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Definition of Key Terms  

The Gender Equity Continuum (1) provides a framework for understanding approaches to 

integrating gender.  

Gender blind (GB): interventions that do not recognize how gender dynamics affect 

behavioural out- comes. This is identified as harmful. Gender aware interventions: 

programs/policies deliberately examine and address the anticipated gender- related outcomes 

during both design and implementation to achieve better behavioural and health out- comes. 

Within the gender aware category, the GEC identifies the following three levels:  

Gender exploitative (GE): interventions reinforce or exploit harmful norms to achieve 

desired outcomes. This approach is also harmful and can undermine the objectives of the 

program in the long run.  

Gender Accommodating (GA): interventions acknowledge, but work around, existing 

gender dynamics or roles. This approach may result in short-term benefits and may be an 

important first step in challenging rigid gender norms and inequalities; however, it may not 

reduce gender inequality for the long term or address gender systems that contribute to 

differences and inequalities.  

Gender Transformative (GT): interventions seek to transform gender relations to promote 

equality and achieve program objectives. Attempts to promote gender equality by (i) fostering 

critical examination of inequalities and gender roles, norms and dynamics, (ii) recognizing 

and strengthening positive norms that support equality and an enabling environment, (iii) 

promoting the relative position of women, girls and marginalized groups, and transforming 

the underlying social structures, policies and broadly held social norms that perpetuate gender 

inequalities.  
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Abstract   

Introduction: Nigeria is one of many sub-Saharan African countries experiencing a severe 

shortage of skilled health workers in their right number, mix and distribution. Attrition rates 

are highest at the primary care level despite the adequate production of nurses and midwives 

who constitute the bulk of the health workforce at the PHC level. This study seeks to explore 

the gender norms and experiences that could be influencing the retention of health workers 

at the PHC level.  

Methodology: This is a review of evidence from existing literature from sub-Saharan African 

countries. The author conducted PubMed and Google Scholar searches using a combination 

of different search terms relating to gender and retention of health care workers in sub-

Saharan Africa.  

Results: Study findings show that Marriage and family responsibilities, sociocultural norms, 

safety and security, poor human resource management, poor remuneration, poor funding of 

PHCs, and limited opportunities for career advancement are the gender-based factors that 

influence the retention of health workers at the primary care level in sub-Saharan Africa.  

Conclusion: The health system is not gender neutral. The patriarchal system of family 

headship in Nigeria influences the life course of a woman’s education, potential, and 

professional advancement. Gender mainstreaming in Healthcare particularly for Human 

Resources for Health is not yet institutionalized in Nigeria, although the policies which should 

form the bedrock for its implementation already exist. These factors contribute to the 

retention of health workers in PHC centres in Nigeria.  

Key Words: Gender, Health Workforce, Retention, Primary Health Care, Nigeria  

248 words 
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Introduction 

My experiences as a health Care Professional who has worked in both Public and Private 

sectors, and in rural and urban settings in a low-middle-income country piqued my interest 

in Health Systems and Human Resources for Health. I observed that being employed in the 

public sector and receiving a monthly salary does not automatically translate to high quality 

of care for patients and clients. Very often, people at the Primary level of care suffer most 

from absenteeism, unexpected transfers or leave, poor service delivery, etc. of health workers 

in their communities.  

This indicates that there are underlying factors at play. I chose to focus on the gendered 

perspectives of health worker retention because women constitute the bulk of health workers 

at the Primary level of care in Nigeria. Although several studies have focused on the retention, 

motivation, and Job satisfaction challenges of health workers in Nigeria, I figured that it was 

also important to take a gender lens and look through the experiences of women and factors 

that mediate their poor retention in PHCs in Nigeria.  

Since there is still little documentation about this focus in Nigeria, the aim of this study is to 

explore these gendered experiences from other sub-Saharan African countries of similar 

context, analyze their interventions to mitigate this problem and draw lessons from my 

findings for policy making in Nigeria, as part of my contribution towards the Gender equality 

target of the Sustainable Development Goals (SDGs).   
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CHAPTER 1 

1.1 Background 

Demography 

Nigeria is a Western African Country sharing boundary with Niger, Benin, Cameroon, and 

Chad. It is Africa’s most populoust country and the seventh most populous country globally. 

It has an estimated population of 198 million people and runs a Federal system of government 

with 36 States, 774 Local Government Areas (LGAs) and the Federal Capital Territory (FCT), 

Abuja. The LGAs are divided into 9,565 political wards where the Primary Health Centres 

(PHCs) are located(2). The country is divided into six geopolitical zones (North East, North 

West, North Central, South East, South West and South South) based on cultural and ethnic 

similarities(2). 

                 

Figure 1: Map of Nigeria. Source: en.wikipedia.org                          

Economy 

The predominant enterprise in Nigeria is subsistence agriculture, but government revenue 

(>75%) is obtained from oil. Gross Domestic Product (GDP) dropped from 6.2% in 2014 to 

0.7% in 2017. The current inflation rate stands at 18.7%. The current decline in oil revenue 

has affected the country’s public finances, including health expenditure. This has affected the 

finances of States and LGAs for health care which rely on the Federal Government (FG) 

Allocations(2). Terrorist attacks in the north has led to significant reversals in the health and 

development gains, in the North-Eastern region.  
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Cultural Diversity/Religion 

The major ethnic groups are Yoruba (South-West), Igbo (South-East) and 

Hausa/Fulani(North) in addition to over 300 other ethnic groups and over 500 languages. 

English is the official language of the country and the North is mostly Muslim while the 

Southern are largely Christians(4).  

Education 

As of 2008, primary school enrolment rate was 88.8% while completion rate in 2012 was 

87.7%. the literacy rate for young girls is 56.6% and 87% in urban areas. Literacy rats for 

women in the North-East and North-West are between 7.2%-55.7% compared to 90.1-96.4% 

in the Southern Zones. This points to a disparity between the two regions.(4)   

Gender and Inequity  

There are gender differences in the social indicators of the population. Nigeria ranks 152 out 

of 188 on the gender-related development index. Women of reproductive age constitute 22% 

of the population; there are 69.2% of educated male adults and 49.7% of educated female 

adults. The employment of women in the organized formal sector is low with only 36% of 

Nigerian women in the adult workforce. The higher levels of poverty and lower educational 

attainment and employment rates among women limits their ability to access health 

information and services(5). Marriage before the age of 15 is very common and Gender-Based 

Violence (GBV) remains a major public health concern and is still largely neglected area(2) 

                                        
Figure 2: Nigeria Age Structure. Source: www.indexmundi.com 
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Health System 

Nigeria operates a pluralistic system of health care consisting of public and private sectors, 

offering modern and traditional methods of health care. Public sector health care is managed 

at three levels: the LGAs are responsible for PHC services, State Governments oversee 

secondary care while the Federal Government provides tertiary care. The formal private sector 

consists of non-profit faith-based and non-governmental organizations; and private-for-profit 

providers. The private sector offers 60% of health care services through their facilities which 

make up 30% of the country’s conventional facilities {See Table 1, Annex}(2). The informal 

private sector includes traditional healers, drug shops, complementary and alternative 

medicine practitioners, and patent and proprietary medicine vendors.  

PHC forms the core of the national health system but it has remained weak and the health 

system is overstretched by rapid population growth and this threatens the achievement of 

the Universal Health Coverage (UHC) goals(2). In addition to providing Tertiary care, the 

Federal Ministry of Health (FMOH) leads the development, implementation, and supervision 

of specific health programs such as the National Malaria Elimination Programme (NMEP), 

National Tuberculosis and Leprosy Control Program (NTLCP), etc. The Federal and State 

Health Ministries of Health, Departments and Agencies manage the implementation of these 

programs at their own level(2). The health system is characterized by severe underfunding, 

inadequate number and skill of health workers, poor infrastructure, poor harmonization of the 

different stakeholders, unequal distribution of health resources, and limited financial 

protection for health expenditures(2). PHC in Nigeria is provided by the Local Government 

Authority (LGA) via health centres and health posts in urban and rural areas. Health services 

provided at PHCs include prevention and treatment of communicable diseases, immunization 

services, maternal and childcare services, Family planning services, public and environmental 

health education, and data collection on health and health-related events(6).  

 

Health Financing 

Poor funding and weak leadership are the main causes of the poor performance of the PHC 

system in Nigeria. Public health services are financed from government tax revenues. 

Government allocation to the health sector has not gone beyond 6% since year 2010. Budget 

releases have consistently been delayed and always fall short of actual budget allocations . 

Private Out-of-pocket spending as at 2017 is 77% which is almost twice the recommended 

limits of 40% by the World Health Organisation (WHO)(7). The National Health Insurance 

Coverage covers only 5% of the population(2). 
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Figure 3: Organizational structure of the Nigeria Primary Health Care System. Source: 

Abdulmalik et al., 2013: Country Contextualization of the Mental Health Gap Action 

Programme Intervention Guide: A Case Study from Nigeria. 

