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Available literature shows that retention of human resources for health is underpinned by a number of
factors in Motivation-Hygiene Theory key which include human resource development, financial
incentives, and personal and professional support mechanisms. These are all linked to motivation and
productivity. There is convergence of opinion that staff retentions required packaging different bundle
of incentives depending on the staff cadres and location in the health service delivery system. This
paper which was premised on literature review analyzes the main issues that impinge on retention of
human resources for health in the region and Uganda in particular. It further delves into the options that
the ministry of health and government of Uganda can consider to minimize staff migration from rural
areas to greener pastures. The discourse in this paper ends with a conclusion against the backdrop of
how these challenges can be addressed and the emphasis for pragmatic approaches as opposed to
theoretical perception in addressing the challenges in human resources for health retention.
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INTRODUCTION

The belief among scholars that human resources are the
most important element in delivering health services is
cosmopolitan. In fulfiling the mission, goals and
objectives of the health sector in Uganda largely depends
on having the qualified staff in the appropriate positions
at the right time. According to Siddique (2003), Wood
(1999), Ogbonna and Whipp (1999) and Budhwar (2000),
it requires that such staff are committed towards
delivering on their mandates given the appropriateness of

the work environment. To this end, management of
human resources for health (HRH) has continuously
occupied a central stage since its effectiveness
determines health service delivery outcomes.

Health worker retention and migration are very
important areas to the Uganda Ministry of Health. Joint
Learning Initiative (2004) published a report estimating
that 1 million additional health workers are needed in
Sub-Saharan Africa alone, nearly triple the number
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currently working in the region. The World Health
Organization (WHO) has since updated these data, and
the outlook is even grimmer. According to the WHO, 36
of the 57 countries that are suffering from a serious
shortage of health workers are in sub-Saharan Africa,
and more than four million additional doctors, nurses,
midwives, managers, and public health workers are
needed to fill this gap. Countries with the highest relative
need to have the lowest number of health workers. The
Africa region suffers from more than 24% of the global
burden of health, but has access to only 3% of the
world’s health workers (WHO, 2006) and Uganda is not
an exception to this. In contrast to the WHO'’s
recommendation of at least one doctor per 5,000 people,
ten African countries average one doctor per 30,000 or
more people (Schrecker and Labonte, 2004). And, these
statistics mask the rural/urban divide, as doctors
congregate in urban areas leaving the rural areas even
more underserved. At the same time as low-income
countries are struggling to train new health workers to fill
the workforce gap in sub-Saharan Africa, countries are
also struggling to retain the workers that they have
already trained. Such a situation is also reflected in the
Uganda situation. Migration of health workers is often
stepwise. Workers first migrate from rural areas to urban
areas, then out of the country (WHO, 2006). In August of
2006, the Center for Global Development published a
database representing the first systematic effort to collect
information on the bilateral net flows of African-born
physicians and nurses to nine important destination
countries. According to Clemens and Pettersson (2006),
Uganda is 22nd on the list with 45% of its doctors
working abroad. The bottom line is that the 21st century
organization is one in which human resources are the
greatest asset. Despite efforts invested in addressing
retention of HRH in Uganda, the problem has continued
to persist, thus affecting the quality of health service
delivery. The need by the Ministry of Health in Uganda to
go beyond lip service to ensure that HRH become a core
component of its strategic planning in both the private
and public sectors cannot be over emphasized.

This paper gives an account of the contextual
underpinnings to the retention of human resources for
health in Uganda and further delves into the options that
the ministry of health and government of Uganda can
adopt. The discourse in this paper is grounded on
literature review and it ends with a conclusion against the
backdrop of how these challenges can be addressed and
the emphasis for pragmatic approaches as opposed to
theoretical perception in dealing with retention of health
workers.

Problem statement

The inability to retain HRH in Uganda's health care
delivery system has continued to adversely affect service
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delivery over the years. A trained and skilled health
workforce at the right place with adequate motivation and
support are crucial to achieving the Millennium
Development Goals (MDG) targets by 2015. Despite a
concerted effort in Uganda to provide a national system
approach for the recruitment and placement of such a
health workforce, the system is found to be fragmented,
politicised and under financed. According to Marek et al.
(2005), attraction and retention of qualified and skilled
health workers, especially in rural and remote areas
remains a challenging issue for the Uganda health
system. There have been disparities observed in the
placement of staff where political influence has been
observed in the placement of a new cadre in urban areas
or suburbs. In the Uganda public sector, health care
workers are especially dissatisfied and demoralised with
the irregular nature of transfers that do not appear to
follow any specified human resource policies. Moreover,
the poor access roads to health facilities coupled with
irregular support supervision by district and national level
technocrats; low salaries and lack of social amenities in
rural areas contributes to widespread staff absenteeism
(Ministry of Health Uganda, 2013).

In Uganda, although there is agreement that HRH must
be given priority in budgetary allocations, little attention
has been focused on literature review regarding the
important issues that HRH face in order to stay in their
places of posting. The thinking that salary increment or
availing social amenities will result in staff retention does
not seem to hold fort given the fact that the health
workers in highly paying private health service provider
continue to leave (Ministry of Health Uganda, 2013).
During the financial year 2012/2013, Government of
Uganda opened up to recruitment of additional health
workers to address understaffing. A total of 6,172 (actual
need for Health Centre fours and Health Centre threes at
the time was 10,210 vacancies) health personnel was
approved for recruitment. Based on actual needs for
health workers, 10,210 vacancies were advertised and
86% of the candidates that were offered the job reported
to work. According to the Uganda Ministry of Health
Annual Health Sector Performance Review 2012/2013
(Table 1), enrolled nurses, clinical officers, laboratory
technicians and assistants had the highest recruitment
rates. Dispensers, nursing officers, midwives, public
health dental officers, theatre assistants, ophthalmic
clinical officers and anesthetic officers were among the
cadres who turned up least.

