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Abstract

Background: While over 70% of the population in Tanzania reside in rural areas, only 25% of physicians and 55% of
nurses serve these areas. Tanzania operates a decentralised health system which aims to bring health services closer to
its people through collaborative citizen efforts. While community engagement was intended as a mechanism to support
the retention of the health workforce in rural areas, the reality on the ground does not always match this ideal. This study
explored the role local communities in the retention of health workers in rural Tanzania.

Methods: An exploratory qualitative study was completed in two rural districts from the Kilimanjaro and Lindi regions
in Tanzania between August 2015 and September 2016. Nineteen key informant interviews (KIIs) were conducted
with district health managers, local government leaders, and health facility in-charges. In addition, three focus group
discussions (FGDs) were conducted with 19 members of the governing committees of three health facilities from the two
districts. Data were analysed using the thematic analysis technique.

Results: Accommodation or rejection were the two major ways in which local communities influenced the quest for
retaining health workers. Communities accommodated incoming health workers by providing them a good reception,
assuming responsibility for resolving challenges facing health facilities and health workers, linking health workers to
local communities and promoting practices that placed a high value on health workers. On the flip side, communities
could also reject health workers by openly expressing lack of trust and labelling them as ‘foreigners; by practicing cultural
rituals that health workers feared and discrimination based on cultural differences.

Conclusion: Fostering good relationships between local communities and health workers may be as important as
incentives and other health system strategies for the retention of health workers in rural areas. The role communities
play in rural health worker retention is not sufficiently recognized and is worthy of further research.
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Key Messages

Implications for policy makers

o Indesigning health worker retention strategies, policy-makers should factor in the relationship between local communities and health workers.
o Interventions targeting community actions that promote attraction and retention of health workers in rural communities should be developed.
o Priority should be given to large scale research on the context specific roles that communities can play in retention of health workers.

Implications for the public

Attracting and retaining health workers to rural areas of Tanzania is a major priority. This research has documented the powerful roles that
communities can play in supporting or discouraging health workers to stay in rural areas. Strategies are needed that better harness the positive
potential of communities in rural health worker retention. Conversely, this study has unveiled the consequences of community actions on the
retention of health workers coming from different cultural backgrounds. Last but not least, this study has opened a ‘pandora’s box’ of cultural rituals
which differ from one community to another and how these can be viewed as sensitive to people coming from a different community.

Background
Retention of the skilled health workforce in rural and remote

opportunities and limited career prospects as the major factors
underlying the poor retention of the health workforce in rural

areas has remained a hurdle to many health systems globally."
By 2015, only 38% of nurses and 24% of physicians served
the rural population.’ The available literature points to work
and living environments, low remuneration, lack of economic

areas.*® Despite the understanding that the retention of health
workers in rural areas is a multifaceted problem, strategies
tend to be fragmented and selective in their approaches,
such as the provision of financial incentives or specific career

Full list of authors’ affiliations is available at the end of the article.
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opportunities.” These ‘supply side’ approaches also do not
consider or engage the actions of local communities and their
influence on the retention of health workers.

Tanzania, a middle-income country in sub-Saharan Africa
is not an exception in the quest for the retention of health
workers in rural areas.®* While over 70% of the population
resides in rural areas,'® only 55% of nurses and 25% of
physicians work in rural areas." In the context of this study,
health workers refer to the formally trained, recruited and
deployed health workers of the government of Tanzania who
are officially recognized in the public service scheme and
staffing norms of the Ministry of Health and Social Welfare.’
Like many other countries, Tanzania has had a long history of
attempts to address health workforce challenges. The health
sector reforms of the 1990s stand out as one of the major
efforts aimed at improving health workforce retention in
Tanzania.

The 1990s health sector reforms firstly reversed a 1977
ban on the private provision, allowing for private practices,
opening of private health facilities, opening private health
training institutions, and re-engaging this sector through
public private partnerships.”® Secondly, the reforms re-
introduced decentralized health system administration in
the form of devolution."? Tanzania adopted a decentralised
health system with three levels; the primary, secondary and
tertiary level." The primary level health system was made
the focal point for healthcare services planning, provision
and programme implementation'? and the districts were
given the mandate to recruit, deploy and retain health
workers." To fulfil the new roles of devolved administration
and the goal of ‘bringing services closer to the people;
community engagement at all levels of decision making
and implementation was made mandatory. Community
health workers (CHWs) were deployed to improve access to
healthcare services. Although not a formalised cadre, CHWs
are considered a core component of community-based health
systems'® linking local communities to health facilities. In
addition to CHWSs, Health Facility Governing Committees
(HFGCs) were formed to ensure that the community is
adequately and systematically engaged. The HFGCs are
comprised of five elected community members and three
appointed members (the health facility in-charge, a member
from the village government committee, and a member of
the Ward Development Committee). The main roles of the
HFGCs include (i) developing the plans and budget of the
facility and (i7) liaising with the Health Facilities Management
Teams and other actors to ensure the delivery of quality health
services."”