 

Human Resources for Health                            

Nigeria has one of the largest cohorts of Human Resources for Health (HRH) in Africa but still 

suffers significant shortages in some parts of the country {See Table 2, Annex}. The following 

cadre of health staff work primarily in PHCs namely, Doctors (at least 1), nurses, midwives, 

community health extension workers(CHEWs), Community health officers (CHOs), health 

technicians and untrained health volunteers(4). CHEWs undergo a diploma training in 

Community health care at Schools of Health Technology. CHOs are next to nurses in rank and 

they lead in the PHC in the absence of a nurse/midwife. They also train initially as CHEWS 

before proceeding for an extra year of training in a teaching hospital(1). CHOs and CHWs are 

paid by the LGA while Doctors, Nurses/Midwives are paid by the State Government {See Fig3} 

(1). Mal-distribution of the workforce has continued which is a disadvantage to rural areas, 

the northern parts of the country, and the health facilities at the lower levels(2). With an 

estimated global deficit of about 18 million health workers by the year 2030, particularly in 

low and lower-middle income countries, implications are that inadequate investment in the 
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health and social workforce diminishes the chances of achieving the Sustainable Development 

Goals (SDGs) (8). The national average of doctors is 38.9 per 100,000 population compared 

to the sub-Saharan African average is 15 per 100,000 population. The nurse/midwife 

population ratio stands at 148 per 100,000 population compared to the sub-Saharan African 

average of 72 per 100,000 population. Despite these high availability ratios, Nigeria still 

suffers from chronic shortage of health workers for its growing population needs, particularly 

in the northern areas of the country(10). A greater challenge is the maldistribution of existing 

health workers between the rural and urban areas across of the country(10). Nigeria requires 

about 150,000 doctors and 471,400 nurses by the year 2030. This indicates a gap of 33.45% 

and 29.25% calculated on the basis that all factors influencing the availability of HRH remain 

the same(2). 
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CHAPTER 2 

2.1 PROBLEM STATEMENT 

Nigeria currently faces the major challenge of a lack of capacity in providing and retaining a 

competent and adequate health workforce in the right skill mix to provide health care in the 

areas where services are needed the most(2). Nigeria is one of 57 countries in the world and 

36 countries in Africa which lack sufficient health workers required to meet the health-related 

SDGs(9). Apart from community health workers who are trained specifically to work in PHC 

in communities, many health workers in Nigeria seek opportunities leave the PHC system to 

urban areas to work at the secondary or tertiary healthcare level(6). Poor and irregular 

payment of salaries at the local and state levels, poor conditions of service, discord among 

professional cadres and persistent strike actions are major reasons for the poor retention of 

health workers(2).  

Patients seeking hospital care often bypass primary health care providers because such 

facilities are not well equipped. Primary care providers themselves often feel unsupported, 

demoralized, or suffer from burnout(10). Since PHC facilities are often the only kind of formal 

health care accessible to the surrounding communities, health worker shortage in these areas 

are associated with worse health outcomes(11),(12). Nigeria lacks organized and coherent 

data about the availability, spread and trends in HRH but a 2005 national survey revealed 

higher rates of health worker attrition from rural health facilities compared to those in urban 

settings. The attrition rate of doctors and nurses from rural areas was thrice and twice the 

rates from urban areas, respectively. At the PHC level, the attrition of doctors and nurses was 

much higher than at the secondary and the tertiary level. The resultant effect of this is that 

only 19% of Doctors and 31% of nurses worked at the PHC level of care(13). Evidence reveals 

that an increase in health workforce density by as much as 10% results in a decline in 

maternal mortality by about 5% in the country(14).   

In a study of 104 countries, nearly 70% of the health workforce were females but with 

differences in gender distribution by occupation in all the regions. Most of the female workers 

were concentrated in nursing and midwifery while the males were physicians, dentists and 

pharmacists in many of the countries (15). A growing health workforce required to sustain 

health systems and achieve UHC targets may face financial challenges such as public health 

expenditure gaps and wage bill ceilings(16),(17),(18). Since women in the health workforce 

receive lower pay for the same work, they seem to do “more for less”. This entrenches a 

perverse economic incentive to keep increasing the number of women in the health workforce 

as a way of keeping the overall health wage bill low. This strategy may not be recognized 

unless it is dissected using a gender lens(19). Female health workers from Ethiopia 

corroborated this fact in a study by Jackson and Colleagues. Female health workers reported 

that they suffered a disadvantage in the conditions of their pay and that men would have 

been paid higher (double) salaries for the same job because they are powerful(20).  

Gender inequalities slow down health worker career progression, increase employment 

bottlenecks,  attrition, and maldistribution in formal and informal work settings(21). In 

addition, absenteeism, reduced productivity, failing health and low health worker morale 

occur when gender discrimination thrives in the workforce behind “gender-blind” {see list of 

definitions} HRH policy makers, managers, and educators. This leads to having demotivated 

health workers at the frontline in both formal and informal health sectors(22). Gender biases 

hinder the realization of SDG 5 (achieve gender equality and empower all women and girls) 

SDG 8 (inclusive and sustainable economic growth, full and productive employment, and 
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decent work), among others. They equally cause systemic inefficiencies in health systems by 

undermining the productivity, distribution, motivation and retention of female workers, who 

constitute a majority of the health workforce(16).  

In Nigeria, the three tiers of Government were to adopt the National Human Resources for 

Health Policy and Plan by the end of 2015. But a mid-term review of the National Strategic 

Health Development Plan of 2010-2015 revealed that only 15 states had adopted the National 

Human Resources for Health Policy representing 42% coverage. As of 2017, none of the 774 

LGAs in the country have any specific policies or strategic plans for HRH resulting in a poor 

coordination of efforts to address important shortages, maldistribution of the available work 

force, poor governance and capacity for HRH, and reduced production and training 

capacity(23). HRH production asynchrony has led to an overproduction of CHEWs and an 

underproduction of midwives, and to mitigate this shortage of skilled workers in critical areas, 

the Federal Government introduced special schemes such as the Midwives Service Scheme 

(MSS) and Subsidy Re-investment and Empowerment Program (SURE-P) to improve the 

availability of nurses and midwives for the provision of maternal and child health services in 

underserved areas(2). Furthermore, the Nigerian Human Resources for Health Information 

System (NHRHIS) has been established with a health Workforce Registry to inform efficient 

HRH management and allow for up-to-date information about health workers. Huge gaps still 

exist in implementing the (NHRHIS) at all levels of care and the and the workforce registry 

was only established in the first quarter of 2020(2).  

2.2 JUSTIFICATION  

Morbidity and preventable mortality trends worsen in direct association with ease of access 

to health service(24). Improved retention of health workers improves the quality of care 

delivered because it increases competencies, strengthens team work, and health worker 

relationship with their host communities(25). Conversely, high attrition rates negatively affect 

health care increasing workload, hinders team work, and causes inefficiencies in work 

procedures(26).  

There is a global scarcity of studies on gender and retention focusing on female health 

workers. Most of the available studies are concentrated in developed countries and focus 

mainly on physicians and nurses(27). Further research is needed to better understand the 

poorly covered subjects of recruitment and retention, mentorship, professional development, 

training etc. among female health workers. It is equally needed in the context of the Sub-

Saharan African region (27). Sufficient data to underpin evidence-based decisions and policies 

to improve gender equity in the health workforce are lacking(23).   

Some studies have been conducted on the motivation, retention and Job satisfaction of health 

workers in rural areas(28),(29),(30) and others on the challenges, and how to strengthen the 

primary health care system in Nigeria (25),(26),(12),(19),(27), but the gender perspective 

has not been studied to bring attention to the ways in which social and behavioural differences 

between men and women could be leading to inequities in the working conditions of the HRH 

in the health sector(28). This work aims to fill up this information gap and apply a gender 

lens to provide a critical analysis of the existing information focused on gender and PHC in 

Nigeria, drawing on information from other SSA countries.  

 

 



 

9 
 

2.3 STUDY OBJECTIVES 

Overall Objective 

To explore the gender-based factors influencing the retention of health workers in Sub-

Saharan Africa and policies and practices to improve gender responsive strategies for 

retention to inform gender responsive policies for HRH at the PHC level in Nigeria.  

Specific Objectives 

1. To analyze the factors influencing the retention of health workers in Sub-Saharan 

African countries with similarities to the Nigerian context.  

2. To identify gender responsive policies and practices/interventions to improve the 

retention of health workers at the PHC level in other Sub-Saharan African Countries. 

3. To analyze the existing HRH policies at the PHC level in Nigeria and to what extent 

they are gender sensitive.   

4. To disseminate research findings to policy makers at the administrative levels (FMOH, 

NPHCDA and the Federal Ministry of Labour and Employment) to inform gender 

responsive retention strategies for Nigeria.   
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CHAPTER 3 

 

3.1 Methodology 

This research is a literature review. This was an online literature search from February to July 

2020 using google and google scholar search engines. Information was retrieved from 

databases such as the VU Library, PubMed using Mesh Terms, Human Resource for Health 

Online Journal, and the Global/Africa Health workforce observatory. Review of relevant 

literature about retention of female health workers at Primary care levels in Sub-Saharan 

Africa. This is because of the paucity of data in Nigeria. Research findings will be used to 

inform policies to address gender-based factors influencing health worker retention in Nigeria.  

A conceptual framework was selected to guide the literature review. The review included 

studies and reports, working papers and policy briefs/guides about health workforce 

composition, distribution, attrition, and retention, and gender analyses of health workforce 

earnings, conducted in Sub-Saharan African countries irrespective of study type. Preference 

was given to literature related to gender discussions about female health workers in work and 

home settings. Peer-reviewed articles and grey literature such as Policy documents from the 

World Bank, UN Women, WHO, evaluation reports, working/position papers, and information 

from official government websites and country specific profiles were consulted. The list of 

references from selected articles were further checked to retrieve original research and other 

relevant articles. 

