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A B S T R A C T

Background: The aim of this research was to analyze midwives’ job satisfaction and intention to leave in
developing regions of Ethiopia.
Methods: A facility-based cross-sectional study was conducted amongst 107 midwives in four developing
regions of Ethiopia. All midwives who were working in 26 health facilities participated in the study. A
structured self-administered questionnaire, and in depth key informant interview guides, were used to
collect data. Job satisfaction was measured by nine dimensions and intention to leave their current
position was measured using three questions.
Results: More than two-thirds (67%) of the midwives were female, with a mean age of 26.1 (sd � 4.2) years old.
Less than half (45%) of the midwives were satisfied with their job, less than half (42%) were satisfied with ‘work
environment’ and less than half (45%) were satisfied with ‘relationship with management’ and ‘job
requirements’. Relatively better satisfaction rates were reported regarding ‘professional status’, of which more
than half (56%) of midwives were satisfied, followed by more than half (54%) of midwives being satisfied with
‘staff interaction’. Almost two-fifths (39%) of midwives intended to leave their current position.
Conclusion: Job dissatisfaction and intention to leave rates amongst midwives in developing regions in
Ethiopia are a source of concern. The majority of midwives were most dissatisfied with their working
environment and issues related to payment. Their intention to leave their current position was inversely
influenced by job satisfaction. The introduction of both financial and nonfinancial mechanisms could
improve midwives’ job satisfaction, and improve retention rates within the profession.
© 2021 The Author(s). Published by Elsevier Ltd on behalf of Australian College of Midwives. This is an open

access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

Statement of significance

Problem
Midwives working in Ethiopia who are not satisfied and

intend to leave their current position will affect future

maternal and neonatal mortality and morbidity. The number

of midwives working in low income country regions of

Ethiopia is low.

What is already known
Midwives are key players in the health care system to

increase the health of women and newborns particularly in

developing countries. Ethiopia has been working to increase

the number of midwives over the past decade to reduce

maternal and neonatal mortlaity and morbidity. However,

programs are mainly driven towards community needs with

less attention directed at midwives’ perspectives.

What this paper adds
It is clear that a significant proportion of midwives in

Ethiopia report job dissatisfaction and/or intend to leave

their current job and that the situation is urgent. Addressing

change and investment in the current health care system in

Ethiopia is necessary to create a better situation for

midwives.
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The World Health Organization’s (WHO) 2013 report on Human
esources for Health (HRH) declares as “a universal truth” that
here is “no health without a workforce” [1,2]. Globally, the ability
f a country to achieve its health targets depends largely on the
nowledge, skills, motivation, and deployment of the people
esponsible for organizing and delivering health services [2–5].
here are global, regional, and country efforts, including the WHO
RH 2030 Strategy, to address HRH challenges and to ensure
quitable access to skilled and motivated health workers that are a
ajor component of a performing health system [2,6,7]. However,

he majority of Sub-Saharan African (SSA) countries have an
verage of only 1.1 health workers per 1000 population, against the
ecommended minimum of 2.3 per 1000 population, and far less
han the 4.45 per 1000 population estimated as necessary to
chieve the Sustainable Development Goals (SDGs) and Universal
ealth Coverage (UHC) [8,9]. Many SSA countries lack the human
esources needed to deliver essential health interventions for
everal reasons, including new health worker graduates, mal-
istribution, barriers to inter-professional collaboration, inefficient
se of resources, poor working conditions, a skewed gender
istribution, migration of health workers within and across
ountries, poor skills mix, and demographic imbalances [6,9,10].
thiopia has critical HRH challenges which include shortages,
isparities between urban and rural settings, poor motivation,
etention, and performance-based recognition mechanisms [11].
ver the past two decades, there has been an increase in the
umber of health workers in Ethiopia through the expansion of
raining institutions and increasing annual intake of students,
owever it will be some time until the shortfall is addressed [12].
For instance, according to the HRH strategic plan of Ethiopia

016–2025, the midwife to population ratio was 1 per 8200
opulation in 2016 (international benchmark is 1 per 5000).
espite progress, a greater effort is still required to meet the
inimum standard of 2.3 health workers per 1000 as

ecommended by the World Health Organization (2006) through
he expansion of health workers’ pre-service education and
raining programs. Increasing and enhancing the capacity of
idwives are critical elements to reduce the mortality and
orbidity of maternal and child health particularly in Ethiopia

12]. Human resources management systems and reforms have
ed to some positive results in the utilization, retention and
erformance of the available health workforce in improving
overage, equity in access, quality and efficiency of health services
7,12]. Despite this progress, retaining skilled health workers with
he appropriate skill mix in remote areas remains a major
hallenge due to low salaries and non-conducive working
onditions [6,13].
The success of the health care delivery system is dependent on

he hard work of motivated and satisfied health care providers
2,14]. Two major factors that influence the provision of quality
ealth care include institutional capacity and readiness, and the
ommitment and competence of care providers [4,15,16]. Job
atisfaction of care providers contributes to health care delivery
eform that demands compassionate, ‘respectful, and caring health
rofessionals who deliver quality health care’ [17]. A study that
as conducted in Ethiopia at the national level found that almost
wo-thirds (61%) of nurses expressed satisfaction with their job
nd expanded recognition systems and opportunities for advance-

Health Organization report identified inadequate payment, lack of
motivation, lack of training and supervision, and working
environment as key HRH challenges, in addition to a shortage of
health care providers. Without addressing these quality challenges
through workable mechanisms, the health system cannot provide
quality health services, even at the basic primary care level [19].
The Ethiopian government developed the HRH Strategic plan
(2016–2025), to address the aforementioned challenges, within
the broader objective of ‘supporting the planning, development
and retention of adequate, high performing and skilled health
workers of different categories that fit the diverse health care
needs of the Ethiopian people’. The enhancement of health
workers’ motivation and retention for improved performance
was set as its fourth strategic outcome [7,20]. However, there are
limited studies in the developing region of Ethiopia about the
satisfaction and retention rates of midwives and this study aims to
address this gap in the literature.