In addition to the administrative reforms described
above, the government of Tanzania has tried several specific
strategies combining both financial and non-financial
incentives to retain the skilled health workforce in rural
areas. However, these measures have produced little or no
observable improvements.'® Financial incentives have often
failed to materialise due to budget limitations while most of
the non-financial incentives have also required some form of
funding. Non-financial incentives to the health workers may
appear to be cheap, but can have huge financial costs to the

government and may thus be difficult to implement.” Non-
financial incentives in Tanzania have included: opportunities
for education career development, proactive staff recruitment,
compulsory community service, bonding schemes, contracting
arrangements and provision of accommodation.'>***' Most
of these strategies have been proposed through the central
government with little or no involvement of the decentralised
health system and without being piloted. This has created
challenges such as poor understanding, lack of resources for
implementation and poor ownership of these strategies."

Therefore, despite the reforms, the revision of the
administrative system and the different strategies adopted for
retaining the health workforce in the rural districts, most of
the rural districts have failed to retain the adequate number
of skilled health workers, thus challenging the realisation of
the health sector reform goals.®'>'® In Tanzania like in many
other parts of the world, the majority of studies on health
workforce issues have focused on describing the problem,
such as documenting the shortages of health workers
and geographical imbalances, and evaluating ‘supply side’
strategies, such financial and non-financial incentives.®%!$*
Studies of the factors associated with the retention of health
workers in rural Tanzania suggest that the ability to settle
in a rural community may be more important than job or
post characteristics.”? However, there is a dearth of literature
on how local communities and their actions influence the
retention of health workers in rural areas. The aim of this
study was to explore the role played by local communities in
the retention of health workers in rural Tanzania.

Methods

Study Design

This exploratory qualitative study was conducted in two
rural districts in Tanzania between 2015 and 2016. The
exploratory study design was considered appropriate as the
role of communities in the retention of health workers was
scarcely known and yet thought to be embedded in the social
processes of communities.

Study Setting and Site Selection
Tanzania operates a decentralised health sector administrative
system that is organised in a pyramid of three levels: (i) the
primary level, comprised of the district health management
(Council Health Management Team and District Health
Services Board), district hospital, health centres, dispensaries
and in some areas, a community health post. At the primary
level, there is also an organised community-based health
system providing the link between primary health facilities
and the local communities through the CHWSs'; (if)
Secondary level which comprises the regional and regional
referral hospitals; and (iii) Tertiary level which constitutes the
zonal referral hospitals, specialised hospitals, and the national
hospitals. This study was conducted in two rural districts,
one in the Kilimanjaro region, northern Tanzania (herein
referred to as A) and the other in the Lindi region, southern
Tanzania (herein referred to as B). This East African country
is subdivided into seven geopolitical zones (Table 1).

The two zones (Figure) were purposefully selected to explore

60 | International Journal of Health Policy and Management, 2022, 11(1), 59-66



Sirili et al

Table 1. Geopolitical Zones of Tanzania

Zone Regions

Central zone Dodoma and Singida

Eastern zone Coast, Dar es Salaam and Morogoro

Lake zone (K;aegi:ara, Mara, Mwanza, Shinyanga, Simiyu and

Northern zone Arusha, Kilimanjaro, Manyara and Tanga

Southern zone Lindi and Mtwara
Southern highlands Iringa, Mbeya, Ruvuma and Njombe

Western zone Katavi, Kigoma, Rukwa and Tabora

the influence of the different cultural practices, economic
activities and the availability of social services. In the southern
zone, Lindi was purposefully selected among the two regions
forming that zone. This zone is amongst those with the most
severe health workforce shortages.?* From the northern zone,
the Kilimanjaro region was purposefully selected to represent
the zones with more favourable health workforce availability
in the country.* The two districts (A and B), one from each
zone, were randomly selected from a pool of six districts
forming each region. The main economic activities of people
in district A are small scale farming, livestock keeping,
business and tourism, and the majority of the population
are Christians. In district B the main economic activities are
similarly small scale farming, fishing, business and tourism.
The majority of the residents in district B observe the Muslim
faith. Two wards were randomly selected from the 25 five
wards in district A, and two wards were randomly selected
from the 20 wards district B. From the selected wards in the
two districts, all villages with health facilities were included in
the study (Figure).

Selection and Recruitment of Study Participants
We used purposive sampling to identify the key informants
and focus group discussion (FGD) participants by their

positions and responsibilities concerning health worker
retention. From the two districts, informants were selected
from the district to the dispensary level in the selected wards
and villages. They included District Medical Officers, District
Health Secretaries, District Executive Directors, the District
Hospital Medical Officers in charge, Health Centres’ medic
in-charge, Ward Executive Officers, dispensaries’ Clinical
Officer-in-charge and the Village Executive Officers. The
study also involved FGDs with members of the HFGCs of the
selected facilities.

Data Collection

Using a Kiswahili semi-structured interview guide and a FGD
guide, we conducted 19 key informant interviews (KIIs) and
three FGDs with 19 members active in the HFGCs from the
selected facilities (Table 2). The first author conducted all
interviews and moderated the FGDs and a research assistant
took notes during the interviews and discussions. All KII and
FGDs were audio-recorded using a digital voice recorder.
The audio recorder was kept secured by the researcher. The
KIIs lasted between 30 and 60 minutes while the FGDs lasted
between 60 and 90 minutes. The interviews were carried out in
the natural settings of the informants, including their offices
or designated rooms at the facilities. The FGDs were carried
out at one of the designated rooms at the health facility or at a
classroom in a nearby school as identified and arranged by the
village leader. The age of participants ranged from 26 years to
58 years with work experience from 2 years to 28 years.

