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Abstract

Background: Despite the importance of gender and intersectionality in policy-making for
human resources for health, these issues have not been given adequate consideration in health
workforce recruitment and retention in Africa.

Aims: The objective of this review was to show how gender intersects with other sociocultural
determinants of health to create different experiences of marginalization and/or privilege in the
recruitment and retention of human resources for health in Africa.

Methods: This was rapid review of studies that investigated the intersectionality of gender in
relation to recruitment and retention of health workers in Africa. A PubMed search was
undertaken in April 2020 to identify eligible studies. Search terms used included: gender,
employment, health workers, health workforce, recruitment and retention. Criteria for inclusion
of studies were: primary research; related to the role of gender and intersectionality in
recruitment and retention of the health workforce; conducted in Africa; quantitative or qualitative
study design; and published in English.

Results: Of 193 publications found, nine fulfilled the study inclusion criteria and were selected.
Feminization of the nursing and midwifery profession results in difficulties in recruiting and
deploying female health workers. Male domination of management positions was reported.
Gender power relationship in the recruitment and retention of the health workforce is shaped by
marriage and cultural norms. Occupational segregation, sexual harassment and discrimination
against female health workers were reported.
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Conclusion: This review highlights the importance of considering gender analysis in the
development of policies and programmes for human resources for health in Africa.
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Introduction

According to the recent world health statistics report (1), Africa is still one of the continents with
the highest burden of disease. Most countries in Africa have very weak health systems and
poor-quality health care, which, to a large extent, may be attributed to critical shortages in
human resources for health (2). In the 2006 world health report, Africa was classified as having
the most severe health workforce shortage in the world; of the 57 countries considered to be
facing a health workforce crisis (health workforce density ratio lower than 2.3 health workers per
1000 population), 36 were in Africa (3).

The World Health Organization (WHO) noted that efforts in Africa to ensure adequate human
resources for health are constrained by inadequate institutional capacity for human resources
management, inadequate numbers of health workers, slow progress in educational reforms,
skewed distribution of health workers, lack of incentives, ineffective retention strategies for
health workers and, most importantly, gender inequality (2). Experts in human resources for
health have noted that gender inequality and imbalance are a major challenge to delivery of
health care services in low-income settings (4). According to Newman, “gender inequalities are
systems inefficiencies that contribute to clogged health worker educational pipelines,
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recruitment bottlenecks, attrition, and worker maldistribution in formal and non-formal health
workforces” (5). It has been argued that the failure in policy and planning for human resources
can be traced to health mangers disregard for gender (6).

A recent study in parts of Africa on the gendered health workforce observed that in Africa,
difficulties in recruitment are often made more severe because of a history of low, irregular
salaries for health professionals, poor staff mix and unbalanced gender mix (7). The study also
noted that “retention is also problematic, with internal (across sectors) and external brain-drain
as a result of poor and irregular remuneration, poor HR management practices and limited
promotion opportunities, alongside poor working conditions, especially in rural areas” (7). In
Africa where human resources for health and other health system components are highly
influenced by context-specific factors, especially social and cultural determinants of health,
gender as a sociocultural factor therefore plays a critical role in recruitment and retention of
health workers (2,8,9).

Despite the importance of gender and intersectionality in policy-making for human resources for
health, these have not been given adequate consideration in matters related to health workforce
recruitment and retention in Africa. In this paper, intersectionality is understood as the concept
that brings in an additional series of characteristics and contexts that intersect with gender in
dynamic ways to disadvantage or privilege different individuals creating inequities (10,11).
Bowle, further defined intersectionality as a “theoretical framework that posits that multiple
social categories (e.g., race, ethnicity, gender, sexual orientation, socioeconomic status)
intersect at the micro level of individual experience to reflect multiple interlocking systems of
privilege and oppression at the macro, social-structural level (e.g., racism, sexism,
heterosexism)” (12). Although consensus on the concept and definition of intersectionality is
lacking, it is increasingly recognized by researchers on human resources for health as an
important theoretical approach that provides a framework for understanding inequalities within
the health systems and particularly those associated with recruitment and retention of the health
workforce by highlighting intersections of individuals’ multiple identities within social systems of
power that determine the placement and position of health workers (11,13).