Methods

Study setting

Ethiopia's total population has grown from 38.1 million in 1983
to 114 million in 2020 [21]. Ethiopia is administratively divided
into regional states and chartered cities, zones, woreda (districts)
and kebele (wards). The regions are further subdivided into zones.
Woreda or districts are smaller subdivisions under zones. Kebeles
are the smallest administrative divisions [22]. From the highest
administrative structure, four regions (The Afar Regional State,
Benishangul-Gumuz Regional State, Gambella Regional State, and
Somali Regional State) labelled as developing regions are
characterized by low public service delivery including infrastruc-
ture, investment, and capacity. The major proportions of these
regions are pastoralist in nature [22].

Human care workers are critical challenges in Ethiopia,
particularly for midwifery graduates who are limited in number.
In 2019, there were about 15,565 midwives (both diploma and
degree level) for a population of such a large county [23]. In
Ethiopia, midwifery training takes three years for a bachelor
degree and two years for a diploma level. The majority of costs
for training of mid-level health-care workers are financed and
supported by: (a) the Ministry of Education; (b) the Ministry of
Health; and (c) health and education partners. In Ethiopia, the
health sector has been financed and monitored in two ways:
through the Ministry of Finance and Economic Development and
the Health Sector Development Partners joint forum [23].
According to the Ethiopian salary scale, health care workers
are two steps higher on the civil service salary scale compared to
other civil servants of equivalent rank. In Ethiopia, health care
professionals such as nurses and midwives have a similar salary
scale, unlike medical doctors who have a better salary. However,
regional health bureaus have been mandated to strengthen
different financial and non-financial incentives for health care
providers to encourage and motivate professionals to stay in
their jobs and in their profession. In Ethiopia, for lower and mid-
level health care workers some financial incentives are available
[2,23].

Design
ent are required to increase nurses' job satisfaction and
otivation. Additionally, the same study found that equitable
alary and fringe benefits are also required to reduce staff’s job
issatisfaction [18].
Several studies have established an association between health

orkers’ job satisfaction and intention to leave. A 2008 World
3

A facility-based cross-sectional study that employed
mixed quantitative and qualitative methods of data
collection and analyses was conducted during December 2019.
The study included 107 midwives across four developing regions of
Ethiopia (Afar, Gambella, Benshangual-Gumuz and Ethiopian-
Somali).
9
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Sampling

The four developing regions were purposively selected. All
zones were included and districts were randomly selected from
each zone to include all health facilities in the selected districts
studied. Midwives who were working during the study period in
the 26 selected health facilities and who were willing to complete
the self-administered questionnaire were included in the study.
We used the database from the regional office to obtain a list of
midwives and the human resource department provided the list of
midwives working in the health facilities. Midwives were asked to
self-administered the questionnaires by the researcher and
completion of the questionnaire was taken as implied consent.
Midwives were recruited by responding to a flyer and they
subsequently signed information and consent forms for the
qualitative interviews.

Midwives who worked in the health facility for less than six
months were excluded to reduce individual desirability bias
(meaning a tendency of midwives to answer questions in a manner
that will be viewed favourably by researchers/others. This helps to
reduce either over-reporting or under-reporting for their limited
experience in their work positions).

Data were collected via a self-administered structured ques-
tionnaire, which contained basic socio-demographic information,
job satisfaction, motivation and intention to leave questions. Job
satisfaction questions were developed by adapting different
instruments used for similar studies including multi-dimensional
job satisfaction scales [2,24]. Job satisfaction was further organized
into nine dimensions, each using a satisfaction subsidiary scale.
The job satisfaction survey consisted of 59 items measured using a
Likert scale from strongly disagree (1) to strongly agree (5). The
nine dimensions of job satisfaction were as follows:

Dimension 1-Organizational policies refers to a health care
provider’s perception of organizational value, inter-organizational
communication, and their level of engagement in the organiza-
tional planning and management. This dimension was measured
using six items (maximum score of 30 and a minimum score of 6).

Dimension 2-Developmental opportunities refers to the per-
ception of the likelihood of being promoted and was measured by
two items (maximum score of 10 and a minimum score of 2).

Dimension 3-Midwife-Nurse Interaction refers to the working
relationship amongst the staff and was measured using seven
items (maximum score of 35 and a minimum score of 7).

Dimension 4-Payment (compensation and benefits) refers to
care providers’ total pay and was measured using eight items
(maximum score of 40 and a minimum score of 8).

Dimension 5-Job autonomy refers to the extent of job-related
independence and was measured using three items (maximum
score of 15 and a minimum score of 3).

Dimension 6-Relationship with management refers to the
perception of the relationship between health care provider and
their supervisor and/or other management bodies, and was
measured using five items (maximum score of 25 and a minimum
score of 5).

Dimension 7-Job requirements refers to those activities that are
performed as an integral part of the job and was measured using
eight items (maximum score of 40 and a minimum score of 8).

Dimension 8-Professional status (recognition) refers to ac-
knowledging and rewarding employees by institution and people
who are being served to encourage effort and was measured using

The overall job satisfaction score was estimated by taking the
average score of each of the subscales. To measure the level of job
satisfaction of each individual, the mean (average) value of all
dimensions was calculated. Mean value of dimensions was taken
as a cut-off point to determine whether a health worker was
satisfied with his / her job. As a result, health workers for whom
their score was below the mean were considered as dissatisfied
and those with a score of the mean or above were regarded as
satisfied.