Data Analysis

All interviews and FGD transcripts were transcribed verbatim
and translated into the English language. To avoid loss of
the original meaning, back translation was completed for
some of the transcripts, especially those that were analysed
by non-Kiswahili speakers in the research team, while for
native Kiswahili speakers, the analysis was completed using
the Kiswabhili transcripts and quotes; codes, themes and sub-
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Figure. Selection of Study Sites.
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Table 2. Participants for KIl and FGDs

Category Male Female  Total

Key informants
District Executive Director 1 0 1
District Medical Officers 2 0 2
Ward Executive Officers 1 1 2
Village Executive Officers 1 1 2
District Health Secretaries 0 2 2
Health Facility In-charges 4 5 9
Human Resources Officer 0 1 1

FGD participants (members of HFGCs) 11 8 19

Abbreviations: KII, key informant interview; FGD, Focus group discussion;
HFGCs, Health Facility Governing Committees.

themes were translated to English. In this analysis process,
the District Executive Directors, Ward and Village Executive
Officers were grouped into one category named the ‘Local
Government Executive Officers; the District Medical
Officers, District Health Secretary and the District Human
Resource Officer were grouped as ‘Health Managers;” and the
HFGC members were referred to as FGD members.

We used a thematic data analysis approach, using both
inductive and deductive reasoning.” First, we started by
developing an initial codebook for data analysis, based on
our study objectives. We then refined the codebook from
the themes which emerged during the analysis. The first
author developed the initial codebook and shared it with all
authors. The codebook was discussed, further developed,
and a final codebook was imported into NVivo 11 qualitative
data analysis computer software. Second, we tested the agreed
codebook by having three authors independently coding
the first two interview transcripts. Their coding was almost
identical and, hence, the codebook was not modified at the
time. At this stage, although the data analysis was guided, it
was not confined to the primary codes.

Third, inductive coding was assigned to text segments which
represented a new theme that was not pre-determined. The
new codes were assigned as separate codes or an expansion of
the codes available in the initial codebook. Fourth, through
comparisons, checking similarities and differences, the codes
were sorted into categories that were further clustered into
sub-themes and then aligned into themes. The whole process
of analysis was iterative, with further scrutiny carried out by
going back to the interview transcripts to identify, summarise,
and retain the patterns and similarities, differences and newly
emerged themes. Finally, we presented the themes with

Table 3. Roles Played by the Community in the Retention of Health Workers

supporting and succinct quotes that describe the meaning
underpinning each theme.

Results

From 19 KlIIs and 3 FGDs with 19 participants, two overarching
themes emerged: accommodation of the health workers into
the local communities and the rejection of health workers by
the local communities (Table 3).

Accommodation of the Health Workers into the Local Communities
Accommodation of health workers refers to the actions
that the communities undertook to ensure the absorption
and acceptance of health workers hailing from outside their
district into their host communities. These actions were
viewed as essential in promoting the retention of the health
workers in their work posts by making them feel a part of the
community. The actions included good community reception
of new health workers, local government engagement in
resolving challenges facing the health facilities and health
workers, local government leaders acting as a link between
health workers and the local communities, and the value
placed on health workers by the local community members.

Good Community Reception for New Health Workers

Good community reception of the newly employed or
transferred-in health workers was reported by some health
facility in-charges as contributing to the retention of health
workers in their facilities. Health facility in-charges reported
that in collaboration with the local government leaders, they
organised a welcome ceremony for the newly employed or
transferred-in health workers. These ceremonies brought
together community members from different villages, the
community (village) leaders, and the newly employed or
transferred-in staff. Opportunity was taken to introduce
the new health workers to the community. Sometimes,
this introduction process was taken further to include the
introduction of new health workers to members/heads of
households. This event made the incoming health workers
feel valued by their host community:

“..we received one clinical officer last year, the village
chairperson took him around and introduced him to the
community...the community was very happy, he also felt
good for such a positive reception...” [Health facility in
charge-4-District B].

In district A, some facilities had made internal arrangements
for an annual ceremony. In this ceremony several activities
took place. This included giving a prize to the best performing

Theme Sub-themes
. . Good community reception of new health workers
Accommodation of the . . . s
R . Local government engagement in resolving challenges facing the health facilities and health workers
health workers into the local . . .
- . Local government leaders acting as a link between health workers and the local communities
communities .
. The value placed by the community on the health workers

Rejection of health workers by
the local communities

Lack of trust in health workers by the community
. Cultural rituals practiced by the local community

. Discrimination of the health workers by the local communities due to cultural differences
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health worker, and inviting and introducing new health

workers to other health workers and local government leaders.

During this occasion, health workers who were retiring and

those transferred to other places were also bid farewell:

“..in this party we welcome and introduce newly

employed or transferred-in health workers in that year, we
introduce them officially to the community, we say farewell
to retirees and transferred workers... we give prizes to the
best performers of the year...all these make our workers
feel valued and united..” [Health facility in charge-6-
District A].

Local Government Engagement in Resolving Challenges Facing
the Health Facilities and Health Workers

In district A, local government leaders reported working
closely with the health workers, participating in resolving
challenges for both the health facilities and the health workers.
The local government leaders felt that their engagement in
resolving such challenges made the health workers feel valued.
This contributed to satisfaction with their work as well as
the working environment. Informants further reported that
local government leaders achieved this by organising regular
meetings with facility in-charges to discuss the day to day
running of the health facilities.