Gender is undoubtedly one of the main identities of an individual which influence human
resources for health in most low- and middle-income countries. Gender has been described as
a social and political construct that is instilled in personal actions and organizational structures,
practices and processes such that it affects a person’s professional development and career
advancement (14). This explains why deeper exploration of gender and intersectionality in
human resources for health is gaining momentum worldwide because there are many
unanswered questions about the subject. For instance, it is estimated that up to 75% of health
workers are female but this gender ratio is not reflected in certain categories of the health
workforce, including the top levels of leadership in many low- and middle-income countries (15).
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Consequently, calls have been made to take into account the ways in which gender intersects
with other social identities and stratifying factors to create unique experiences of marginalization
and disadvantage (15). How gender and intersectionality define recruitment and retention of
health workforce in Africa is yet to be fully explored.

The objective of this review is to show how gender intersects with other sociocultural
determinants of health, including age, race, class, (dis)ability, education, professional hierarchy,
economic security, residence, marital status, patriarchy and work grouping, to create different
experiences of marginalisation and/or privilege in the recruitment and retention of health
workers in Africa. Through this review we aim to propose recommendations to policy-makers to
address the challenges to the health workforce caused by intersectionality of gender.

Methods

We undertook a rapid review, which accelerates and streamlines the conventional systematic
review processes in order to provide policy-makers with timely evidence for policy formulation
(16). We searched PubMed in March 2020 to identify studies published in English from 1966 to
2020 that investigated the intersectionality of gender in relation to recruitment and retention of
health workers in Africa. We used mainly the PubMed database for extraction of relevant
publications because studies indexed in PubMed are regarded to be reliable as they underwent
undergone a reasonable peer review process.

We retrieved 193 publications using the following key words. Category 1) gender, employment,
health workers, Africa — 167 publications; Category 2) gender, health workforce, recruitment,
Africa — 9 publications; and Category 3: gender, health workforce, retention, Africa — 17
publications. The criteria for inclusion of studies were: primary research, not review articles;
related to the role of gender and intersectionality in recruitment and retention of the health
workforce; conducted in Africa; and quantitative or qualitative study design. Studies not
published in English were excluded.

The first author independently searched and retrieved relevant publications, by screening titles
of publications and the abstracts, and retrieving full texts of publications that fulfilled the
inclusion criteria. The second author independently verified the publications and checked for
their completeness and accuracy. Differences were resolved through discussion and
consensus.

Results
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Of the 193 publications found, nine (5%) met the inclusion criteria: six of 167 studies in category
1, one of nine publications in category 2, and three of 17 publications in category 3 (however,
one in category 3 was duplicated and so was excluded). Of the nine studies included, six were
qualitative studies, two used a mixed method design and one was a cross-sectional survey.
Three of the studies were conducted in South Africa, one was a multicountry study (Cambodia,
Sierra Leone, Uganda and Zimbabwe), and the others were carried out in Ethiopia, Kenya,
Malawi, Niger and United Republic of Tanzania. The results are shown in Table 1.

Intersections of gender in recruitment

Two studies reported on the intersection of gender in recruitment of health workers. In one of
the studies, feminization of the nursing profession was documented to result in difficulties in
recruiting and deploying female health workers in rural zones (17). The second study reported
that the issue of gender was absent in the policy on lay health workers and that policy
developers were not aware of gender-based problems associated with working conditions. The
high unemployment rates meant women were available to fill a gap in the health system without
being in a position to demand higher salaries. The social context of patriarchy also intersected
with gender to affect recruitment and employment of female health workers (18).

Intersections of gender in retention

Eight studies described the effect of gender on the retention of health workers. In one of the
studies, being black and the professional hierarchy within the system limited professional
development (retention) of women. In addition, there were more male managers in
predominantly female departments (19). Female gender was reported to have a negative effect
on health provider education by one of the studies. Occupational segregation, sexual
harassment and discrimination based on pregnancy and family responsibilities were problems
faced by female students and faculty members in this study (20). In another study, women
predominated in nursing and midwifery units but were under-represented in management
positions and were clustered in lower paying positions. Gendered power relations shaped by
women’s household responsibilities negatively affected rural deployment of female health
workers largely because of patriarchal dominance. Furthermore, women in all contexts face
challenges in accessing both pre- and inservice training (7). Similarly, findings from another
study showed that for married women local cultural norms dictate that women follow their
husbands and not vice versa, hence affecting retention in rural areas (17).