‘Intention to leave their current position’ was assessed using
three measurement questions adapted from Donnelly and
Ivancevich (1985) (1) “it is likely that I will actively look for a
new job next year” (2) “I often think about quitting” and (3) “I will
probably look for a new job next year”. Each question is
represented with a five-point Likert scale to indicate their
likelihood of leaving the organization in the near or distant future.
A higher score indicates a higher intention to leave the
organization.

Qualitative data were collected through key informant inter-
views (KII) which were audio-recorded, then transcribed verbatim
into the original language and translated into English by the core
staff members. The Key Informant Interviews (KII) information
were collected from representatives from each of the Regional
Health Bureaus (RHB), Zonal Health departments (ZHD), Woreda/
District/health offices and senior health professionals at regional/
zonal hospitals, and heads of the health facilities. In Ethiopia, rarely
do midwives work in these leadership positions, and even though
these key informants are not midwives, they work closely with
midwives in their positions. Thirty-six key informant interviews
and 16 focus groups were conducted. Transcripts were supple-
mented by field notes to clarify issues. The FGDs were conducted
with midwives that were working in the sampled regions that
included six to eight midwives in each group that participated in
the discussions. All study participants were fully informed about
the purpose of the study. The midwives were able to withdraw
from the study at any time, however, the focus groups could not
exclude any data that were provided, due to the collective number
of participants. The self-administered questions were completed
by individual midwives in a comfortable environment that ensured
privacy. Key informant interviews were conducted by senior
researchers in a face-to-face participatory interview technique and
captured information by note-taking and the interviews were tape
recorded with verbal consent from each of the informants. If
midwives became distressed with any of the discussions, they
were linked to counselling services.

Data entry and analysis

Quantitative data were entered, cleaned, and analyzed using
SPSS version 21 software for Windows. Descriptive statistics were
used to summarize key study variables using frequencies,
percentages, means and standard deviations. Negatively stated
items/questions were reversely coded. Mean values of all items
were added to obtain the composite mean score. The mean was
taken as a cut-off value to determine the proportion of agreement
to the composite score, and the proportion above the mean was
considered as a percentage of satisfaction. A regression model
evaluated the associations of different variables with the levels of
job satisfaction and intention to leave their current position and
the p-value was set as <0.05 at 95% CI for statistical significance.
12 items (maximum score of 60 and a minimum score of 12).
Dimension 9-Working environment involves geographical

location as well as the immediate surroundings of the workplace
and infrastructure of the health facility including the availability of
essential materials and supplies. This was measured using eight
items (maximum score of 40 and a minimum score of 8).
40
Reliability
Tests of reliability coefficients and internal consistency were

calculated on all individual satisfaction dimensions and the overall
satisfaction scale comprising of 59 items was evaluated by
Cronbach’s alpha. Cronbach’s alpha for individual items ranged
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rom 0.70 to 0.93, and 0.79 for overall satisfaction and 0.88 for
ntention to leave their current position’ which are considered
cceptable measures of reliability. Kaiser-Meyer-Olkin (KMO)
easure of sampling adequacy was deemed very good at 0.84.
ll communalities were between the set cut-off values of 0.55 and
.78.

ualitative data analysis

The qualitative information collected through audio-recorded
ere transcribed verbatim into the original language and
ranslated into English by the researchers. Transcripts were
upplemented by field notes to clarify issues. The qualitative data
nalysis involved a hybrid coding approach which focused on
hematic coding by creating pre-set and emergent themes of
ranscription of in depth interviews and focus group discussions.
dditionally, any ideas, concepts, actions, relationships and
eanings that emerged from the data that were different from

he pre-set codes, were used as the emergent codes. Data were
hen analysed using a thematic approach by conducting an ongoing
ontent analysis. Emerging themes were developed from the
xpanded interviews and discussions. In general, the qualitative
ata analysis followed the five interrelated steps: reading, coding,
isplaying, reducing, and interpreting. ATLAS software was used to
nalyse all the qualitative content.

esults

uantitative results

emographic characteristics of respondents
More than two-thirds (67%) of the midwives were female with a

ean age of 26.1 (sd � 4.2) years old and over half (53%) were
arried. Almost three-quarters (71%) of midwives held diplomas
nd had work experience of more than four years (73%), with a
ean work experience of 4.0 (sd � 3.6) years. The mean work years

n the current workplace was 3.54 (sd � 3). The average monthly
alary for their most recent job was 132 (sd � 5.4) USD, and 14% of

midwives reported to have an additional part-time job for which
they earnt an average of 93 (sd � 27) USD in a typical month.
Almost a fifth (18%) of midwives experienced delayed salary
payment and almost two-thirds (60%) received in-service training
pertinent to their job.

Socio-demographics and work-related factors associated with job
satisfaction

Regression analysis was performed to determine the possible
association of factors that may potentially influence job satisfac-
tion. Factors that were included in the model included basic
socio-demographic variables, educational level, total service
years, years worked in a current health facility, salary, delay in
salary pay, part-time employment and recent training. Accord-
ingly, family size became the single most important statistically
significant predictor of midwives’ job satisfaction. A family size of
greater than three demonstrated that a midwife was three times
more likely to be dissatisfied in their job in comparison to those
with a family size of less than three (OR = 0.39; 95% CI = 0.17; 0.91)
(see Table 1).

Midwives’ job satisfaction
The overall mean satisfaction score based on the nine

satisfaction dimensions was 3.63 (�0.65) which is below the
mean score of satisfaction. Less than half (45%) of midwives were
satisfied with their job (see Table 2). Analysing the various
dimensions of job satisfaction, less than half (42%) of the
midwives were satisfied with the ‘work environment’ and the
‘relationship with management’ and ‘job requirement’ (45%).
Better satisfaction was reported for ‘professional status’ by more
than half (56%) of midwives followed by ‘staff interaction’ (54%)
(see Fig. 1).

