooveiiieennnn.
Health care Provider in
Rural area Health
Facilities?
34 | For how long did to plan to] EXplain ..........cc.ccoovvvii v e,
continue working in this
facility?
35 | Ifyou are given a chance toYES [ ]
choose working inurban | NO [ ]
and rural Health facilities | Please explain... ..............cocoovinee,
would you make the same
decision?
At this Health Facility do | YES [ ]
36( | you experience the problem NO [ ]
a) of Labour Turn over?
36 | If yes why do you think Explain ..........coooii i,
b) | there is a turnover in this
facility?
37 | What are the compensationdention .............ccceevvvevnennn.
doyoureceive when | L
working extra hours?
ATRACTION TO WORK IN RURAL HEALTH FACILITIES
38( | Do you think most of Health care Providers | YES[ ]
a) prefer to work with rural health facilities in NO [ ]
their first appointment?
38 | If NO why do you think they are not interestedExplain................c..ocoooie.
b) | to work with Rural Public Health Facilities?
39 | What do you think are proper strategies to | Please
attract Health care providers to work in rural | explain............ccocoe i i
public health facilities? |
40( | Do you think the government has made enoUgtES [ ]
a) efforts to attract health care providers to work NO [ ]
in Rural Public Health Facilities?
40 |i). IFYES mention those efforts |
D) |

i) If NO what do you think should be done to
attract Health care Providers to work in Rura
Public Health Facilities?
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Appendix 2: An in-depth Interview Guide for Council Management Team
Qn.1.How can you describe the physical environment isf ltealth Facility?

Probe questions

» Do you think the Physical environment encourages i perform as to the
stated objectives?(buildings, Privacy rooms dugngsultations, cleanness of
the environment, availability of facilities to supp hygiene, toilets, water
supply, drainage systems).

* What are the key challenges faced in the courpeiddbrmance of your daily
duties with regard to the existing physical envimamt?

» What supervisory strategies do you need to imprglg/sical environments at
this health facility?

Qn.2. What quality of work life programs do yowbat this Health facility?

Probe guestions

* Can you list the type of Quality of Work Life pragnmes that exists and
are being applied in this health facility?
* To what extent the programme has improved wellbeiridealth care

providers?

* What are the challenges faced in implementatiahisfprogramme?

Qn.3. Do you think why Health care providers aveinterested to work Rural and
remote Public Health facilities?

Probe on: (Job description, Job expectations, and opporasior further training,
training and development, job motivation, recogmtirom the community).
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Qn.4. What makes Health care Providers choose th wsome Rural Public Health
Facilities and refuse to work in other Rural Publalth Facilities?

Probe guestions
* Do you think there is a difference in working eviment between one rural

Health Facility and another in different location?

* What are the reasons for that difference? (if any)

* Do you think that difference has something to dthwihhe government health
policies?

* What is the contribution of Council Health Managateam in promotion of

health facility working environment?

Qn.5. What are the effects associated with shorwégkealth Care Providers in rural and
remote public health facilities?

Probe on (effects to the community, quality of the servia®rk load distribution,
client rights, Health facility administration, dew with emergency cases).

Qn.6. What strategies should be made to attradtiH€are Providers to work in rural
and remote public Health facilities?

Probe on (Government strategies, existing policies, retennechanisms,
recruitment strategies, benefits and remuneratodicips)
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APPENDIX IlI

Table 4. 14: Status of Health Care Providers aSilnweyed Health Facilities

Number of
Health care
providers per

s/n Item assessed Responses Frequency | facility Percentage
1 Availability of Medical Available 3 1 10.3
Doctors
Not available 26 ( 89.6
> Required number of Medical Required 16 q 559
Doctors
Not required 13 1 44.8
3 | Availability of AMO Available 14 1 48.3
Not available 15 ( 51.F7
4 | Required number of AMO Required 18 4 62
Not required 11 ( 37.9
5 Av§|lab|llty of Clinical Available 27 1 93.1
Officers
Not available 2 q 6.9
6 Requwed number of Clinical Required o5 5 86.2
Officers
Not required 4 q 13.8
7 Aygllab|llty of assistant Available 0 0 0
clinical officers
Not available 29 q
8 R_equwed number of Assistant Required 29 5 10(
clinical officers
9 Av_a|lab|I|ty of Nursing Available
officers
Not available 29 d 100
10 Reguwed number of Nursing Required
officers
Not required 29 0 100
11 | Availability of trained Nurses| Available 19 4 65.5
Not available 10 @ 34.5
12 Required number of Trained Required 17 1 58.6
Nurses
13 | Availability of Midwives Available 18 1 62.1
Not available 11 q 37.9
14 | Required number of Mid wives Required 8 3 27.6
Not required 9 a 31

Source: Field Data (2013).
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