Keywords and phrases used to search and retrieve literature include but not limited to “HRH 

and Gender”, “female health workforce composition”, “health systems and gender”, “gender 

and the health workforce”. These keywords were combined with the study areas mainly 

Nigeria, Africa, and Sub-Saharan Africa and Boolean operators were added to the keywords 

to control the search results (see Annex TABLE 1) 

Data Quality and Analysis 

Article abstracts were read to ensure that it met the inclusion criteria. The themes in the 

framework were organized under the corresponding objective. Information from literature 

corresponding to each theme and objective were organized. Similar or interconnected themes 

were grouped together under the corresponding objective and discussed. To ensure data 

quality, the methodology of each research was read both from the abstract and in-text to 

determine how the study was carried out and the methods were reproducible and followed 

research guidelines.   

 Conceptual Framework 

The conceptual framework (CF) on gender and HRH designed by Steege et al. for the analysis 

of Gender relations and Work life of Community Healthcare providers (31) was selected for 

this research. The framework was designed to show how gender relationships and gender 

roles influence the experiences of Close to Community (CTC) healthcare providers at the 

individual, community, and health system levels. CTC providers are CHEWs and volunteer 

health workers but in Nigeria, CHEWs are trained by government for a period of 2-3 years 

and paid by the LGA to work specifically in PHCs as support staff to Nurses and Midwives (2). 

Because of the similarity in the context, work environment and job description, CTC providers 

as mentioned in the framework will include in this study, CHEWs, CHOs, Nurses and midwives 

who work in PHCs in the Nigerian context.  
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The framework was selected because it highlights many different factors mediating gendered 

experiences of healthcare providers at the community level. The framework was helpful in 

structuring the answers to the objectives of this study. The framework is divided into three 

(3) segments namely: Axes of Inequity, Gender norms and Relations, and National Context.  

Gender norms & Relations: Under the community subsector, issues of trust, respect, and 

acceptability are described. This describes the perceptions and value that the host community 

places on the services PHC workers which affect the motivation of health providers. Under the 

Health System subsector, gendered influences on the roles/responsibilities of community 

health workers,  Health System Policies/guidelines as well as supervisory support are included 

in the framework. Under the CTC provider subsector, the subjective experiences of the CTC 

provider with respect to family and household dynamics, competing demands for attention 

and time, and the demands of marriage are included.  The interconnections between the 

individual CTC provider, community and health systems are also shown in the framework. 

Axes of Inequity: This describes the areas where inequity is experienced by health workers 

outside the work environment which include Education, Age, Socio-economic status, 

Sociocultural norms, and Race/Ethnicity.  

National Context: Under this segment, the Political economy of the country, the historical 

context of Community Care, the availability of resources to meet health worker demands, the 

existence of pluralistic health systems, and the Governance of the health system at the 

National level are analyzed here.  The Political Economy under this context was not discussed 

because it overlaps with Governance in the health sector. Retention, performance, 

interactions, were not discussed. Training overlapped with Career Progression, and retention 

was the broad theme discussed throughout this study. Race and ethnicity were also not 

discussed as it was  not one of the factors discovered from the literature. The work lives of 

the health workers/CTC providers refer to the gendered encounters of health workers with 

community members and experiences in their organizations while in the line of work and how 

this influences the continuation or discontinuation of their jobs. In addition, the framework 

shows other factors which are outside the health sector (e.g. Social norms and values) but 

also influence gendered experiences and retention.  

     

 

 

 

 

 

 

 

 

 

 



 

12 
 

 

 

  

 

 

 

 

 

Figure 4: Analytical Framework on Gender and Human Resources for Health by Steege et al. 

Framework adopted from Steege et al., 2018: How do gender relations affect the working 

lives of close to community health service providers?  
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CHAPTER 4: RESULT 

 

In this section, study findings from literature are presented under the different themes in the 

analytical framework. Factors influencing retention of health workers at the individual, 

community and health system level are discussed under objective 1. Cross-cutting factors 

across  the three major areas (individual, community, and the health system) influencing 

retention are equally described under objective 1. In the following chapters, retention 

strategies and interventions adopted in various countries for their health workforce are 

discussed under objective 2. Finally, an analysis of the HRH policies of the Nigerian 

Government to retain health workers and sustain PHC are presented under objective 3. In 

addition to this, a gender lens is applied to these policies to analyze whether they are gender 

responsive.  

 

Factors Influencing Retention In Sub-Saharan African Countries 

Individual Health Worker Level: Family and Household Dynamics/Competing 

Demands/Marriage 

Family and household dynamics influence the decision of women to work as PHC staff. The 

absence of family support is a major and common challenge to taking up this vocation (31). 

In Ethiopia, Kenya, and Malawi, the attrition of female health workers was attributed to 

marriage. This is because they were required to live in the communities where they worked, 

away from their husbands and family who lived in a different community (31). Although the 

strict restrictive policies preventing female health workers from relocating to other health 

facilities have been repealed in Ethiopia, the enforcement has been very poor and this has 

caused women to either live apart from their partners or leave their jobs (31). Steege et al. 

report that there were also expectations of female health workers to perform household tasks 

and look after children and other elderly members of the family in addition to their paid work 

(32).  

In a study from Ethiopia, a staff turnover rate (rate of employee movement in and out of an 

organization) of 45.9% was recorded between 2009 and 2014 with Doctors (38.1%) being 

the highest and Nurses (13.4%) the least. This rate was higher in the tertiary institutions 

compared to the health centres, explained by the fact that the Doctors were drawn to seek 

higher paying jobs abroad and outside the public health sector (28). Although males were 

twice as likely to intend to leave the workforce, more nurses and midwives combined (65%) 

explicitly expressed their intention to leave their jobs within the next one year because of 

separation from family members, poor incentives and fringe benefits, uncomfortable working 

conditions, and lack of scholarship opportunities (28). This corroborates similar findings by 

Adegoke et al., who reported that 38% of midwives were planning to leave their jobs within 

two years (29).  According to a Kenyan study, men were reported to control family planning 

and reproductive health issues. This sometimes had a negative consequence because women 

did not have the autonomy to decide when to have children which indirectly affected their 

career growth and development (30). Unless due consideration and suitable arrangements 

are made to accommodate maternity leave, flexible work schedules and child care 

responsibilities, some female health workers may find it challenging to return to work after 

child bearing (33). Societal pressures also contribute indirectly to the retention of staff as 

shown in a study from Uganda. Female healthcare workers revealed that they experienced a 
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lot of pressure in their society because they were unrealistically placed as belonging to a high 

social class. They were expected to be able to afford a lot of luxury for themselves and their 

family (34). This has pushed them to seek other jobs to supplement their income from their 

primary job making them less available at the health centres (34).  

Community Level 

Acceptability, Trust and Respect 

Steege et al. report that community acceptance and utilization of health services is also 

influenced by the sex of the health worker due to existing gender norms and the type of 

services offered. Female health workers were more efficient in convincing pregnant women 

to utilize health services compared to men and in Malawi and Mozambique, male health 

workers found it difficult to visit women in their homes because of cultural barriers. This 

phenomenon was corroborated in other studies (31),(21),(35),(36). A study in Uganda 

reported that female health workers and health volunteers had more female clients confiding 

in them that they were secretly observing family planning without the knowledge of their 

husbands but this was not the same with the male health workers (31).  

Male health workers were not readily accepted by female patients in Lesotho for the provision 

of health care services because of the fear of sexual exploitation and sexual abuse. The 

women expressed their inability to trust the male health workers (21). Conversely, men who 

proceeded to provide healthcare services were stigmatized by members of the community 

because care giving was strongly associated with a feminine identity in the society (21). In 

Tanzania, members of the community had the perception that the male and female 

community health workers conducting home visits had ulterior motives, especially for 

adultery. To mitigate this, health workers were encouraged to carry out their home visitations 

in male-female pairs (37). These experiences reveal some level of trust between community 

women and female health workers and trusting relationships have been shown to impact on 

the performance of health workers which also influences retention (38).  

A Nigerian study revealed that the preference of community people in rural settings for health 

providers in the informal sector (such as herbal healers, traditional birth attendants, chemists 

and unpatented drug stores) contributed to a reduced demand for PHC services. This  

discourages PHC workers which leads to absenteeism and ultimately, a decision to leave (13). 

Yahya, reports that the hostility of host communities to non-indigenous health workers is 

another common cause of retention in that clime. This is because the local authorities in the 

community were not consulted before such deployments were carried out (39). For instance, 

the opposition of Islamic religious leaders to Polio Immunization in Northern Nigeria could be 

attributed to underlying suspicions of the intention of the program sponsors because they 

chose to focus on a specific health problem while disregarding other health problems in the 

community(39).  

In South Africa, female health workers were perceived to be immoral because of their 

involvement with family planning and their interactions with males therefore, community 

members considered them ‘prostitutes’ instead of ‘Doctors’(40). To assert themselves and 

command respect, nurses in Zimbabwe keep using weighing scales and prescribing many 

visits for antenatal care, beyond the required minimum because these activities create an 

impression of being important (41). Female health workers sometimes rely more on clinical 

symbols than their male colleagues to assert themselves when they sense that there are 

doubts about their professional competence and social standing due to gender biases (40).  
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Health System Level 

Roles/Responsibilities 

In Uganda, community health workers reported that though they had the same responsibilities 

as males and females, in practice, duties were assigned to them based on their gender. The 

females were more involved in childcare and stayed to handle problems within the locality, 

while the males assisted in transporting patients to referral facilities, visited more 

communities for mobilization and performed supervisory tasks. Males had the advantage of 

being able to use any form of transportation easily compared to the females. This gendered 

arrangement equally left men to participate in activities such as the cleaning of wells and 

latrine renovations (42). Newman et al. reported similar findings from their study in Rwanda. 