Organizational policies
Less than half (44%) of midwives were satisfied by the level of

information shared with them regarding organizational policies
and administrative decisions in their facility, whereas almost two-
thirds (60%) indicated trust in the leadership of the organization.

able 1
ocio-demographics and work-related factors associated with job satisfaction, 2019.

Characteristics Average n (%) AOR (CI)

Total frequency not satisfied satisfied

Sex Female 72(67%) 37(51) 35(49) 1
Male 35(33%) 22(63) 13(37) 0.63 (0.27;1.43)

107(100%) 59 (55%) 48(45%)
Age in years Below mean age (26.1) 67 (63%) 39(58) 28(30) 0.71 (0.32;1.57)

Above mean age (26.1) 40 (37%) 20(50) 20(50) 1
107(100%) 59 (55%) 48(45%)

Marital status Single 57 (53%) 29(51) 28(49) 1
Married 50(47%) 30 (60) 20(40) 0.69 (0.32;1.48)

107(100%) 59 (55%) 48(45%)
Family size Below mean(3) 74 (69%) 46(62) 28(38) 1

Above mean (3) 33(31%) 13(39) 20(61) 0.39 (0.17;0.91)*
107(100%) 59 (55%) 48(45%)

Education Diploma 76(71) 39(51) 37(49) 1
Bachelor Degree 31(29%) 17(55) 14(45%) 1

107 (100%) 56 (55%) 51(45%)
Work years in current facility Below mean (3.54) 65(61%) 38(59) 27(41) 1

Less than mean 42 (39%) 21(50) 21(50) 0.63 (0.28;1.39)
107(100%) 59 (55%) 48(45%)

History of salary delay Yes 19 (18%) 13(68) 6(32) 0.50 (0.17;1.45)

No 88 (82%) 46(52) 42(48) 1

107 (100%) 59 (55%) 48(45%)
Part-time employment Yes 15 (14%) 4(26) 11(74) 1

No 92(86%) 25(55) 14 (45) 1.08 (0.38;3.25)
107(100%) 59 (55%) 48(45%)

* p-value significant at <0.001.

41
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Developmental opportunities
Over half (57%) of midwives, respectively, were dissatisfied with

the opportunity they were provided to continue their professional
development by enrolling into higher education and with the
fairness in obtaining promotional opportunity based on perfor-
mance evaluation.

Midwife-staff interaction
Almost three quarters (72%) of midwives reported satisfaction

about being respected by their peers and almost two-thirds (64%)
with the presence of good friends at the workplace, that was
measured by the staff interaction dimension. In terms of working
relationships and satisfaction with nurses in the facility, almost
two-thirds (61%) of nurses accepted requests from midwives, more
than half (56%) respected midwives, two-fifths (40%) reported a
high level of teamwork between nurses and midwives and more
than two-fifths (43%) of nurses appreciated the role of midwives.

Payment and benefit
The payment and benefit dimension was indicated as the most

dissatisfying factor for midwives. Almost one-fifth (37%) were
satisfied with their current pay and sufficient for their cost of
living, and almost two-thirds (59%) were dissatisfied with the rate
of increment in their salary. Moreover, almost two-thirds (62%) of
midwives demanded an increase in their basic salary.

Relationship with management
More than half (55%) of midwives were satisfied with the

regular and timely feedback they were provided by their
supervisors and managers that assisted them to improve their
performance and the individualized care they received as a person.

Job requirements
More than half (54%) of midwives were satisfied in the

short-term training they received. However, only more than a
third (37%) were satisfied with the learning opportunities they
received.

Professional status
Nearly two-thirds (65%) of midwives do not doubt that their job

is important and meaningful and nearly two-thirds (64%) reported
that they were proud to be a midwife and enjoyed their job.
However, only less than half (47%) showed satisfaction with the
opportunity they had to use their knowledge and skills.

Work environment
Only two-fifths (40%) of midwives were satisfied with the

availability of essential resources and less than a half (43%) of
midwives appreciated their profession. Moreover, just over half
(52%) of midwives would recommend midwifery to their friends.

Socio-demographics and work-related factors associated with

Table 2
Midwives’ Job satisfaction composite scores, means, standard deviations, reliability coefficients, and inter-correlations, among other dimensions.

Satisfaction dimension Number of items Dimension Item Reliability coefficients % satisfied

Means Sd Mean Variance

Organizational Policies 6 18.26 5.48 3.04 1.89 0.75 53(49%)
Developmental opportunities 2 5.25 2.58 2.62 2.1 0.70 49(46%)
Staff interaction 7 22.92 7.89 3.27 2.1 0.88 58(54%)
Payment and benefit 8 19.68 6.96 2.46 2.08 0.75 50(47%)
Job Autonomy 3 8.54 3.50 2.84 1.75 0.85 50(47%)
Management Relationship 5 13.61 4.88 12.72 1.86 0.76 48(45%)
Job requirement 8 23.81 6.96 2.96 1.75 0.81 48(45%)
Professional status 12 41.08 12.85 3.42 2.02 0.93 60(56%)
Working environment 8 25.24 6.62 3.15 1.71 0.78 45(42%)
Overall satisfaction 59 178.30 38.86 19.81 49.03 0.79 48(45%)