“..our Ward Development Committees and Village
Development Committees meet at least once every month
to discuss many issues, including the challenges facing our
health facilities and our workers..” [Local Government
Executive Officer-2-District A].

Local Government Leaders Acting as a Link Between Health
Workers and the Local Communities
Informants from both districts stated that the fact that
local government leaders come from the community
and work closely with the health workers, contributed to
accommodation by providing a link between health workers
and communities. It was further reported that the engagement
of the local government as representatives of the community
in the day-to-day matters of the health facilities minimised
friction between the health workers and the community, thus
providing a supportive environment for work and living to
newly employed or transferred-in health workers:
“..initially, it used to be a challenge, every day it was
complaints from the community about our services here... we
stood our point, they stood theirs and frictions were always
there.... But when we realized the importance of engaging
their leaders and thus formulation of the committees, the
committee has acted as an important linkage and it clears
most of the issues before getting into frictions...” [FGD
member-3-District B].

Value Placed by the Community on the Health Workers

Members from the HFGCs from district A reported putting
great value on the health workers’ contribution to their
communities. According to them, health workers’ attrition
puts the community at risk of not getting health services and
communities were advised by their local leaders to ‘handle
health workers nicely; to make sure that they are retained.

The HEGC participants further added that supporting health
workers with some of their daily chores showed they valued
them and made them feel part of the community. The latter
was mentioned as contributing to conducive health workers’
work and living environments:

“..the health workers are there for us and we value them,
for instance, this Saturday we (the community) will be
cleaning the surroundings of the Health Centre... they take
care of our health we must take care of them so as they stay
with us..” [FGD member-6-District A].

Rejection of Health Workers by the Community

Health managers, health facility in-charges and members of
the community stated that sometimes the community rejected
health workers, forcing them to seek transfer to other places.
The common forms of rejection were open expressions of lack
of trust in health workers by the local community through
their leaders, indirect rejection of health workers through
practices referred to as ‘superstition’ and discrimination of
the health workers by the local communities due to cultural
differences.

Lack of Trust in Health Workers by the Community

Health managers from district B reported that some
communities, through their community leaders, expressed
lack of trust in health workers. Although the reasons for this
lack of trust were not always clear, the managers felt that the
community wanted health workers who originated from
district B and that those who came from outside the district
were pejoratively termed as ‘foreigners. The managers added
that this situation made it difficult to retain health workers in
the district as it created uncertainties and fear for the health
workers:

“..for instance, there were two health workers in one
facility, an old woman and a young lady, the political leader
came to my office and said that they (the community)
didn’t want the young lady...a few days later the young
lady came and said the leaders didn’t want her and they
are embarrassing her. So, she decided to leave...” [Health
manager-1-District B].

Members of the HFGCs in district B added that sometimes
the lack of trust in health workers by the community was
attributed to poor engagement with community leaders by
the health facility managers on matters involving the running
of the facilities. In the FGD with a health committee in one
ward, the majority of the discussants reported that they were
not aware of, or involved in, issues concerning the health
facilities in their villages:

“...there is no involvement in the health services board at
the ward level and below...this makes us as a community
see everything as a new thing, sometimes you decide to go to
the health facility and get a surprise from everyone there...
it is called a government facility but as representatives of
the community we are not involved in anything...” [FGD
member-2-District B].

Practice of Cultural Rituals by the Local Community
In district B, health managers reported that health workers
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perceived themselves to be at the receiving end of practices
they referred to as ‘cultural rituals’ from the local community.
These practices were described as mostly affecting the very
remote areas and as grounded in local cultural beliefs. Health
workers who came from outside district B and who had
not encountered such practices before, found them hard to
accommodate. They added that some of these practices were
seen by health workers as instigating fear of the unknown or
witchcraft. The latter was reported to represent an indirect
but powerful form of community rejection. The managers
indicated that in such instances, health workers were quick to
seek transfers to places out of district B or in semi-urban areas
within this district, adding that if the opportunity for transfer
was denied, health workers would opt to resign instead.
“..this community practices a lot of cultural rituals ... when
it happens, a worker will come and tell you, I have failed,
I can’t stay here with these witches, give me a transfer or I
resign ... now as you know the situation you give her/him the
recommendation letter for transfer...” [Health manager-2-
District B].

Discrimination of the Health Workers by the Local Communities
Due to Cultural Differences
Wider cultural differences between health workers and
communities were cited among the major challenges of health
worker retention in district B. Cultural differences were based
on tribal origin and further complicated by the differences in
religious beliefs. New health workers that did not originate
from district B stated that they had difficulty securing houses
for rental. Landlords were more comfortable renting their
houses to people who shared the same culture as them, and
in the event health workers were able secure a house, they
experienced living with indigenous tenants as challenging.
Similar problems were reported in district A, where health
workers indicated being denied access to the purchase of land
for building and cultivation by their host communities. The
indigenous members of the communities were not ready to
sell their pieces of land to health workers, especially those not
originating from the area. For this reason, some of the health
workers opted to seek transfer to other places:

‘... Here people have placed the value of their land very
high, it is at least easier to sell to someone who originates
from here but it is extremely difficult if you are not from
here... even if it were you, how can you live like a tenant
throughout your life?” [Health Manager -2-District A].