In an interview of health workers, about one-quarter of them confirmed that responsibilities 

delegated for male and female health workers occupying the same job and position were 

different in terms of the type or volume of work. This points to a horizontal gender segregation 

of duties easily noticed from the responses of some participants who commented that certain 

assignments seemed to be reserved for execution by men alone (43). Physical accessibility to 

locations also has gender implications for PHC and CHWs alike and can affect the successful 

execution of government interventions in communities. In Northern Nigeria for example, a 

local government authority in charge of PHC provided motorcycles to male CHWs to aid 

movement and accessibility (66). Female CHWs however, could not use those motorcycles 

because women are not allowed to expose their legs according to Islamic beliefs. This was 

resolved in an advocacy meeting with religious leaders who later agreed to allowing women 

use ‘gender responsive’ motorcycles which did not expose their legs (66).  

Training and Supervision 

Witter’s study on the gendered health workforce revealed that attending in-service training 

was far more challenging for female health workers because it required more time away from 

the home front (44), though such trainings were regularly linked to promotional opportunities. 

This automatically reduced the number of female health workers eligible for promotions at 

each stage of the career ladder pointing vividly to gender disparities in the human resource 

retention process (45),(46). This explains the “glass ceiling” effect where there is a limited 

attainment to and scarcity of women in high level, highest-paying, decision-making positions 

despite their increased presence in such fields of endeavor (45),(47). This discrepancy is 

attributed to the difference in access of both genders to equal opportunities of mentoring, 

networking, role modelling, and career advancement within their workspace as well as the 

institutional culture which favors men and disfavors women (48). From Nigeria, there are 

reported inconsistencies in the training of primary care professionals in terms of regularity 

and who gets trained. Those who need training support often end up not being selected 

leading to staff motivation and attrition.  Although Primary health care staff are encouraged 

to undergo personal trainings, very few opportunities for these trainings exist in actual 

reality(23).  

In a study of six LMICs by Neeru Gupta, notable findings show that, nurses and midwives had 

few in-service training (49). Across the six countries, women were found to be more likely to 

receive transportation allowances or health insurance compared to their male co-workers but 

they have fewer opportunities to access further professional training (49). In a study from 

Malawi, continuing education and progressive career development do not adequately influence 
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the retention of health workers alone. Strong and functional Human Resource Management 

(HRM) practices contribute as well and result in improved health worker motivation and 

performance. Improved health worker motivation positively influences retention (29). These 

HRM practices include performance appraisals, the availability and use of job descriptions, 

adequate supportive supervision, and performance feedback (29).  

 

Remuneration/Incentives 

Salaries and income influence the motivation, performance, and enthusiasm of health workers 

including employee attraction and retention(17). Government salaries and allowances for 

Nigerian health workers except Doctors have become increasingly insufficient for comfortable 

living because of the challenge of inflation and the progressive devaluation of the Naira in the 

last 20 years. Opportunities for salary supplementation (via dual practice) are more commonly 

available in the urban than in the rural areas(24). Poor remuneration is a cause of high 

attrition rates among health workers which often has a negative impact on the cost-

effectiveness and sustainability of government interventions targeted towards PHCs(31).  

Gender Wage Gap 

It is important to apply an intersectoral lens to understand remuneration in LMICs where 

women are frequently at the lower end of the gender-class-socioeconomic ladder (50). In the 

analysis of gender equity in 104 countries by Boniol et al., statistics from 21 countries reveal 

the average gender pay gap of 11% in the health workforce after adjusting for occupation 

type and the number of work hours (51). In a study by Shannon et al. on the wage conditions 

of healthcare professions, there was a substantial gender wage gap across the general and 

health workforce in all country groups. On average, women were paid 24 to 35% less than 

men in the general workforce, and 26 to 36% less than men in the health workforce. The 

gender wage gap was pronounced in all country and occupation groups, although the largest 

gender wage gaps were seen in allied and support occupations in lower-middle-income 

countries (52). Ensuring that staff receive adequate pay for their work is key to retention 

(53),(54).  

Wages in the public sector consist of salaries and various allowances with the basic salary 

constituting a small part of the overall pay. In a 2005 survey in Ghana, the basic salary was  

26% of a doctor’s monthly income in comparison with 43% of that of mid-level health workers 

such as medical assistants (26),(55). Allowances are meant to strike some balance in the 

salary scale across the health workforce, but this is not often the case. In Ghana, a doctor’s 

basic salary was three times higher than that of a community nurse while his entire income 

was four times higher when allowances were added (56). The situation is similar in Zambia 

where the addition of allowances made doctor’s salaries four times higher than those of nurses 

or midwives (57). The wide disparities in pay between doctors and other skilled health staff 

such as clinical officers, medical assistants, and senior nursing officers highlight the 

significance of income in HR planning and in getting the right mix of health workers (17).  

Regularity of Pay 

There were different kinds of allowances (housing, on-call duty, recruitment, retention, 

uniform, overtime, and night-duty) as part of health worker salaries in Zimbabwe (57). This 

structure incurs heavy administrative costs and could result to many inconsistencies, feelings 

of unfairness, and distrust in the system (17). The regularity of payment is also exemplified 
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in a Zambian study which revealed that 15% of health staff always received incomplete pay, 

80% had been payed after their due date, 10% have had to pay a fee to ‘accelerate’ the 

payment of their salaries (57). In Ghana, there were also reports of irregular pay of 

allowances for overtime from 40% of participants in a study (56). Constant experiences of 

delayed payments discourage the dedication of employees in the public health system (17). 

In Uganda, many nurses, midwives and other health workers engage in dual practice to 

augment their salary because of a lack of salary increment (34). Some owned private clinics 

or worked elsewhere, while others engaged in one form of retailing business or another. This 

affected the availability and retention of staff at their primary places of work (34).  

 

Incremental Pay 

In Burkina Faso, salary increase was not highlighted by health workers as one of the important 

incentives for retention in PHCs because all civil servants are on the same salary scale. In 

addition, the ministry of health could not single-handedly increase salaries without the 

involvement of all other government parastatals(58). In Burkina Faso, salaries did not 

increase with the duration of service(17). Conversely in Ghana, doctor’s salaries increased by 

a factor of 1.7 and by 3.7 for midwives over a career period(56). The prospects of a 

progressive salary increase is expected to improve staff retention in the public service but 

this assumption has not been substantiated in SSA due to the lack of empirical data(17).  

Public-Private  Sector Pay Disparities 

The disparities between salaries in the public and private sectors, particularly international 

Non-Governmental Organizations (iNGOs) contribute to the attrition of health workers from 

the public sector. In Ethiopia, people working with donor agencies earn more than those in 

government employment. For instance, a car driver in a US bilateral agency in Addis Ababa 

earned more than a University Professor in the medical school, and a Public health specialist 

in government would earn over three times his pay in an iNGO (59). Doctors, midwives, and 

laboratory technicians each received more than twice the salaries of their counterparts in 

public employment. NGOs were reported to pay 20%-45% more than government. In 

addition, some doctors in the private sector received up to 52% of a year’s earnings as 

incentives (60). This affected retention in the health sector because most of the health 

workers are employed from the public sector, thereby reducing the public health workforce. 

In addition, health workers themselves sought for opportunities to move into the private 

sector, resulting in an internal brain drain within the health system(60). This leaves the health 

system with less skilled and poorly motivated workers who could also be tempted to leave, 

and the challenge of finding new qualified hands to replace those who have left(17).  

 

Interconnecting/Cross-cutting Factors 

This section analyzes different gender factors in the framework which are at play at all three  

levels of the healthcare provider, the community or society and the health system.  

Mobility  

This segment presents findings about Occupational Mobility among Health workers within 

(internal) and outside (international) the health system of countries and the underlying factors 

(Push and Pull).   
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The increasing demand for health workers in high-income countries plays a role in retention 

and health workforce mobility patterns (16). From the current Organisation for Economic Co-

operation and Development (OECD) data, high wage differences between the health workforce 

of high and low income countries contributes significantly to the growing trend of international 

migration of health personnel (61). Factors responsible for the migration of health workers 

have been categorized into ‘Push’ and ‘Pull’ factors. ‘Pull” factors attract an individual to a 

new environment while ‘Push” factors act to make an individual leave a location (62).  

‘Pull’ factors include better employment opportunities, higher earnings, and improved living 

conditions. ‘Push” factors include poor salaries, job loss, poor living conditions, etc. (62). ‘Pull’ 

factors influence international health workforce migration while internal migration is a 

combination of both factors. Factors such as the level of political stability within a country, 

conflict and terrorism, public service work conditions, and employment situation mediate 

health worker attrition or retention at the national level (62). General living conditions 

influence retention while labour laws, human resource management, poor leadership, career 

advancement opportunities, existing infrastructure and equipment, and supportive 

supervision influence mobility at the local level (62).  