Fig. 1. Midwives’ job satisfaction over the nine dimensions.
Autonomy
In terms of the job autonomy dimension, half of the midwives

were satisfied with the freedom to do things the way they like at
work, whereas more than half (55%) reported satisfaction with
decisions they made regarding their work and the opportunity to
do what they wanted to do.
42
intention to leave their current position
Furthermore, socio-demographic and work-related factors that

are assumed to influence intention to leave were analyzed using
regression statistics. The results showed that being male and
having a part time job was associated with intent to leave current
position. (see Table 3).
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The overall mean score for midwives’ intention to leave was
ased on three items (2.68 (sd � 1.2)) that is interpreted as almost
wo-fifths (39%) of midwives having an intention to leave the
acility in which they are currently working and more importantly,
ore than half (51%) declared that they are actively thinking of

ooking for a new job in the following year, whilst almost two-fifths
39%) often think about quitting the job.

ualitative results

Several factors were also discovered in the qualitative findings
oncerning job satisfaction. Overall, the identified themes included
nancial issues, relationships with management, lack of career
rogression, lack of developmental opportunities, work environ-
ent, work overload and mentoring.

inancial issues
The Benishangul Gumuz region has implemented the national

RH regulation on incentives for midwives but other regions have
ot implemented this regulation. A representative from Benish-
ngul Gumuz expressed satisfaction with the implementation of
taff incentives as:
“Incentives are paid timely to midwives: risk payments;
overtime (duty) payments. Additionally, daily allowance is also
provided when midwives go to kebeles (the lowest adminis-
trative structure/village) for community-wide education pro-
grams. These are all fulfilled. Because of these they are satisfied
and work here. They do not tend to leave the health centers.”
(Representative from Benishangul Gumuz regional Health
Bureau)

Qualitative findings from Gambela and Somali regional states
howed the satisfaction of health workers, in general, was found to
e low due to multiple factors. The study participants claimed that

across all government sector offices, as explained by one of the key
informants:

“In previous times, there were three health officers and one BSc
Nurse working in this health centre. They served for a short
period and all the three professionals left the health centre in
2009. Their main reason to leave the facility was the delay to get
a monthly salary”. (Health center Representative, Gambela
Region)

Inadequate benefit and salary packages were the most cited and
prevailing reasons that impacted job satisfaction and motivation
level of midwives as outlined by the qualitative findings. Indeed,
there is a hardship allowance (desert allowance) of 30% of the
monthly salary that is paid to all health workers, but this special
benefits package is unsatisfactory as perceived by key informants.
As a result, the motivation and satisfaction of midwives was very
low in general, although there is slight variation across the four
regional states. Specific benefit packages and risk allowance
payments (17 USD) for midwives are not properly applicable in
regional states like Gambela, Afar and Somali and identified as one
of the factors for job dissatisfaction according to representatives of
health centres and the district health office.

“Midwives are exclusively eligible for hardship allowance but
there is no payment for risk allowance and duty per hour
payment.” (KII from Somali region)
“ . . . ..If you are getting less than you deserve, you tend to limit
yourself from engaging a lot in the work. But if you are paid
right, you would want to do more. Do you know how much
midwives are paid for duty? It is very funny . . . for ten days
duty, they are paid, around 3 USD which is disappointing . . .
while midwives working in the referral hospital are paid, as I
heard it, is between 0.93 to 1.11 USD per hour.” (Midwives KII
from Somali region)

able 3
actors associated with intention to leave current position, 2019.

Characteristics Options Average n (%) P-value (95%CI)

not satisfied satisfied OR

Sex Female 50(69) 22(31) 1
Male 16(46) 19(54) 2.69(1.73,6.20)*

Age in years Below mean age (26.1) 41(61) 26(39) 1.05(0.47,2.36)
Above mean age (26.1) 25(62) 15(37) 1

Marital status Single 36(63) 21(37) 1
Married 30 (60) 20(40) 1.14(0.52,2.49)

Family size Below mean (3) 48(65) 26(35) 1
Above mean (3) 18(54) 15(45) 1.54(0.66,3.54)

Education Diploma 50(66) 26(24) 1
Bachelor Degree 16(52) 15(48) 1.80(0.77,4.21)

Work experience 4 years & less 50(64) 28(36) 1
Greater 4 years 16(55) 13(45) 1.45(0.61,3.44)

Work years in current facility Below mean (3.54) 51(64) 29(36) 1
Above mean (3.54) 15(56) 12(44) 1.40(0.58,3.41)

Monthly salary in USD Less than mean (132) 38(58) 27(41) 1.56(0.71,3.47)
Greater than mean (132) 28(67) 14(33) 1

History of salary delay No 57(64) 31(35) 1.42(0.63;3.19)
Yes 9(47) 10(53) 1

Recent training No 52(55) 41(45) 1.08(0.38;3.25)
Yes 8(53) 7(47) 1

Have part-time job No 50(69) 22(31) 1
Yes 16(46) 19(54) 2.69(1.73;6.20*

* p-value significant at <0.05.
he salary of a midwife is low and does not consider the current
ost of living. Delays in receiving monthly salaries, absence of
dequate payment, risk allowances and lack of penalty rates
overtime fees) were found to be the prevailing factors that
egatively impact job satisfaction. The reason for low/no benefit
ackages for midwives was related to the shortage of budgets
4

Another key informant from the Afar region stated the
following that supports the above finding:

“The district health office could not understand the reasons for
midwives leaving their jobs. There is unfair incentive payment
(hardship allowance restriction). I said unfair because take, for
instance, Logia, located about 60Kms from Millie, health
3
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workers have got hardship allowance (50% of their basic salary)
but this is not the case here but we are still far from big towns. In
general, this district is experiencing a high turnover of health
workers particularly midwives because of the failure to meet
health workers expectation related to benefits.” (KII from one of
the district health office of Afar region)

The benefits packages also vary by work place and duty station:
“The salary in referral hospitals and other hospitals is very
different, it doesn't match at all. It is very wide. Diploma holder
midwives’ gross salary is 201 with a net payment of 59.26 to
66.67 USD but diploma midwives working in the referral
hospital receive a net payment of 111 USD. Imagine how much
bachelor degree holder midwives would receive?” (KII Mid-
wives from Afar region)

Regarding the monthly salary, there has been a delay in
disbursing the salary on time and this is a critical problem in the
Gambella Regional State. This was observed to be the primary
factor which negatively influenced health workers’ including
midwives’ motivation, retention and job satisfaction as well as
those who worked at health centres.