In places where religious beliefs were strong, health workers
not belonging to the religion of the majority were excluded
from community social activities. Alongside the cultural
practices described earlier, these factors were regarded as
major reasons for seeking transfer or resigning.

“..here most of the people are so religious....If you do
not belong to their religion, they leave you aside even in
community social activities, how do you stay in a community
while feeling excluded?” [Health facility in charge-3-
District BJ.

Discussion
We aimed to explore the role played by local communities in

the retention of health workers in rural areas. The findings
from this study shed light on how local communities can
accommodate or reject health workers through different
means. The largely contrasting experiences of accommodation
and rejection in the high (A) and low (B) retention districts,
respectively, suggest that community factors have an
important bearing on rural health worker retention. While
accommodation promotes the retention of health workers,
rejection fuels their attrition. The latter is attributed to the
role of the local community and health workers’ relationship
and actions of the local community.

Role of the Relationship Between the Local Community and
Health Workers in the Retention of Health Workers

The findings of this study resemble findings of other studies
that have highlighted the importance of the relationship
between local communities and health workers in the retention
of health workers in Tanzania and other places. Shemdoe et al,
in a 2016 study explaining the retention of health workers in
Tanzania, documented that better retention of health workers
in rural areas was related more to settling into the community
than into particular job postings.”® From the findings of
our study, we explain settling into the community as the
interaction between the community and the health workers,
involving principally the acceptance of health workers into the
cultural norms of the local community. Acceptability and the
integration that follows enhance ties between health workers
and the local communities. This is similar to the findings of
Kiwanuka et al in Uganda.*

From the findings of our study, how the community receives
and treats the health workers has major bearing on the
relationship between them. Community attitudes crucially
reflect the value placed by the community on health workers
and is vital in their retention. When health workers feel a
sense of being valued it creates a sense of belonging and they
are more likely to stay and work in that particular community.
Similar observations have been made in Bangladesh and
Australia. In a study conducted in Bangladesh, it was reported
that the retention of CHWs was motivated, among other
factors, by the value placed on them by the community.”” In
rural Australia, overseas trained doctors who were returning
home were motivated to stay in rural communities due to the
welcoming culture of the local communities.?® Similar to our
tindings, the latter study stressed further the importance of
good reception of the health workers by the local community.

Brunton et al® have highlighted the crucial role of
community engagement in the effectiveness of public health
interventions. Community engagement is viewed to increase
the acceptability of public health interventions and enable
mutual learning. In our study, when the community was
engaged and integrated into the running of the local health
services, a sense of trust was created that made it easier to
accept and accommodate new incoming health workers to
their community. In a Zambian study on the engagement of
the community in informed consent, Zulu et al* describe
community participation as complex and influenced by socio-
cultural values, but that undermining this participation may
result in mistrust and affect implementation of interventions.
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Actions of the Local Community and Retention of Health
Workers

Our study hasrevealed that where thelocal governmentleaders
and the community participate in addressing the challenges
facing the health workers and health facilities, these actions
promote a sense of togetherness between the local community
and the health workers. In a study conducted in rural Nigeria,
it was revealed that the actions of communities may constitute
important retention factors that can overcome the effects
of push factors such as erratic financial and non-financial
incentives.*! This study concluded that the communities play
an important role in retaining health workers through the
provision of social, financial and accommodation support.
In another Nigerian study by Ebuehi and Campbell, a better
living environment and family support systems were reported
to motivate the health workers to stay in rural areas.’

From the findings of this study, we argue that it is the
relationship between the health workers and the local
communities that can enhance the retention of health workers.
We further argue that the local community leaders have a
large role in linking and integrating the health workers with
the local communities and thus can foster good relationships,
contributing to the retention of health workers. In the same
manner, local community leaders can foster a bad relationship
between the health workers and the local communities and
thus contribute to the poor retention of health workers. In
Tanzania and perhaps in many other resource-constrained
countries, building on better community relationships with
health workers can perhaps be a feasible and sustainable
option in promoting retention of health workers in rural areas
compared to financial incentives.

We further interpret the findings of our study in line with
Vroom’s expectancy theory of motivation.”® According to
Vroom, when the worker has the correct support (expectancy)
to do the job, s/he is likely to do it better. Vroom adds that
when the job done by this worker is valued (instrumentality)
there is a chance of increasing performance in the expectation
of more rewards (valency). From our study findings, when the
community places value on the health workers by supporting
them as revealed, it adds to their feelings of being valued and
thus motivated to work for this community. When a worker
is motivated to work for a particular community, this worker
will likely stay and stick in that community. Bonenberger
et al** explain the relationship between health workers’
motivation, satisfaction and turnover in Ghana, pointing out
that motivated and satisfied health workers are more likely to
be retained at the district level than their counterparts.