In Nigeria, Awofeso reported that though Northern States such as Jigawa and Taraba, are 

severely lacking in indigenous health workers, and social infrastructure, their governments 

do not provide pensionable appointments to non-indigenous staff. This has made relocation 

to PHCs unattractive to non-indigenous health staff (24). Bocoum et al. highlighted the 

regionalized recruitment policy for Nurses, Midwives, and Auxiliary midwives established to 

correct the uneven distribution of HRH in Burkina Faso(58). Health workers were required to 

work/stay in a region for an indefinite period unless they were senior officers who could apply 

for a change of region. From the study, most nurses and midwives desired the cancellation of 

the regionalization policy because of family responsibilities (58). In a 2015 study, PHC workers 

emphasized that the supportive actions of host communities overcame the push factors such 

as irregular salaries, poor facility that they experienced (13). The supportive actions of the 

host community such as providing accommodation and keeping company encouraged them 

to stay. Another stick factor for retention may be the limited options for employment 

elsewhere for the community health workers who are specifically trained to work at the PHC 

level (19).  

 

Leadership and Career Progression 

In this segment, findings on the gendered dimensions influencing leadership and career 

advancement in the health workforce are presented.  

In various health professions, women are under-represented in leadership positions and are 

concentrated in the lower pay positions (44). According to Langer et al., women currently 

face a struggle to function in their full capacity largely because of the lack of gender 

responsive policies which empower women to incorporate their social, biological and 

professional roles(63). Professional hierarchies influence leadership appointments in Kenya 

and Nigeria. Senior physicians who are usually male, are often promoted to leadership 

positions with little attention to their experience in management training to the disadvantage 

of qualified female health workers (64),(24). This has compromised effective health 

leadership and deprived the health system of qualified clinicians (84). When offered leadership 

positions women looked for family approval (64). Married women lost years of service already 
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accrued in the public sector, forfeiting opportunities for trainings and promotions after 

changing or leaving their jobs. This negatively impacted their career growth with many women 

returning to the public health sector in lower positions (51). These show gender inequity with 

regards to career development and the attainment of decision-making positions (45).  

According to Evers and Sieverding, studies show that even highly qualified females in other 

occupational fields are promoted less often and experience longer career progression times 

compared to their male colleagues within the same field(65). From the 2011 study of Newman 

et al., some women reported that their performance evaluations and promotion opportunities 

had been influenced by their pregnant state. While others confirm that they had missed job 

opportunities that they were qualified for because of the likelihood of being pregnant in the 

near future, others reported that they had been demoted after a pregnancy without a just 

cause(43). Newman’s findings reveal the existence of vertical and horizontal segregation in 

the Rwandan Health workforce. Few women (16%) believed that women were not qualified 

to occupy leadership positions(43). Dhatt et al., report in their research in Kenya, women 

were recognized for childbearing and upbringing by male health managers. These roles were 

seen as a disadvantage to their career advancement as well as their ability to take up 

leadership positions in healthcare(64). A senior female manager equally shared this sentiment 

when she confirmed that after much training and investment, newly appointed female health 

managers tend to get pregnant a short while after their appointments. They proceed on 

maternity leave and become inconsistent and less committed to their work(65).  

 

Selection/Recruitment  

There are equally gendered factors that could influence the recruitment of PHC workers. In 

Mozambique, the requirement that male community health workers must attend a residential 

training for four months makes it difficult for married women who also desire the job because 

of gendered household duties. Single mothers playing the ‘provider’ role also faced similar 

challenges of having to be away from family. Furthermore, the low literacy levels of women 

put them at a disadvantage for the job compared to their male counterparts(95). In some 

LMICs, the criteria used in selecting female PHC workers include mobility, the ability to 

communicate in the local language, mobility, leadership abilities, availability, family 

obligations, indigenous citizenship status. These types of considerations in selecting PHC 

workers deliberately make men preferable for selection(59). Steege et al. in their study of 

post-conflict Mozambique, report that literacy requirements disqualified CHWs who could not 

complete their education because of the war, but males in similar circumstances were allowed 

to work(66). Witter et al. equally observed that in Zimbabwe, men were more likely to be 

posted to the rural areas which was perceived as beneficial for promotion and access to 

training opportunities(44). Restrictive and unfriendly recruitment policies in the Northern 

States of Nigeria despite a having higher disease burden and severe shortage of skilled 

personnel, have hindered the recruitment of skilled workers from other parts of the 

country(2).  

 

Safety and Security 

In this segment, I analyze the dangers that health workers are exposed to in the course of 

work as well as the gendered factors behind insecurity in their work.  
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Insecurity impacts the performance of health workers. From Steege et al., it was challenging 

for CHWs to deliver health services at night, and during the day in urban and rural Kenya. For 

example, CHWs were threatened by the husbands of clients who needed HIV testing in Kenyan 

communities and rape incidences of CHWs were reported. Study participants suggested the 

use of security personnel to protect CHWs and ensure their safety (31). From Ethiopia, 

Jackson et al., report that some Health Extension Workers (HEWs), expressed concerns about 

their personal safety and some particularly mentioned the risks of sexual assault. One HEW 

was reported to have been abducted and raped with no action taken by management to 

remedy the situation(20).   

Razee et al., report that in Papua New Guinea, young men who abused drugs were cited 

commonly as threats to safety by study participants. Many female health workers gave 

instances of feeling threatened by clients, community members, other health staff and 

strangers. Some of them include being alone on night duty, being young and single, arriving 

newly to the community and living alone without family(67). In another instance, male 

prowlers broke into the rooms of single ladies, while the female health manager was 

threatened by the husband of a staff she disciplined. FHWs shared strategies they employ to 

ensure safety such as living with a family member, not walking alone, not opening the health 

centre when there’s no electricity, working with a male colleague etc.(67). Female health 

workers considered changing  job location because of their personal safety and one reported 

pressure from her husband to change work location for safety reasons. These issues were 

reported to cause a lack of motivation to work which is also a determinant of retention (67). 

Similar concerns came from PHC workers in Southern Nigeria(68) where female health 

workers could not attend to expectant mothers at night as they were afraid to walk alone. 

Insecurity can be pronounced in conflict situations for both professional PHC staff and CHWs. 

Nurses regularly left their health posts during conflict for more secure places while leaving 

patients in the care of CHWs. CHWs in DR Congo are largely older women who were at high 

risk of rape in conflict situations (69), (31). Reports of violence and sexual harassment also 

exist in the health system.  

In Rwanda, only 4% of male health workers reported quitting their jobs because of verbal 

abuse. On the other hand, 10% of female health workers reported quitting their jobs due to 

bullying and 7% due to sexual harassment (43). In most cases, subjects only disclosed the 

incident to close friends and family but for sexual harassment, about 40% of cases were not 

reported to anyone. Furthermore, only 30% of health workers reported any action taken by 

their supervisors to help the victims. These experiences of sexual violation and violence are 

likely to contribute to the attrition of health workers (43).  

Education  

Gender inequality and educational disadvantage experienced by boys and girls hinder 

opportunities for the production, retention, and advancement of health workers into 

leadership positions. In 2011, Newman’s study of Kenya’s health education system, revealed 

that women enrolled more in programs such as nursing, nutrition, and Community Health 

Worker (CHW) while more men enrolled in medicine and clinical officer trainings(70). School 

administrators justified this gender segregation and stereotyping submitting that nursing was 

perceived as a woman’s job and it was not dignifying for men to take it up. An analysis of 

faculty staff in 20 nursing schools revealed surprisingly that there were more male (285) than 

female(173) lecturers(70). Uzochukwu reported from his study on Nigeria that the lack of 

effective incentives from government to encourage the pursuit of professional healthcare 

training has also contributed significantly to the shortage of PHC workers. Though evidence 
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exists that health care trainees from rural areas will likely work in PHCs and rural facilities, 

this option has not been fully explored. Furthermore, limited employment opportunities and 

persistent health worker strikes send a discouraging message to prospective health 

workers(71).  

 

Age 

Ebuehi and Campbell report from their study findings in Nigeria that the age of health workers 

influenced their decision to stay in PHC facilities in rural areas. Younger health workers with 

previous work experience who were satisfied with their present work were willing to remain 

in PHCs (72). This may be explained by the fact that younger health workers were less likely 

to be married with fewer family responsibilities and therefore were more mobile and willing 

to stay in PHCs (72). This finding is similar to a study from Ghana by Bonenberger who 

reported that most of the health workers were young people under 30 years of age indicating 

that middle-aged and older health workers had moved to the urban areas(73). In contrast, a 

study from Ethiopia showed that a high percentage of Nurses and midwives who were young 

and had worked for less than 5 years were planning to leave the workforce(28). This is also 

like the findings from Mozambique where both young male and female community health 

workers were less likely to stay in their jobs and more inclined to go outside their communities 

into the cities to look for other job opportunities(66).  

Sociocultural Norms and Socio-economic Status 

Many PHC workers have a low socio-economic status and educational level and are mostly 

women. They are at the bottom of the health system hierarchy and are subject to the power 

play which shape the health sector and the societies they exist in (74). Study findings from 

Tweheyo et al., revealed that married female health workers in Uganda were often absent 

from work because they had to fulfil culturally established norms. The illness of a child or 

family member meant they had to stay off work because culturally, women are responsible 

for caring for the family. This norm holds so strongly that workers did not require an initial 

request of leave from facility managers to be absent(34). Furthermore, it was also mandatory 

for women to be present at the burials and wedding ceremonies involving immediate and 

extended family members and health workers followed suit to protect their ‘image’ before the 

family(34). According to Ostlin et al., existing sociocultural norms define women and girls as 

less capable in certain regions yet seen as repositories of family/community pride. Most of 

these norms make women subordinate to men and gives men control over their income and 

resources such as money, land, and other assets, including decision-making power. This 

ultimately results in economic inequality and a low socioeconomic status where women have 

less property but still have higher burdens of work to do in the economy of unpaid care, 

reproduction, and ensuring survival(75). 