“Delay in monthly salary is a critical problem in this district.
Sometimes the monthly salary is delayed for more than two
months. For example, at present, it has been 52 days since staff
working in this health centre received their last salary, which is
very disappointing.” (KII from one of the districts of the
Gambella region).

Likewise, most of the high turnover is seen amongst health
officers and midwives that originate from distant places (who
previously lived in other regional states) as it appeared in the
quantitative findings. This is particularly true in the Gambela,
Assosa and Somali regional states. For example, in one of the
visited health facilities in the Gog district of Gambela regional
states, almost all the staff working in the health facility at the
current time were permanent residents of the area and native to
the working area. A report by the head of the health facilities stated
all of the deployed staff that originated from other areas left the
health facilities after serving for a short period. The language
barrier, unsatisfactory working conditions of the area including
weather conditions, personal and family-related reasons, lack of
additional incentives, delay in monthly salary and other factors
were reported as the main factors for high turnover of staff and
levels of job dissatisfaction.

“There is a risk allowance payment for midwives in other
regional states of Ethiopia. But in the case of Gambela regional
state, payment for risk allowance is usually overlooked and not
paid for midwives working in the existing health centres.” (KII
from district health office, Gambella regional state).

Relationships with management
Moreover, leadership and management related skill gaps

amongst senior officials working at the district health office and
the zonal health department were also explained as factors that
negatively influenced job satisfaction amongst health workers.

“Most professionals working in the district health offices are
political nominees that lack the necessary technical and
managerial skills to effectively lead health professionals
working in the primary health care units which I perceive
affects the job satisfaction of health workers.” (Gog health

health professionals. In regional states such as Gambela, senior
staff including midwives and newly assigned staff with the same
qualification all received the same monthly salary which was
found to be a source of job dissatisfaction. The qualitative findings
revealed promotion, either based on years of experience or
performance measures, was absent.

Lack of developmental opportunities
Midwives’ job dissatisfaction and lack of motivation was

attributed to lack of educational development opportunities. The
following comments demonstrate the relationship between the
quality of training and level of job satisfaction:

“ . . . ..Besides, there is a skill gap amongst midwives; they
demand training on basic emergency obstetric and neonatal
care (BEmONC), termination of pregnancy care, newborn care
and other related training which is less available for midwives.”
(KII Midwives from Afar region)

Respondents were also asked for reasons that may drive or
influence their intention to leave the facility in which they were
working, and the most frequently cited reasons were better
educational opportunities to upgrade their education and salary.
This finding, in fact, was consistent throughout the reported data
from various sources, including the qualitative findings generated
from district, regional and federal level informants. The above
qualitative findings are consistent with the quantitative results of
this study.

Work environment
Lack of basic infrastructure such as electric power, water and

essential equipment and supplies in their health facilities were also
reported as a factor that played a significant role for job
dissatisfaction of health professionals including midwives.

“Availability of adequate equipment and other basic services
such as absence of electric power in many of the existing health
institutions directly affects the quality of the service that the
midwife is providing to the community. In the absence of this
essential equipment and services, providing quality service is
unlikely and would make a midwife de-motivated and
dissatisfied.” (KII Somali district health office)

In health facilities with solar power, lack of timely maintenance
whenever technical problems were encountered and low power
capacity of existing solar power that were used for other purposes
were the challenges to fully meet the demands of staff working at
the health facilities.

“ . . . .. Only three of the health centres were accessible to basic
infrastructure (water, electricity and road) and incentives
(hardship alliance). These are the push factors for many trained
and experienced.” (KII from district health office, Afar region)

Similarly, “having no electricity, midwives are forced to carry
torches – sometimes with their mouth / teeth - at night when they
attend births. This situation is frustrating for them and for all of us
too”. (KII from district health office, Afar region).

There is also a lack of availability of essential equipment such as
personal protective equipment in the four regional states
according to the findings explored from the representatives of
regional health bureaus which supports the findings displayed in
the quantitative results.

As explained by the key informants, there is a high intention to
centre representative, Gambela region).

Lack of career progression
Lack of career progression and stagnant salary increments were

also another set of factors that demotivated midwives and other
44
leave government jobs amongst midwives across the visited
districts as well as in other districts found in the four regions.
Moreover, in regional states like Gambela (where large refugee
camps are operating) existence of Non-Government Organizations
(NGO’s) and availability of a large labour market in NGOs working
both in refugee and host communities was another reason for the
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igh turnover of midwives from the health facilities and hospitals
s NGOs provide better remuneration and work environments to
ttract midwives to leave government-managed health centres
nd hospitals.
“High turnover of health workers is the big challenge of this
district, particularly midwives and health officers have left to
join non-governmental organizations working in this area.
There are so many reasons for the turnover. We have employed
six midwives in the past three years. But only half of them are
currently working at the hospital and no midwives are working
at health centres at present.” (FGD representative of Gog district
health office, Gambela region).

Similarly, perceptions on the safety and security situation of
orking areas were also mentioned as factors that enhance the
urnover and intention to leave jobs amongst widwives working in
eveloping regions. Similarly, the security issue was also
entioned a concern for other health professionals working in

he health facility.
“In particular midwives perceive many districts found in
Gambela regional states as conflict-prone areas and feel little
personal safety and security, which result in looking for jobs in
other areas and settings.” (FGD representative of Gog district
health office, Gambela region).