Conversely, our study has also revealed that the community
may at some point reject the health workers. The rejection
may be direct or indirect by providing an unfavourable living
environment to the health workers in the community. The
creation of a hostile environment through thelocal community
view of health workers as foreigners was also documented
in a study by Sirili et al on the retention of medical doctors
in Tanzania.*® Similar to the findings of this study, some
communities made it hard for health workers to acquire a
piece of land or even a house for rental in order to settle in
the area. The role played by access to accommodation is also

recognised in several other studies on enhancing the retention
of health workers.®”*>* When health workers are uncertain of
their accommodation and safety, the role that can be played by
monetary incentives is highly limited. Poor retention of health
workers caused by hostility to non-indigenous health workers
deployed to work in rural and remote regions without prior
consultation with local authorities has also been described
by Awofeso in rural Nigeria.”” Community engagement in a
truly grounded manner can assist in addressing challenges
related to community rejection of health workers. This can
be achieved by increasing trust between health workers
and communities through building authentic partnerships
which include mutual respect as well as active and inclusive
participation.®®

Study Limitations

The fact that a health worker (medical doctor) led the
interviews might have induced social desirable responses from
the participants. However, the triangulation of informants
from all levels of the health service and the community, the
settings selected for interviews and having research assistants
with social science backgrounds offset this limitation. The
majority of participants in the study represented local elites,
whether from the health department or local government,
and the narrative may be biased to reflect their perspectives.
The inclusion of community members in the FGDs partially
offsets this limitation.

Conclusion

Thefindings of this study underscore the role of the relationship
between the local community and health workers, and the
community actions on the retention of health workers in rural
areas. Investing in building a good relationship between the
local community and health workers, and fostering actions
which promote the reception and integration of health
workers in the community could be a worthwhile investment.
Positive relationship building requires collaborative efforts
from health workers, community members and local leaders.
Promoting and creating social spaces for engagement can be
used as a strategy by local government authorities to nurture
positive relationships. Rural communities should be engaged
in designing locally acceptable but yet feasible interventions
in promoting the retention of health workers in their
communities. The various roles communities could play in
rural health worker retention is worthy of further research.
Ethical issues

Ethical clearance for this study was obtained from the Senate Research and
Ethics Committee of the Muhimbili University of Health and Allied Sciences in
Tanzania (Ref. No. 2015-01-15/AEC/Vol.IX/43). Permission for data collection
was obtained from the ministry responsible for health, the ministry responsible
for local government, regional and district authorities, and heads of health

facilities. Written informed consent was obtained from each study participant
before the Kl or FGD.

Competing interests
Authors declare that they have no competing interests.

Authors’ contributions

NS, lead the drafting of the manuscript, DS, JMZ, and GF provided supported
NS in the drafting of the manuscript and provided technical guidance. MT
provided overall guidance to the drafting of the manuscript and its revision. All
authors reviewed and approved the manuscript.

International Journal of Health Policy and Management, 2022, 11(1), 59-66 | 65



Sirili et al

Authors’ affiliations
'Department of Development Studies, School of Public Health and Social

and health systems in Tanzania. J Public Health Policy. 2012;33 Suppl
1:5202-215. doi:10.1057/jphp.2012.48