National Context 

Governance and Resource Availability and Pluralistic Health Systems  

Nigeria operates a pluralistic health care system with both public and private sectors, and 

orthodox and traditional forms of care being provided (2). The public sector activities in 

Nigeria is funded through national allocations shared among the three tiers of government. 

About 50% of the funds go to the Federal Level, one-quarter to the 36 states of the Federation 

and the last quarter to the 774 Local Government areas (LGAs) in the country (76). The 



 

22 
 

Federal government presides over tertiary care, State governments manage secondary level 

of healthcare while the LGAs are responsible for the Primary level (PHC). In line with the 1999 

constitution, local government funds are channeled through the State government account 

and this has given States constitutional control over the level of funding that gets to the LGAs 

(77). This method of resource transfer/allocation was initially established in the old 1979 

constitution and later abolished in the 1989 constitution to strengthen LGAs and increase their 

autonomy. It was again reversed in the 1999 constitution for fear of the misappropriation of 

funds and corruption at the LGA level with a direct transfer of funds (78). Devolving authority 

to the LGAs without corresponding financial autonomy to fund the PHCs creates a foundation 

for non-uniform  health outcomes in the communities. This also created a pluralistic health 

system where the PHC is under the control of both the state and local governments (79),(80). 

According to Khemani and Stuti, one of the major and recurrent drawback of the Nigerian 

health sector is poor and inefficient leadership (81). Nigeria’s health indicators still compare 

poorly with those of other African countries such as Tanzania, Uganda and Eritrea despite 

having  a much larger health workforce than many of them (81). Khemani reports that Uganda 

ranks and regularly publishes the national district health performance figures as part of efforts 

to improve transparency about health worker performance in the health sector (81). 

Influenced by this finding, Awofeso, advocated for the establishment of benchmarks to 

monitor and compare the performance of health workers in the public sector in Nigeria (24). 

In Uganda, low prioritization of and insufficient financial allocations to decentralized health 

care is responsible for a high rate of absenteeism among public health workers at the PHC 

level (34).  

Resource availability in terms of staff strength and functional equipment is another factor 

observed by Bradley & McAuliffe (82). Staff shortages and the use of obsolete, non-functional, 

or insufficient equipment is demotivating for health workers which also affects retention(82). 

These shortages lead to extended working hours and heavier workload for which there is no 

extra pay. This also has a negative impact on patient outcomes and can lead to prolonged 

stay (82). In addition, stress levels are increased as “off duty” times are reduced. Lack of 

Personal Protective Equipment (PPE) unduly exposes health workers to the dangers and 

possibility of contracting infections (such as HIV) (82). 

 

 

 

Gender-sensitive policies and practices/interventions to Improve Health Worker 

Retention in PHCs 

This section covers gender responsive interventions/practices to address health worker 

retention in PHCs. Many LMICs have adopted several incentives such as compulsory service; 

employed alone or in combination with other options to attract or compel health workers to 

stay in PHC facilities (62),(66).  

Compulsory service and Financial Incentives 

Lehmann and colleagues quoting Reid observed that the Ministry of Health in South Africa 

initiated compulsory service and financial incentives to tackle imbalances in the distribution 

of health workers, and the allowances for rural workers and those with scarce skills. The 

financial incentives seemed to produce positive benefits by making health workers stay in 
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primary care facilities for a longer term, but the staffing of many rural hospitals is still a 

challenge, with hospitals in the remote rural areas without doctors (62). In the study carried 

out by Steege et al. up to 40% of participants supported establishing a 5-year service contract 

especially with young graduates to encourage working in health facilities at the primary level 

particularly in rural areas. In addition, deploying new staff to such facilities will improve 

coverage and service provision(95).    

Rural Allowances 

In 2005, Zambia initiated some measures to attract and retain doctors in rural hospitals. This 

included a rural allowance which is 30% of their salary, in addition to accommodation 

renovation, a contribution to children’s school fees, vehicle and or housing loans, and support 

toward further education (83). These interventions seemed to have a strong influence in 

attracting doctors. Though the intervention was expensive, it was far cheaper than employing 

foreign doctors for the same positions (83). In a 2019 follow-up study of the effectiveness of 

these interventions by Prust et al., the education and employment incentives, and facility-

based improvements influenced health workers to take up rural jobs (84).  

Non-Financial Incentives 

Performance Appraisals, Staff Recognition, Gender Studies  

In a study from Ethiopia, staff retention activities by the management of health institutions 

included yearly performance appraisals for health workers and feedbacks following the 

appraisal (28). Other strategies include involving staff in organizational goal setting, providing 

financial and non-financial incentives, and taking disciplinary measures and staff counseling. 

These interventions were all rated as being averagely effective except for the financial 

incentives which were rated as poor (28).   

A non-financial incentive was initiated in South Africa to tackle gender issues in the health 

workforce. A Women’s Health Project was instituted to educate and empower health workers 

to recognize and deal with gender biases in their personal, organizational, and professional 

lives. This was done using participatory methods in reflective and action-oriented training. 

Two major courses were developed under this project - Health Workers for Change and 

Gender and Health Systems to address gender relations, issues about race, class and other 

areas of discrimination that reflect life’s complexities (85). Health workers were made to go 

through a process of clarification of their values and a self-reflection about how society 

influences their work and organization. They were asked to empathize with others to 

understand the roles of other actors within the health system (11).  

 

Infrastructure, Improved Human Resource Management 

In a 2015 study on the Job satisfaction and retention of Midwives in Rural Nigeria by Adegoke 

et al., the three most important retention strategies identified by study participants were the 

availability of training opportunities, availability of equipment and supplies and the availability 

of drugs at PHC facilities (29). Uzondu et al. in their study report that in Northern Nigeria, 

female health workers were posted in pairs to PHCs to prevent loneliness and isolation. In 

addition to that, “gender responsive” motorcycles which did not expose the legs of female 

HWs were provided in conformity with the cultural and religious ethics of that environment to 

aid their transportation across difficult terrains (35). Attractive financial incentives and the 
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provision of comfortable accommodations and potable water close to the health facility are all 

strategies that contributed to the retention of the female health workers  within the 

communities (35). Awofeso (24) reiterated WHO’s stand on health leadership and 

management focusing on improving the management training cadre and linking recruitment 

and retention to performance. This will be a shift from the current system of health 

management and leadership which operates largely by default, rather than by design in 

Nigeria (24).  

Creating opportunities for continuing professional development, effective and responsive 

human resource management practices, in addition to increased and regular salary and 

allowances (housing, education, transportation) corroborated by literature 

(86),(73),(87),(88), are the interventions that have been applied / implemented by several 

SSA countries to improve health worker retention at PHC levels. Many of these interventions 

have been implemented either singly or in a “bundle”. Following a 2015 study in Mozambique, 

the Government of Mozambique focused on the provision of housing benefits (basic 

government housing and housing loans), professional development trainings, and a sufficient 

supply of drugs and equipment at facilities (88). These incentives were implemented for non-

physician health workers whose interests had initially been under-represented when the study 

showed that they were the most highly preferred incentives influencing job uptake in PHCs 

(88). 

 

Leadership and Career Progression 

To establish a gender responsive and institutionalized leadership style, Dhatt et al. 

recommended creating an enabling environment for women’s leadership by establishing an 

active recognition system for exceptional leadership by women, and an active recruitment of 

women leaders at all levels of the health system (64). Langer et al., reports that organizing 

flexible work schedules, leadership development programs focused on women, mentoring 

programs, and professional women’s networks improves retention, increases the promotion 

of gifted women, and also improves organizational performance(63).  

 

 

HRH and Gender policies  in Nigeria  

Policies/Guidelines 

This segment Provides a summary of the Gender, PHC, and Human Resource for Health Policy 

documents of Nigeria. The aim is to understand the focus of the government in these key 

areas and the gender sensitivity therein. 2 documents are reviewed here namely: The Draft 

National HRH Strategic Plan, and the National Gender Policy (Implementation) Plan.  

The Draft National Human Resource for Health Strategic Plan for Nigeria was developed 

in 2007 in response to issues raised in the World health report of 2006 concerning the global 

human resource crisis which was worsening in developing countries (89). The overall aim is 

“to ensure that adequate numbers of skilled and well-motivated health workforce are available 

and equally distributed to provide quality health services”. In the document, the current 

challenges of the HRH of the country were acknowledged. These include shortages, mal-

distribution, under-utilization, brain-drain, lack of HRH management information system, and 
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systemic deficiencies in HRH management,etc. The plan set forth actions to be taken in a 

number of areas including but not limited to: aligning the supply of the health workforce to 

the priorities of the health sector, applying best practices for HRH management and 

development will promote the equitable distribution and retention of HRH in the right mix, 

and institutionalizing performance incentives and management systems that recognize hard 

work and service in deprived and underserved areas(89).  

For the recruitment and retention of health staff at all levels of care in the country, the 

strategy of the Federal Government was to liaise with the National Youth Service Corps (NYSC) 

to deploy health professionals to areas of severe need, and redistribute public health workers 

between ‘underserved’ and ‘surplus’ States. Efforts towards health worker retention was to 

improve remuneration, conditions of service and implement incentive retention schemes(89). 