Another comment forwarded from the Benishangul Gumuz
egional state health bureau supports the above finding:

“In general, the turnover of health workers is very high in this
region. Commonly there are two types of turnover in this
region. For example, a midwife who is trained on different skills
like prevention of mother to child transmission of HIV and
neonatal resuscitation gets transferred from the health centre
to the district health office to work like experts. This practice
takes a higher percent of staff leaving their position. The second
point is they leave for neighbouring regions; Amhara and
Oromia. These regions attract and welcome more trained and
experienced midwives from Benshangul Gumuz instead of
employing new graduate midwives. They leave this region
because, they want to be near their family, seeking a better
location (big town, good infrastructure) and a better work
environment”. (FGD, representative from Benishangul Gumuz
RHB).

ork overload
Work overload was also mentioned as one source of job

issatisfaction for midwives. In particular, midwives are common-
y assigned in the delivery unit to attend labour and birth where
he potential rate of exposing infection is higher and midwives
ecome more exhusted in comparison to other professionals that
re usually assigned to serve clients in family planning, antenatal
are and other units. As the midwives do not work in other areas,
heir jobs may become monotonous. The midwives also do not
eceive penalty rates for working after hours which makes them
lways overburdened and dissatisfied with the job they are doing.
“They are confined to work and only work in the labour ward.
Everybody, from top to bottom, assumes that their competency
is only birth while the truth is they have other competencies .
. . starting from adult reproductive health, youth sexuality, safe
termination of pregnancy, family planning, ANC, etc. These
areas of competencies are mostly occupied by nurses.

donkey work” and “dirty work”. It is called “donkey work”- because
the job is very tiresome; and “dirty work” because it involves
cleaning and washing. Therefore, there should be an opportunity
for a midwife to rotate to other areas such as family planning or
antenatal clinic units. A complemented argument to the above also
follows:

“Birth room is considered as the ‘midwives’ only realm’ by
everyone and . . . even if it is considered as such, no one
recognizes their endurance and the impact they are making in
decreasing maternal and newborn deaths.” (KII from the
Ethiopian Midwives Association).

Mentoring
The availability of established systems and structures for

mentoring, coaching and supervision of midwives working in
primary health care units by senior professionals (working in
secondary and above hospitals) were explored to identify the
adequacy of mentoring and coaching activities in the four regional
states. These findings identified that there was no regular working
arrangements across the four regional states to implement
mentoring, coaching and supportive supervision activities for
midwives.

“There is no functional system of monitoring, coaching and
supervision. We have tried to conduct irregular supervision as
part of our routine activity. Last year we have conducted
supportive supervision only two times. The main challenges are
to undertake coaching, mentoring and supportive supervision
due to a shortage of transport, fuel budget and unsatisfactory
skills of the district staff. In general, there are no mentoring and
coaching mechanisms that are used to improve the skills of
health workers and midwives.” (A FGD representative from a
zonal health department).

Mentoring and coaching activities for midwives are better in
hospitals in the country particularly in agrarian regions of the
country, as senior staff are provided the opportunity to meet those
midwives working in the same facilities. However, as reported by
regional health bureau representatives from developing regions,
the number of senior professionals in developing regions are
limited. Subequently, hospitals in developing regions have limited
capacity to deliver mentorship for midwives. These factors are the
major challenges for providing regular and frequent mentoring and
coaching activities for midwives in developing regions. Unless
there is an adequate number of senior professionals in primary
health facilities and hospitals in developing regions of Ethiopia, it is
unlikely that midwives will be mentored.

The above findings were also echoed by the Federal Ministry of
Health (FMOH) key informants. According to the key informants,
the FMOH commenced a mentoring initiative in collaboration with
one international NGO by hiring 25 experienced midwives. These
mentors were then deployed to all regions, including Addis Ababa
and Dire Dawa city areas. Due to this initiative’s success, the
number of mentors was increased to 100 as per FMOH’s
recommendations; and regions were provided a mandate to hire
additional mentors. Some regions hired mentors with no
qualifications (those who were not midwives) and midwives with
less experience. The main reasons for hiring mentors with no
qualifications were language barriers (inability to speak the
language of the region) and lack of adequately qualified midwives.

A key informant from the Ethiopian Midwives Association also

Therefore, midwives become exhausted doing the same type
of work and become so desperate to change to other
professions”. (KII, Federal Ministry of Health).

Furthermore, a key informant from the regional Health Bureau
tated that midwives’ nature of work involves two types: “The
4

recommended that midwives with extensive experience who are
supported by mentorship training are the most preferred mentors
for midwives. This is demonstrated by the following quote:

“Steps followed by a midwife during labour and birth are not
the same as the doctors specialized in obstetrics / gynaecology.
5
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Of course, they (the doctors) could provide theoretical
knowledge deeper than midwives, which would be a good
advantage. But when it comes to practical skills, midwives
should be mentored and coached by experienced midwives.”
(KII from Midwife association).

In alignment with the above findings, recording and manage-
ment of HR-related data in district health offices and regional
health bureaus is difficult to extrapolate and almost impossible to
obtain health worker related data from previous years. There was
poor documentation of human resource data across the visited
districts and regional health bureaus. Subsequently, this poses a
major problem and creates challenges to identify midwives’
turnover trends. In all cases, there is no established system and
capacity to ensure HRH data is documented and available and there
is no reliable, up-to-date information regarding the number of
health workers working in government health institutions,
including those who have left the government sector. Even though
there has been an initiative since 2009 to implement an electronic
Human Resource Information System (HRIS), it has been unsuc-
cessful and is non-functional at both the district and regional
health bureau levels. As a result, there is a critical lack of up-to-date
data to report the trends of health worker’s retention and it is an
obstacle for evidence-based management decision making.