Other studies highlighted gender as a fixed representation (main determining factor) on
migration of nurses in search of better work opportunities. Female nurses were more likely to
migrate than their male counterparts (21). Females were under-represented at middle and top
management levels but over-represented at lower (operational) management levels (22). In
exploring ways to achieve retention in rural areas, another study found that women tended to be
significantly less responsive to financial incentives than men (23). In another study, males were
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nearly twice as likely to intend to leave for a better job or working conditions than females —i.e.
less likely to be retained (odds ratio = 1.6; 95% confidence interval: 1.0-2.5) (24).

Discussion

The outcome of this review confirms the findings of previous reports which showed that gender
and intersectionality are important social stratifying factors that intersect in dynamic and
interactive ways to influence the health systems in general and human resources for health
more specifically (8,12,25). All the studies reviewed showed the strong influence of gender on
the recruitment and retention of the health workforce in Africa. Thus, gender analysis can be
used to explain the documented inequalities between male and female health workers and
variations in how the health workforce is recognized, valued and supported. Differences exist at
the professional level (career trajectories, pay, training and other technical resources and
professional networks) and at the personal level (personal safety, stress, autonomy,
self-esteem, family and other social relationships) (26—28).

One important finding in our review is the feminization of certain categories of health
professions. Feminization of the nursing and midwifery profession was shown to result in
difficulties in recruiting, deploying and maintaining female health workers, especially in rural
areas (17). Zurn and colleagues observed that the distribution of women by occupational
category is biased in favour of nursing and that women are very poorly represented in other
categories, such as dentistry, medical assistant jobs, pharmacy, managerial/training jobs and
medicine (4).

The predominance of females in the nursing profession is common worldwide because nursing
is often labelled as the work of women. A number of previous reports have shown the very
strong link between female gender and nursing and described it to be associated with the
feminine nature of nurturing, caring, empathy and gentleness as opposed to masculine
characteristics (29-31). According to a study in Mauritius, nursing is associated with relatively
low status owing to gender and income, and is also influenced by cultural perceptions of social
status, the nature of the work and sexuality (32). In Africa, where cultural perceptions of social
status favour patriarchal dominance, it is not a surprise that nursing is a female-dominated
occupation. In fact, men who choose to go into nursing are often portrayed as not “real” men,
effeminate, homosexuals, somewhat suspicious and out to seek to benefit from some hidden
advantages (29,30,33). Because the nursing profession is gender segregated and influenced by
cultural traditions which promote male dominance, male nurses are often treated in a special
way and given privileged positions in the health care settings (32).

Our review also indicates male dominance in leadership and management positions in the
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health workforce (18,19,22). Available statistics indicate that women make up more than 70% of
the health care workforce and are the largest users of health care, yet they remain very
under-represented in top management and executive leadership positions (4). A recent study
noted that women’s role as child bearers and gendered societal expectations, including child
nurturing and other domestic responsibilities, can influence their ability to take up leadership
opportunities, and their selection and appointment as leaders (35). In another study, prejudicial
cultural values and gendered social roles and expectations were found to hinder the career
advancement of women in health care (36).

A number of studies have shown that stereotypical male and female attributes and behaviours
have led to men and women largely preferring male leaders, even when the credentials of male
and female candidates are the same (37,38). It has been argued that stereotypical female
attributes, such as cooperation, modesty and emotiveness, tend to be perceived as
incompatible with strong leadership, whereas stereotypical male attributes, such as
assertiveness, stability, achievement orientation and independence, tend to be viewed as
fundamental to leadership (39). Furthermore, women sometimes lack the desire to hold a
managerial position, given that they are more committed to their families, child care and
matrimonial responsibilities than to their careers, compared with their male counterparts (40).

The under-representation of women in managerial and decision-making positions may lead to
less attention being given to and a poorer understanding of the problems specific to women
(41). In the WHO report on gender mainstreaming for health managers, it was noted that
addressing gender equality in the workplace requires more than ensuring that women and men
can participate at different levels of the organization (42). It also requires ensuring that, once
women are recruited and hired, they receive equitable treatment and opportunities to perform
their duties to the best of their ability (42). WHO is supporting a joint inter-agency health
workforce expansion and transformation programme which has gender as a core principle and
seeks to use workforce plans, investments and actions to seize the opportunities to realize the
dividend from providing equal opportunities to all irrespective of gender (34).