Sciences, Muhimbili University of Health and Allied Sciences, Dar es Salaam, 21. United Republic of Tanzania. Ministry of Health and Social Welfare.
Tanzania. 2Department of Community, School of Public Health and Social Second Health Sector Strategic Plan (HSSP Ill). United Republic of
Sciences, Muhimbili University of Health and Allied Sciences, Dar es Salaam, Tanzania; 2008.
Tanzania. 3School of Public Health, University of Zambia (UNZA), Lusaka, 22. Munga MA, Kilima SP, Mutalemwa PP, Kisoka WJ, Malecela MN.
Zambia. “School of Pharmacy, University of Waterloo, Waterloo, ON, Canada. Experiences, opportunities and challenges of implementing task shifting
SDepartment of Epidemiology and Global Health, Umea University, Umea, in underserved remote settings: the case of Kongwa district, central
Sweden. %Department of Health Policy, Planning and Management, Makerere Tanzania. BMC Int Health Hum Rights. 2012;12:27. doi:10.1186/1472-
University School of Public Health, Kampala, Uganda. 698x-12-27
23. Shemdoe A, Mbaruku G, Dillip A, et al. Explaining retention of healthcare
References . . . . . ,
1 World Health O o WHO). The World Health R 2006: workers in Tanzania: moving on, coming to ‘look, see and go,’ or stay?
: W°rk, eTat o rgaf”'za:mm(] » H)O 2‘306 orld Health Report ' Hum Resour Health. 2016;14:2. doi:10.1186/s12960-016-0098-7
vorking logether for Healh. : : 24.  Sirili N, Kiwara A, Gasto F, Goicolea I, Hurtig AK. Training and deployment
2. Liese B, Blanchet N, Dussault G. Background Paper: The Human ) . ) .
A Crisis in Health Servi ' Sub-Sah Africa. Washingt of medical doctors in Tanzania post-1990s health sector reforms:
D?O_IL_’;CGWHSEQ za2003emces in sub-saharan Alrica. ashington, assessing the achievements. Hum Resour Health. 2017;15(1):27.
Y Ce St‘” taL" o B Zum P Braichet I | oA ) doi:10.1186/512960-017-0202-7
’ oea L, ormo'n » Shaw D, 2umn I, Braiche - increasing cces's 0 25. Fereday J, Muir-Cochrane E. Demonstrating rigor using thematic
Health Workers in Remote and Rural Areas Through Improved Retention: L . . . ) .
Global Policy R dati G . World Health O zation: analysis: a hybrid approach of inductive and deductive coding
20‘(’)9"’ olicy recommendations. Geneva: World Health Qrganization; and theme development. Int J Qual Methods. 2006:5(1):80-92.
4 H .h J. Wak ). Pashen D. Buvicc P. R ion S . J doi:10.1177/160940690600500107
’ ump‘ reys J, Yvakerman ., a-s en D, Buykx P. Retention Strategies an 26. Namusoke Kiwanuka S, Akulume M, Tetui M, Muhumuza Kananura R,
Incentives for Health Workers in Rural and Remote Areas: What Works? . ) . . )
. . ) . Bua J, Ekirapa-Kiracho E. Balancing the cost of leaving with the cost
The Australian National University (ANU); 2009. L ) ) )
5 Yumkella F. Reteni f health k in | Hinas: of living: drivers of long-term retention of health workers: an explorative
’ :nﬂ ela . :en lon o ee; ‘ (ere/tvf\,’o/r ters ":. Ow/_re;o%uer-(ffj ings: study in three rural districts in Eastern Uganda. Glob Health Action.
. :Aa e_”ge; i”" ris"O”JS:S'H ’;tr"” g"” : T‘:”a fona. ' ‘f' it 2017;10(suppl  4):1345494. doi:10.1080/16549716.2017.1345494
: anzi ) C e' enberg o u or.1 » 8t al. Human resources for hea 27. Rahman SM, Ali NA, Jennings L, et al. Factors affecting recruitment and
care delivery in Tanzania: a multifaceted problem. Hum Resour Health. ) . . ) Lo
2012-10:3. doi:10.1186/1478-4491-10-3 retention of community health workers in a newborn care intervention in
199, COLTR. A o Bangladesh. Hum Resour Health. 2010;8:12. doi:10.1186/1478-4491-8-
7. Buykx P, Humphreys J, Wakerman J, Pashen D. Systematic review of 12
effective reltentlon mcenhveg for health workers in rural and remote areas: 28.  Han GS, Humphreys JS. Overseas-trained doctors in Australia: community
towards evidence-based policy. Aust J Rural Health. 2010;18(3):102-109. . . - . . .
doi10.1111/i 1440-1584.2010.01139 integration and their intention to stay in a rural community. Aust J Rural
. MO" 0 :_| 'R ot .th' Tanvania: Chall oo Health. 2005;13(4):236-241. doi:10.1111/j.1440-1584.2005.00708 x
’ ae§a - fuman Resources for Heallh In fanzania: &hallenges, Folicy 29. Brunton G, Thomas J, O’'Mara-Eves A, Jamal F, Oliver S, Kavanagh
Options and Knowledge Gaps. Bergen: CMI; 2006. . . . . ) .
9 United Republic of T o Minist f Health and Social Welt J. Narratives of community engagement: a systematic review-derived
’ S:If? LEPUI Icf ° M.a.nfanlaf. H Inllt?ry Z s eg | V\?nlf o;la rte a;e. conceptual framework for public health interventions. BMC Public Health.
Ha |It:gs e"_esF"r,l,t_'”'sg °Ith ?a_ ,a”I tf:C't_a © Zri epa ";‘;”12 2017;17(1):944.  doi:10.1186/512889-017-4958-4
ealih service Factities, Healih fraining Institutions and Agencles U4~ 30. Zulu JM, Sandey IF, Moland KM, Musonda P, Munsaka E, Blystad A.
2018. United Republic of Tanzania. 2013. . . .
10. United Republi T 2. Nati | B ¢ Statisti 2012 The challenge of community engagement and informed consent in rural
: P”' e/ ; ep“d':’ o agza”'a'_Pa'T”ta, D‘frj‘?: t,° N :: '?S;t y Zambia: an example from a pilot study. BMC Med Ethics. 2019:20(1):45.
Aopuagn an SOLllSII’Ig. Uenfus Ropu;lr./on]c :n utlor.r 2};)13m/ms rative doi:10.1186/512910-019-0382-x
r(-?-as. ar es. alaam: nl.e .elpu ic ot lanzania, B 31. Abimbola S, Olanipekun T, Igbokwe U, et al. How decentralisation
11.  United Republic of Tanzania. Ministry of Health and Social Welfare. . ) ) . S
H R tor Health Strateaic Plan 2014-2019. D Sal ) influences the retention of primary health care workers in rural Nigeria.
U“TZ”ReSOt‘)’lfce f"; ot < ;f)ff’c an UT4-2U19. Dar es walaam: Glob Health Action. 2015;8:26616. doi:10.3402/gha.v8.26616
n!e epu .IC ° anzalnla, o 32. Ebuehi O, Campbell PC. Attraction and retention of qualified health
12.  United Republic of Tanzania. Policy Paper on Local Government Reform. . .
b Sal . United Republic of T ia: 1998 workers to rural areas in Nigeria: a case study of four LGAs in Ogun State,
ar es salaam: United Republic of fanzania, : ) ) Nigeria. Rural Remote Health. 2011;11:1515. doi:10.22605/rth1515
13. United Republic of Tanzania. An Act to Amend the Private Hospitals . . .
Requlation) Act. 1977 to Make Provision for fhe M t of Privat 33. De Simone S. Expectancy value theory: motivating healthcare workers.
Legf‘tal '°S) | Cdj o 0 daOe “,""Stfon 0{1 ,ted ;”ag‘;‘,“e”f$ rvate Am Int J Contemp Res. 2015;5(2):19-23.
ospitals by Indlviduals and Drganizations. Lnited Republic of fanzania; 34. Bonenberger M, Aikins M, Akweongo P, Wyss K. The effects of health
1992. o . . . . L
14. United Renublic of T 2. Minist f Health and Social Welk worker motivation and job satisfaction on turnover intention in Ghana: a
- cnried mepublc of fanzania. NSy of Heath and social THetare. cross-sectional study. Hum Resour Health. 2014;12:43. doi:10.1186/1478-
National Health Policy [Draft]. United Republic of Tanzania; 2003. 4491-12-43
15. Munga MA, Maestad O. Measuring inequaliies in the distribution of 35. Sirili N, Frumence G, Kiwara A, et al. Retention of medical doctors at
health workers: the case of Tanzania. Hum Resour Health. 2009;7:4. - . . . .
d0i10.1186/1478-4491-7-4 the district level: a qualitative study of experiences from Tanzania. BMC
16 UOI'.t d-R bi f:l' Ministrv of Health. & ity Devel " Health Serv Res. 2018;18(1):260. doi:10.1186/s12913-018-3059-0
’ nited Republic o anzanle'l. |n|sryol ealn, omlemly evelopment, 36. Sirili N, Kiwara A, Nyongole O, Frumence G, Semakafu A, Hurtig AK.
Gender, Elderly and Children. National Community Based Health . s .
P ol tation Desian. United Republic of T i 2017 Addressing the human resource for health crisis in Tanzania: the lost
. Fmgrammee' :l‘p e”;e”a'o;‘ Mes'gn' r|\1/IIeH e_p“Alf ‘(’;h a"nzanla, o in transition syndrome. Tanzan J Health Res. 2014;16(2):104-111.
: _r“:”encet o y:’:‘ Tt';ga : c‘]”anglt‘ h t,“”'?’ iy ??”ges_mt e doi:10.4314/thrb.v16i2.6
|fmp emKen ation od' te'at sec orAl ecéelntr)'a I:Ia I(I)tl;r InA Tzam;b?;?gg%g%zs 37. Awofeso N. Improving health workforce recruitment and retention in rural
dr°_'_“10 3°4”(;32"‘/’ah 'Ser_'(‘)’ 20‘::;2”' ob HeallhAction. o : and remote regions of Nigeria. Rural Remote Health. 2010;10:1319.
18 UOI'.t d‘ R gl'a.vf IT. ia. Ministry of Health and Social Welf: doi:10.22605/rh 1319
’ nited Republic of lanzania. |n|s-ry of Healih an O,C'a N arg. 38. Tindana PO, Singh JA, Tracy CS, et al. Grand challenges in global health:
Human Resources for Health Strategic Plan 2008-2013. United Republic . . ) . .
£ T s 2007 community engagement in research in developing countries. PLoS Med.
ot fanzania, - o , 2007;4(9):273. doi:10.1371/journal.pmed.0040273
19. Dambisya YM. A Review of Non-Financial Incentives for Health Worker . ) . . s
Retention in East and South Africa. South Africa: Health Svst 39. Shenton AK. Strategies for ensuring trustworthiness in qualitative
Re en ’o’; g as Dan t ou terfphrlca. OUS h rIICi-H e?th s .ys ems research projects. Educ Inf. 2004;22(2):63-75.
e.sear(': roulp, epartment o armacy, Sehool ot Hea clences, 40. Graneheim UH, Lundman B. Qualitative content analysis in nursing
University of Limpopo; 2007. . . .
20. Pemba S Macfarl SB. M beni R. Goodell AJ. K EE. Tracki research: concepts, procedures and measures to achieve trustworthiness.
- remba s, Mactariane sb, Mpembent i, ©00dell A, Kaaya EE. Tracking Nurse Educ Today. 2004;24(2):105-112. doi:10.1016/j.nedt.2003.10.001
university graduates in the workforce: information to improve education
66 | International Journal of Health Policy and Management, 2022, 11(1), 59-66