The National Gender Policy (Implementation) Plan  

The National gender policy plan for Nigeria was developed in 2006 to address issues relating 

to women empowerment to ensure equal rights for men and women(90). The policy was to 

address the systemic inequalities between men and women without ignoring the fundamental 

differences between them. The intention was to have the gender policies incorporated into all 

national goals and objectives considering how gender inequality issues interfere with the 

achievement of such goals at the local, national, and international levels. the goal of the 

National gender policy was to provide  guide for the country to move from gender blindness 

to gender transformation(91). Four critical areas of gender gap have been addressed by the 

policy: 

Economic Participation- women are worst hit by economic transition processes because they 

lack access to resources. This focused on strengthening gender responsive trade regimes in 

the commerce and export ministries for women to be involved in enterprise and small and 

medium scale businesses. In addition, it mentioned the rights of women to receive adequate 

remuneration for their services. This was expected to increase household income, reduce 

poverty, and contribute to the economic development of the nation.  

Economic (Employment Opportunities)- Women remain severely underrepresented in the 

workforce although constituting 49% of the population. Unemployment rates among women 

have remained high (more than 60%) and strategies must be developed to increase the 

employment index for women.  

Educational Attainment and Capacity Building-this is focused on increasing the enrollment 

rate  girls from the current 42.6%. This is in addition to the protection of child rights to ensure 

that the girl child studies up to Secondary school level and be at least 18 years before being 

given up in marriage. 

Political Empowerment-this addresses the patriarchal system of decision making to allow for 

the equitable representation of women at the home front and in Governance.  

Health and Wellbeing- this focuses on the social determinants of health of women often 

mediated by many factors. It also addresses the issues of harmful cultural practices, maternal 

mortality, socioeconomic status , teenage pregnancy(91).  

Although HRH strategies have been outlined in these policy documents, only 15 states in the 

country have adopted the policy(33). A health sector reform program was implemented 

between 2004 to 2007 to reorganize the sector for improved service delivery which would 
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result in better health outcomes. The program was implemented using a top-down approach 

which hampered its true realization and the roles and contributions of the Local Government 

to the revitalization of PHC were not clearly defined (23). Furthermore, the political will and 

commitment to sustain the implementation of these policies have not been clearly seen from 

the governing Authorities (23),(92). Though there were mentions of gender mainstreaming, 

gender studies, and gender in health management (for pre-service training of health 

workers), in the National strategic HRH plan, there were no clearly outlined actions that would 

be taken to ensure its implementation and to achieve gender equity in the health workforce 

(89).  
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CHAPTER 5: DISCUSSION AND RECOMMENDATION 

 

5.1 Discussion 

This section analyzes the findings from literature based on the objectives of the study. The 

most prominent findings and the interrelationship between them are discussed.  

 

5.1.2 Factors Influencing Health Worker Retention in PHCs 

Family and Household Dynamics 

Marriage and family life have a strong influence on the life course of a woman’s career. Female 

health workers face the challenge of striking a balance between maintaining a career and 

fulfilling household responsibilities. The lack of autonomy of women to decide when to have 

children or not also interferes with their work life and their motivation to remain in paid 

employment. This reflects a desire to comply with the socially constructed gender norm of 

being the caregiver in the home and wife to their partner without losing out on the opportunity 

for self-realization through productive work. These competing demands could explain reasons 

for lateness or absence at work because of family demands, relocating or resigning jobs to be 

with their husbands – a pointer to the overriding influence of gender at play. Health worker 

absenteeism has negative implications for the health outcomes of patients meant to be 

served, especially in emergencies. In contrast, unmarried female health workers are more 

available with less family expectations to meet. These scenarios should be considered in the 

deployment of health staff to PHCs. Workplace place policies that support women in balancing 

disproportionately heavy domestic roles with paid employment such as maternity and sick 

leave can be beneficial in encouraging retention(31).  

At the community level, receiving recognition for work from the host community 

contributes to the retention of health workers. Acceptability from community members 

increases the motivation of health workers and gives the satisfaction of being involved in a 

valuable course which is one of the determinants of retention. This can serve as a stick factor 

especially when performance appraisals, and supervisory support are lacking. On the other 

hand, communities with strong cultural views supporting women subordination may not 

provide such motivation for health staff which could be demoralizing. This is because women 

involvement in health care and interaction with men are interpreted as a transgression of the 

socio-cultural gender norm and a challenge of the status quo. 

Remuneration and Incentives 

At the Health system level, salaries and incentives play a very significant role in the retention 

of health workers at the PHC level. Inadequate, irregular, and incomplete pay are 

demotivating factors which have a negative effect on health worker retention. The impact of 

pay parity is worse on the female than on the male health worker. Inequalities in pay have a 

dual impact of economic gender discrimination and disincentivizing the entrance of new and 

young professionals into the primary level of care. The vicious circle exists because majority 

of the female health workers are in the low-paying position, they receive less pay in 

comparison with their male counterparts at the same level(15), and with their colleagues at 

the higher levels of care. There is equally no financial compensation for providing care at the 

family level. This reduces their purchasing power and ultimately keeps them at that lower end 
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of the gender-class-socioeconomic ladder. Secondly, young health professionals will be 

unwilling to work at the primary care level where the salary is not commensurate with the 

required effort. This explains why many female health workers engage in other businesses to 

augment their salaries from government. In Nigeria, insufficient salaries and the pay gap 

between doctors and other health workers are the major reasons for the recurrent strike 

actions in the health sector. These strike actions have resulted in the death of many patients 

who could not access care. Gross underfunding caused by the flawed system of PHC financing, 

inefficient allocation and use of resources, weak leadership, and corruption at the PHC level 

contribute significantly to the inability of LGAs to pay attractive and regular salaries to PHC 

staff(20). The adoption of specific financial and non-financial incentives such as providing car 

and housing allowances like Zambia, and establishment of a singular salary scale for all public 

servants as seen in Burkina Faso can be instrumental in closing this gender pay gap in Nigeria.  

Leadership and Career Advancement 

Women under-representation in leadership reveal gender inequities across institutional, 

national, and internal organizations. Although health systems depend significantly on women 

as health care providers, they are rarely given the opportunity to lead within the same 

systems (64). When given the chance at leadership, women have been proven to be 

differently motivated and focus their interventions on areas that are more responsive to the 

needs of both genders including children(64). Promoting male doctors to positions of 

leadership by default stereotypes and discriminates against the female gender as incapable 

of leadership. The self-discriminatory and self-limiting thoughts and attitude of women who 

believe that pregnancy and childcare roles disqualify women from being able to take 

leadership roles is a pointer to the lack of mentorship and successful female role models in 

leadership. Encouraging and allowing women to occupy positions of leadership empowers 

them to influence policy development, challenge harmful gender norms and practices thereby 

becoming agents of change, and to realize their potential in building responsive and inclusive 

health systems(31). Providing mentoring opportunities for women in this regard is a beneficial 

step that can be taken to increase female health worker participation in leadership. The scarce 

or non-involvement of women in leadership positions and decision-making processes was 

equally a recurring theme throughout the course of this research. This also applies to the 

study findings on effective and responsive human resource management in the health system.  

Safety and Security 

Everyone, has the right to feel safe and protected by their employer(31). The various accounts 

of GBV reported in this study indicate that more attention is needed in this area. The personal 

effort of health workers to ensure their safety while providing healthcare indicates a lapse on 

the part of government for health worker welfare. Uncertainty about personal safety at work 

is a major deterrent to health worker retention.  Safety policies and emergency evacuation 

plans are necessary to ensure the safety of health workers especially those in distant locations 

and, gender responsive policies within the health workforce to curb all forms violence against 

women. In addition, the human resource management arm of the PHC system should enforce 

disciplinary actions against erring persons and get justice for abuse survivors It is 

unacceptable when the health system as an institution becomes a source of harm to the 

people it should protect. Providing security in form of police posts close to the health centres 

is a good alternative as is practiced by Kenyan Health workers.  
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Mobility 

The internal and international mobility of health staff contributes to staff attrition and 

retention. More male doctors migrate internationally than other cadres of health staff. This is  

because men who are regarded according to gender norms as providers take proactive steps 

to look for better paying jobs to continue to fulfil their role. Restrictive recruitment policies at 

the local and state government levels equally pose a major challenge in Nigeria. States in the 

Northern parts of the country with higher disease burden are often unwilling to employ health 

workers from states with ‘surplus’ supply like Lagos, Enugu, and Anambra States. This is a 

breach of the HRH policy which allows the redistribution of health staff between ‘underserved’ 

and ‘surplus’ states. Furthermore, religious intolerance in these northern parts of the country 

is a major deterrent for health workers from the Southern and Eastern parts who are 

predominantly Christians. This is significant for Christian women for whom total covering of 

all parts of the body (as part of dressing) is not a religious requirement which can expose 

them to attacks on the grounds of religious non-compliance. Health worker shortages and the 

consequent health outcomes will continue in these parts of the country until this problem can 

be resolved. On the reverse side, older women who leave their jobs or move to different 

locations are often more experienced (5 years and above). This has implications for the health 

outcomes of the community when only younger, and less experienced (2-5 years)  health 

workers are left to provide services to the community. 

Education, Socio-cultural norms, and Socio-economic Status  

Women have lower education attainment rates and therefore lower employment rates. This 

reduces the number of women eligible for entry into the health professions. Furthermore, the 

patriarchal system of family headship and decision-making puts women at a disadvantage(2). 