In one of the studies reviewed, it was observed that gender power relationship in the recruitment
and retention of health workers is shaped by marriage (21) and cultural norms that dictate that
women follow husbands and not vice-versa (17). In a study on physician retention rate and its
effective factors in the Islamic Republic of Iran, it was noted that at the individual level, gender is
not a primary factor in retention while marital status was, i.e. married physicians showed greater
willingness to stay in their area of origin (43). Another study reported the influence of gender on
career trajectories, in particular gender roles within dual-career households, with some female
professionals prioritizing their male partners’ careers ahead of their own (19). There is sufficient
evidence that shows that it is common for women health care professionals to prioritize family
demands over their careers (44,45). In Africa, where sociocultural determinants of health are
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very pronounced, the intersection of gender will continue to exert a strong influence on the
health systems. According to WHO, addressing gender norms, roles and relations enables
better understanding of how sociocultural identity construction (male and female), attribution of
rights and unequal power relations can affect components of the health system, including the
health workforce (46).

The attempt to meet family and other social demands has led many female health workers to
reject or forfeit well paid job offers or transfers to locations where their families do not live, some
even opting to remain unemployed. In one of the studies we reviewed, a high rate of
unemployment among female health professionals meant they were available to fill gaps without
being able to ask for higher salaries (18). In a previous report of gender analysis by the WHO
Commission on the Social Determinants of Health, it was noted that not only are women
over-represented in caring, informal, part-time, unskilled and unpaid work, and work that is
routinely not measured, but women’s contributions also cover a range of activities that blur
some of these conventional distinctions (26). It is widely recognized that women’s lower status
is often institutionalized through social, economic and political structures of the society with
institutions being more inclined to marginalization of women in employment, promotion and
leadership or managerial positions (46). There is need to strengthen mechanisms and initiate
policies that will address the broader sociopolitical factors, power dynamics and cultural factors
that are responsible for gender discrimination in recruitment and retention in the health
workforce.

An important finding of one of the studies reviewed is the occupational segregation, sexual
harassment, violence and discrimination against the female health workers based on certain
social demands, such as family responsibility and pregnancy (20). It is reported that in Saudi
Arabia, women in the medical field can achieve good success at junior levels but are exposed to
some degree of discrimination at higher levels (47). In addition, because of contact with male
medical staff and patients and night shifts, employment for women in the medical field is not
always welcomed.

Occupational segregation and sorting of men and women into specific types of job are key
contributing factors to inequality in pay with women more concentrated in low-grade and
low-paying jobs, the public sector and part-time employment (48-50). In addition to
discrimination against female health workers, other factors that contribute to this gender pay
gap include women'’s dual roles in the workplace and family. For instance, a larger proportion of
female health workers are likely to take parental leave than their male counterparts.
Furthermore, the lack of facilities for child care in health care settings forces more women out of
work than men (48,49). Previous reports on gender and human resources for health have
shown that gender discrimination and inequality are key barriers to entry, reentry and retention
in employment systems, especially for female health workers (5,26,51).
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Women are reported to face a disproportionate burden of violence and discrimination across all
sectors, but the female-dominated occupations such as health and social care services are at
greater risk (52,53). A gender analysis of the health workforce also revealed significant levels of
violence experienced by women health workers who are disproportionately victimized because
of gendered ideologies that subjectively sanction such violence or because of their
disadvantaged position within the health workforce (26). In Afghanistan, it was reported that
increased insecurity in remote areas affects the mobility of health professionals, especially
females (54). In order to increase the retention of female health workers in rural and remote
areas, Afghanistan started to provide opportunities for male family members and spouses to
deploy to the same health facilities (54).

According to WHO, female health workers face harassment and violence from three sources —
male colleagues, male patients and the wider community, including visitors to facilities or men in
the community if they are outreach workers (55). In addition, the stigma in reporting cases in the
health profession has created a misperception that harassment cases are rare (55). In a
quantitative review of workplace violence among more than 150 000 nurses mostly females,
overall violence exposure rates were 36.4% for physical violence, 66.9% for nonphysical
violence, 39.7% for bullying and 25.0% for sexual harassment, with 32.7% of nurses reporting
having been physically injured in an assault (56).