https://doi.org/10.1186/1478-4491-10-3
https://doi.org/10.1111/j.1440-1584.2010.01139.x
https://doi.org/10.1186/1478-4491-7-4
https://doi.org/10.3402/gha.v6i0.20983
https://doi.org/10.1057/jphp.2012.48
https://doi.org/10.1186/1472-698x-12-27
https://doi.org/10.1186/1472-698x-12-27
https://doi.org/10.1186/s12960-016-0098-7
https://doi.org/10.1186/s12960-017-0202-7
https://doi.org/10.1177/160940690600500107
https://doi.org/10.1080/16549716.2017.1345494
https://doi.org/10.1186/1478-4491-8-12
https://doi.org/10.1186/1478-4491-8-12
https://doi.org/10.1111/j.1440-1584.2005.00708.x
https://doi.org/10.1186/s12889-017-4958-4
https://doi.org/10.1186/s12910-019-0382-x
https://doi.org/10.3402/gha.v8.26616
https://doi.org/10.22605/rrh1515
https://doi.org/10.1186/1478-4491-12-43
https://doi.org/10.1186/1478-4491-12-43
https://doi.org/10.1186/s12913-018-3059-0
https://doi.org/10.4314/thrb.v16i2.6
https://doi.org/10.22605/rrh1319
https://doi.org/10.1371/journal.pmed.0040273
https://doi.org/10.1016/j.nedt.2003.10.001