Discussion

The survival of the health care system and achievement of its
goals are largely influenced by human resources in terms of
number, skill mix and distribution [15] and also in terms of
midwives’ performance. The success of the health care system is
also likely to be influenced by the individual health care provider’s
motivation and effort towards attaining the goals of the health care
delivery system [2].

This study has identified financial issues, relationships with
management, lack of career progression, lack of developmental
opportunities, work environment, work overload and mentoring as
key challenges related to midwives’ job satisfaction levels.
Similarly, there have been numerous factors identified to influence
health providers’ job satisfaction levels by numerous scholars and
these include recognition, communication, working conditions,
job importance and clarity of responsibilities, degree of profes-
sionalism, organizational setting and climate, interpersonal
relationships with co-workers, positive affectivity, job security,
workplace flexibility and job autonomy, gender, age, level of
education and work experience [25–27].

In a national study attended by the Ministry of Health amongst
health workers employed in the public health sector, the overall
motivation and job satisfaction amongst the 1354 health workers
(medical doctors, anaesthetists, midwives, health officers and
health managers), was below 50%, and almost half (49%) intended
to leave their jobs in the following year. Almost two-thirds (64%) of
midwives were satisfied in their job. This national study compares
with our study in which over half (54%) of the midwives were
satisfied in their job and this could be explained by participants
living in developing regions which were relatively pastoralist and
less developed regions in the country and subsequently having
weaker leadership and governance in the health care system [28].
Findings from Aklilu et al.’s [28] study reported that salary and
benefits were the main factors why the majority (80%) of health

supervision, and training opportunities were also identified to
influence job satisfaction and intention to stay in the profession
[29,30]. All of these findings from these previous studies were
consistent with the findings of our study. Both our study and a
study conducted by Derib et al. [30] documented that job
satisfaction was relatively higher amongst older workers with
higher educational qualifications.

Similar to our study, midwives’ job satisfaction levels of 45% in
our study was comparable with Abraham et al.’s [27] Ethiopian
study in 2020 that documented health workers’ job satisfaction
levels of 45% and higher income was also significantly associated
with higher job satisfaction levels. Age and marital status have
been shown to have marginal influence on job satisfaction levels
[4]. Similar levels (41.4%) of job satisfaction were reported amongst
health care providers working in Jimma University hospital [31].
Health professionals working in health facilities in west Gojam
Amhara regions identified that compensation-benefits, recogni-
tion by management and opportunity for development were
associated with increased job satisfaction levels [27,30,32]. Our
study identified that lower job satisfaction levels in midwives were
related to salaries, work conditions, lack of career promotion and
developmental opportunities and these factors were also identi-
fied by Abernathy et al. [4] in 2014. Studies have also reported high
levels of satisfaction with the nature of the job and co-workers’
relationships as important factors influencing job satisfaction and
these findings are synonymous with our study [2,33,34]. A
hospital-based study conducted in central Ethiopia [16] revealed
that almost two-thirds (64%) of health professionals were more
likely to demonstrate higher motivation levels if they received
monthly financial benefits.

In our study, only two-fifths (40%) of midwives were satisfied
with the availability of essential resources which was related to
their working conditions. This is consistent with evidence about
work environments that has been shown to impact on doctors’
motivation levels [35] and these findings resonate with our study
that showed that lack of basic infrastructure also contributed to job
dissatisfaction levels amongst midwives. Lack of basic infrastruc-
ture such as electric power, water and essential equipment and
supplies in their health facilities were reported as a factor that
played a significant role for job dissatisfaction of health
professionals including midwives. Our study showed, almost
two-fifths (39%) of midwives intended to leave their current
position and more importantly, more than half (51%) declared that
they are actively thinking of looking for a new job in the following
year which are comparable with other studies [36,37]. Similarly,
other studies in Ethiopia reported that half to almost two-thirds
(61%) of nurses [28,37] intended to leave the facility in which they
worked in the following year.

This study has some limitations. This study was cross sectional
and qualitative by nature and unable to show any causal effect,
however substantial findings for this region of Ethiopia. Although
this study provides good evidence for the developing region of
Ethiopia, the findings cannot be generalized to other developed
countries.

Conclusion

Midwives’ job dissatisfaction and intention to leave is
alarmingly high in Ethiopia. Over half of the midwives were
dissatisfied with the seven dimensions out of the nine. Findings
workers reported dissatisfaction. Moreover, working and living
conditions such as workload, work-related risks and hazards, safe
work environment, adequate supplies and equipment and
appropriate infrastructure were also factors that strongly influ-
enced job satisfaction levels. Recognition, being appreciated by co-
workers and community access to basic amenities, supportive
46
reported in this study provide vital evidence to inform policy and
decision makers to respond to the health work force response of
the country and in alignment with the SDG’s target by 2030.
Working environment and items related to payment and benefits
were dissatisfying for the vast majority of midwives. About half of
midwives reported that they would not stay in their current role in
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he forthcoming year. Intention to leave was found to be inversely
nfluenced by job satisfaction.

Improvement of job satisfaction and the retention of midwives
ould be achieved through the introduction of both financial and
on-financial mechanisms. Monetary interventions suggested for
onsideration include salary adjustment and improvements to
ncentive packages. Improved sense of belonging, performance-
ased recognition, fairer opportunities for career development,
mproved work environments and transportation, as well as
reating conducive work conditions, mentoring, coaching and
upportive environments could increase job satisfaction and
herefore the retention of midwives.

The government of the region and partners working in the
egion needs to address midwives’ retention in the four regions as a
op priority in the country. Furthermore, this study triggers the
eed for more evidence to increase various modalities of incentive
ackages for midwives to improve job satisfaction and motivation
o that policy will change service delivery in the health care system
or a happier, healthier workforce.
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