Many family heads chose to educate the males instead of females because of the sociocultural 

beliefs that females are expected to get married early and begin reproduction. It also means 

that women cannot seek educational pursuits without the approval of their husbands or 

fathers. Early marriage also deprives the girl child of the opportunity for education, self-

realization, and self-development. Poverty and lack of assets prevent women from being able 

to access education by themselves  at the primary and secondary level which are prerequisite 

requirements for entrance into the health care profession. Women are largely dependent on 

the men who are culturally classified as the ‘providers’ of the household and are often not 

expected to be in possession of lots of money, lands and houses or other form of wealth. The 

above exemplifies the situation of women especially in the northern parts of Nigeria. The 

interplay of these three factors influence the availability of women for employment into the 

health workforce in the long-term and retention in the immediate term.  

5.1.3 HRH and Gender Policies 

The Nigerian government has already developed policies to support gender mainstreaming in 

the health workforce. There are still gaps about how these policies will be adapted to the 

different levels of health care in the country and to different socio-cultural and religious 

contexts. The second national strategic plan was commissioned in 2018 but the current area 

of focus based on the document is the rehabilitation and construction of PHC centres in all the 

political wards of the country to strengthen Universal Health Coverage (UHC).. 
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Relevance of Framework  

The framework on gender by Steege et al., was useful in exploring a wide range of gender-

based factors influencing the retention of health workers. The framework is versatile and can 

be adapted to both High income, low, and low-middle-income country contexts. Some factors 

were, however, not very clear or needed in the framework and were also not explained or 

used by the developers of the framework themselves. For example, the factor ‘interactions’ 

did not clearly reflect who is interacting with who. Although it was placed between the health 

system and the health care provider, it is already expected that the health provider will 

interact with the health system. The entire framework was developed to explore retention 

factors under the different segments. There would have been no need for an extra addition 

of ‘retention’ in the framework. These could have been left out of the framework to make it 

easier to use.  

5.1.4  Study Limitations 

It was challenging finding relevant literature from Nigeria about gender in the health 

workforce. Therefore, the author had to find information from other SSA countries. This study 

was carried out by one person in a very limited time frame. Though study search was delimited 

to 10 years and different key words and search terms were combined, there is still the 

possibility that some relevant articles may have been left out. Secondly, the analyses and 

review of each article may not have been as thorough as it could have been if more than one 

person were reviewing it.  

 

5.2 Conclusion 

Subtle pointers to the existence of gender biases exist within the health system of Nigeria 

and other Sub – Saharan African countries. Focusing on actionable factors that can increase 

the  retention of health workers in PHCs while addressing the gendered dimensions is 

important to be able to get the best out of and already overstretched and depleted workforce. 

The patriarchal system of family headship in Nigeria influences the life course of a woman’s 

education, potential, and professional advancement. Women in general and female health 

workers particularly, will be able to achieve more when they have the support of their 

husbands and family members. Gender equality in the health workforce in actual practice 

allows men and women to choose their different vocations, develop the necessary competence 

for their job, to be well paid and equally allowed to thrive and grow in that chosen Profession. 

Gender mainstreaming in Healthcare particularly for Human Resources for Health is not yet 

institutionalized in Nigeria, although the policies which should form the bedrock for its 

implementation already exist. Practices and interventions from other countries seem to be 

efforts taken in isolated responses to the gender challenges that occurred per time. Gender-

sensitive policies and interventions to reduce inequality in the health workforce and 

strengthen the retention of health workers in PHCs must be institutionalized. The political 

willpower to support and facilitate the institutionalization of gender responsive policies for the 

health workforce is still lacking; this shows that there is a need and a window of opportunity 

for women to become more involved in the leadership and decision-making processes in 

Nigeria.  
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5.3 RECOMMENDATIONS  

1. National Level: The FMOH, the Federal Ministry of Women Affairs and the Ministry of 

Labour and Employment should begin to actively implement and institutionalize the 

National Gender Policy and HRH retention Policy for Health workers in all PHCs in 

Nigeria.   

2. The Federal Ministry of Health should provide sex-disaggregated data of health worker 

distribution in Nigeria for gender mainstreaming.  

3. State Level: HR policy and management practices which enforce disciplinary actions 

against all forms of violence and assault should be enacted and implemented in the 

health workforce. 

4. Short course sessions on gender in the workplace covering core topics such as gender 

awareness, gender mainstreaming, and gender in health management should be 

carried out for all staff as part of pre-service training and for management level staff 

as part of compulsory requirements for promotion.  

5. Would-be health managers and supervisors should be asked to present practical steps 

about how they would ensure gender responsive and gender transformative 

environment under their watch after their training.  

6. Leadership trainings and mentorship programs for male and female health workers 

should be instituted. This is to provide positive models of leadership to encourage 

women to aspire to positions of leadership. Women constitute a larger percentage of 

the health workforce and should be represented in leadership for gender-balance and 

gender-equitable decision making.  

7. The PHC level of care: State governments should take over the management of PHCs 

through the state ministries of health since the funds go through them.  

8. The leadership in the national and state ministries of health should liaise with the 

executive and legislative arms of government to increase the fiscal space to allow for 

increased budgetary allocations to healthcare and the wages of health workers.  

9. Local Government Level: Local Government Authorities should provide specific 

incentives such as housing, and transportation allowances or car loans for PHC workers 

to encourage their retention in PHC facilities. Lessons can be drawn from the 

interventions  of Zimbabwe and Ethiopia in this regard.  

10. Health Worker Level: Men should also take up caregiving roles in the household to 

enable their partners pursue and advance in their chosen careers. Further research 

needs to be carried out to determine ways in which men have been involved in the 

caregiving role in support of their partners.  
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ANNEXES 

Table 1: Search 

strategy 

Objective 1 Objective 2 Objective 3 

Database/Source Key words used   

WHO reports, World 

Bank reports, 

Policy/technical 

briefs, Dissertations, 

PubMed, Science 

Direct, CINAHL, 

Google Scholar,  etc. 

HRH and gender in 

Africa”, “health 

workforce and 

gender in Africa”, 

“Gender issues in the 

health workforce of 

LMICS”, “gender and 

health workforce in 

developing Countries 

“Retention of female 

health workers in 

Sub-Saharan Africa”, 

“retention of the 

health work force in 

Sub-Saharan Africa” 

“Retention of health 

workers in low- and 

middle-income 

countries”  

“Staff retention in 

low- and middle- 

income countries” 

Gender-based labour 

policies in Nigeria”, 

“Gender-based 

policies in the 

Nigerian health 

system”, “maternity 

and sick leave for 

female health 

workers in Nigeria” 

Inclusion Criteria  Exclusion Criteria  

Literature on the 

retention of Health 

workers in low- and 

middle-income 

countries 

 Literature on other 

aspects of gender 

not focused on the 

health workforce. 

Commentaries, 

narratives, and 

opinion publications. 

Studies concerning 

high income 

countries 

 

All literature 

published between 

2005 to 2020 

 Literature published 

before 2005 

 

All literatures 

published in the 

English Language 

 Literature not 

published in the 

English Language 

 

Original research, 

Systematic reviews, 

literature reviews, 

quantitative, 

qualitative, and 

mixed methods 

research. 

   

Working papers, 

policy briefs, and 

reports on gender in 

the health workforce 

by multilateral 

organizations such 

as the 
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Table 2: Distribution of Health Facilities in Nigeria as of 2015.  

Type of Health 

facility 

        Public       Private        Total 

Primary Health 

Centres 

        21, 808      8,290  30,098 

Secondary Health 

Facilities 

        969      3,023  3,992 

Tertiary Health 

Facilities 

        76       10    86 

Total         22, 853     11,323   34, 176 

Second National Strategic Health Development Plan 2018-2022 

 

 

Table 3: The availability of all cadres of health workers as of 2012 

Health 

Professional 

Category 

Total Number 

Registered 

Number per 

100,000 

population 

    Ratio 

Doctors 65,759 38.9 1:2,572 

Dentists 3,129 1.9 1:54,056 

Optometrists 2,676 1.6 1:63,207 

Dispensing 

Optician 

168 0.10 1:1,006,793 

Nurses and 

Midwives 

249,566 148 1:677 

Dental Nurses 266 0.15 1:635,868 

Radiographers 1,286 0.76 1:131,525 

Pharmacists 16,979 10 1:9,961 

Physiotherapists 2,818 1.7 1:60,022 

Community 

Health Officers 

5,986 3.5 1:28,256 

Senior CHEWs 42,938 25.3 1:3,939 

Junior CHEWs 28,458 16.8 1:5,914 

Medical Lab 

Scientists 

19,225 11.3 1:8,798 

Medical Lab 

Assistants 

11,067 6.5 1:15,283 

Medical Lab 

Technicians 

8,202 4.8 1:20,622 

Environmental 

Health Officers 

6,542 3.9 1:25,854 

Health Records 

Officers 

2,926 1.73 1:57,806 

Dental 

Technologists 

730 0.43 1:227,646 
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Dental 

Therapists 

3,253 1.9  

Dental 

Technicians 

1,885 1.1 1:89,730 

Dental Surgery 

Assistants 

886 0.5 1:190,904 

Chattered 

Chemists 

2,533 1.5      1:66,775 

Public Analysts 717 0.4 1:235,901 

Pharmacy 

Technicians 

1,849        -     - 

Health 

Technicians 

8,739 5.15 1:19,354 

Occupational 

Therapists 

34            -          - 

Occupational 

Therapist 

Assistants 

104  

          - 

         -   

Speech 

Therapists 

28 0.01 1:17,000,000 

Audiologists 25           -          - 

Physio-

Technician 

65           -          - 

Prosthetists and 

Orthotists 

8           -           - 

Second National Strategic Health Development Plan 2018-2022  