In Rwanda, it was reported that about 39% of health workers faced at least one form of
workplace violence, such as verbal abuse, bullying and sexual harassment, in the 12 months
before the study, with female health workers being disproportionately affected (57).
Furthermore, women health and social care workers working in conflict-affected regions or
remote settings are highly vulnerable to violence and sexual harassment (7). To address sexual
harassment and discrimination, it has been suggested that policies and mechanisms be
established that promote equal opportunity, non-discrimination, gender equality and respect for
human rights, all of which should be core health professional values and competencies (15).

In conclusion, our review highlights the importance of considering gender analysis in the
development of policies and programmes for human resources for health in Africa. There are
however a number of limitations to this study. First, some of the studies/papers included are old
and so the situation may have changed. Second, we limited our search to the PubMed, and so
some studies indexed in other important databases may have been missed. Third, only studies
published in English were included and thus some relevant studies in French, Portuguese and
Arabic, could not be assessed. In spite of these limitations, the study highlights some vital
issues needed to address intersectionality of gender in African setting. WHO identified the main
urgent challenges to human resources for health in Africa including: weak leadership and
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governance capacity for human resources for health; weak training capacity; inadequate
utilization, retention and performance of available health workers; insufficient information and
evidence on gender intersectionality; weak regulatory capacity; uncoordinated partnerships; and
weak policy dialogue (2). To improve human resources for health in Africa, it is imperative for
policy-makers to develop affirmative action policies for gender equality. A number of
recommendations which can help develop such policies include: (i): commissioning more
studies on intersectionality of gender in human resources for health to provide local
context-specific evidence for policy-making; (ii) engaging stakeholders and convening a citizens’
panel to deliberate on how to address some of the key issues, such as social, cultural,
economic and patriarchal factors, that influence intersectionality of gender in human resources
for health; and (iii) applying gender sensitivity and gender equity in policy development on
human resources for health.
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Intersectionnalité des questions de parité homme-femme en matiere de
recrutement et de fidélisation des personnels de santé en Afrique : une
analyse rapide

Résumé

Contextel: Malgré I'importance des questions de parité homme-femme et de l'intersectionnalité
dans I'élaboration de politiques liées aux ressources humaines dans le domaine de la santé,
ces aspects n'ont pas été diiment pris en compte dans le recrutement et la fidélisation des
personnels de santé en Afrique.

Objectifsl: L'objectif de la présente analyse était de montrer comment les questions de parité
homme-femme se recoupent avec d'autres déterminants socioculturels de la santé pour créer
des expériences différentes eu égard a la marginalisation et/ou au privilége dans le processus
de recrutement ou de fidélisation des ressources humaines dans le domaine de la santé en
Afrique.

Méthodesl: Il s'agit d'une analyse rapide des études qui ont examiné l'intersectionnalité des
questions de parité homme-femme en relation avec le recrutement et la fidélisation des
personnels de santé en Afrique. Une recherche dans PubMed a été effectuée en avril 2020
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pour identifier les études éligibles. Les termes de recherche utilisés comprenaient : questions
de parité homme-femme, emploi, agents de santé, personnels de sante, recrutement,
fidélisation. Les criteres d'inclusion des études étaient les suivants : recherche primaire ; liée au
role des questions de parité homme-femme et de l'intersectionnalité dans le recrutement et la
fidélisation du personnel de santé ; menée en Afrique ; plan d'étude quantitative ou qualitative ;
et publiée en anglais.

Résultatsl: Sur les 193 publications trouvées, neuf répondaient aux critéres d'inclusion de
I'étude et ont été sélectionnées. La féminisation de la profession infirmiere et obstétricale
entraine des difficultés en matiere de recrutement et de déploiement des personnels de santé
féminins. Une dominance masculine des postes d'encadrement a été rapportée. La relation de
pouvoir entre les hommes et les femmes dans le recrutement et la fidélisation des personnels
de santé est déterminée par le mariage et les normes culturelles. La ségrégation
professionnelle, le harcélement sexuel et la discrimination a I'égard des agents de santé
féminins ont été signalés.

Conclusionl: La présente étude souligne I'importance de la prise en considération de I'analyse
des questions de parité homme-femme dans I'élaboration des politiques et des programmes
relatifs aux ressources humaines dans le domaine de la santé en Afrique.
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