The overall recruitment rate for all cadres was at 71%,
that is, 7,211 out of 10,210 jobs advertised but this did
not reflect the actual number of staff who reported for
duty. It was likely that the overall reporting and retention
could have been below the recruitment rate given the
limited staff accommodation facilities; opportunities for
further career development and other incentives
especially in the hard to reach and stay areas of Uganda.
A health workers audit carried out by the Ministry of
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Table 1. Summary of the recruitment rates by cadre.

Staff cadre

Positions advertized

Positions filled

Nurses (all categories)

Clinical officers (all categories)
Laboratory technicians and assistants
Midwives (all categories)

Other cadres

Doctors (all categories)

Dispensers

Anesthetic officers and assistants
Total

3,108 2,688 86
1,254 989 79
1,246 905 73
1,610 1,067 66
1,997 1,270 64
371 196 53
179 43 24
445 53 12
10,210 7,211 71

Annual Health Sector Performance Report 2012/2013.

Health in 2011, established that 42% of all health worker
positions were vacant. Staff shortages were more acute
for lower level health facilities such as for health centre
where around 55% of the positions were vacant,
compared to Regional Referral Hospitals with an average
of 28%. Overall, the proportion of filled positions went up
from 56% in 2010 to 58% in 2011 which was still below
the target of 75% staffing level set by the Ministry of
Health (Ministry of Finance, Planning and Economic
Development Uganda, 2013). This pointed to the need for
improving staff financial and non financial incentives to
attract specialized health worker cadres especially in the
rural areas which have shouldered the biggest burden of
the effects have continued to get the least share of health
services, thus affecting development initiatives in the
country. Such developments continue to undermine the
government’s commitment towards equitable
development opportunities for its population.

This literature review based article analyzes the
incentives or interventions health workers themselves
most prefer through discrete choice analysis and their
motivational preferences for potential strategies to
increase attraction and retention in the country’s rural and
remote settings.

Objectives of the review

The review was intended to specifically aggregate issues
that impinge on attraction and retention of HRH in their
areas of posting for improved quality of health services in
Uganda. It aimed at creating a better understanding of
how the retention of HRH is understood in the reality of
Uganda’s and global perspectives. The priori expectation
was that such gaps would be relevant to the
management of HRH at national and district local
government levels. This review was premised on the
following research questions:

(1) How is the HRH function regarded by different
scholars?

(2) What are the bundles of incentives needed to
increase attraction and retention of the HRH?

METHODOLOGY

This article draws its foundation from literature and theoretical
review using qualitative approaches. It establishes the available
literature in the field of HRH retention in Uganda and at global level.
The abundance of literature on HRH could not facilitate an
exhaustive review; however, the issues brought to surface can form
the basis for empirical research in this area. In order to capture as
many relevant publications as possible, a wide range of databases
were searched to identify primary studies relevant to this review.

Theoretical framework

This paper is underpinned by the Herzberg (1959) Motivation-
Hygiene Theory. The theory recognizes two factors that involve job
content (motivation factors) which tend to lead to job satisfaction.
These factors are related to the nature of the work itself and the
rewards that flow directly from the performance of the work. In
relation to human resources for health, the motivating factors
include employee growth; the work itself, responsibilities assigned
to the staff; achievements made on the job, career advancement;
and recognition for good work done. Absence of these factors on
the job tends to lead to dissatisfaction among workers. This implies
that such workers who are “not satisfied” do not only tend to restrict
productivity; they just do not get involved in their job or put forth the
extra effort to do a good job. On the contrary, workers who are
“satisfied” put in additional effort thus increasing productivity. The
factors which involve job context (hygiene factors) tend to lead to
job dissatisfaction and include policies and administration,
supervision, interpersonal relations, status, working conditions,
security and salary. When these factors are considered good, or
acceptable, workers do not tend to become “satisfied”, they simply
become “not dissatisfied”. However, productivity is not restricted but
is just held at an acceptable level. When workers become
dissatisfied with any of these factors they tend to restrict output. It
should be noted that the two dimensions are not opposite ends of
the same continuum, but instead represent two distinct continua. A
few job characteristics functioned in both directions. This implies
that motivation of health workers requires putting these factors in
appropriate bundles to enhance productivity and maximize staff
retention. The contents of the bundles depend on different
situations in which health workers find themselves and which health
service managers should manipulate to retain staff. This paper



limits itself to four categories, namely, human resource
development, financial incentives, and personal and professional
support mechanisms; which combine both the hygiene and
motivation factors.

RESULTS AND DISCUSSION
Hereunder, an analysis of the scholarly perspective to the

HRH function as well as incentives needed to increase
attraction and retention of HRH is elaborated.

The scholarly perspective to the HRH function

There are varied definitions of human resource
management espoused by different scholars and
practitioners. But simply put, human resource

management is the organizational function that deals with
recruiting, managing, developing and motivating people,
including providing functional and specialized support
and systems for employee engagement and managing
systems to foster regulatory compliance with employment
and human rights standards (Strandberg, 2009).
According to Flippo (1984), human resource manage-
ment is “planning, organizing, directing, controlling of
procurement, development, compensation, integration,
maintenance and separation of human resources to the
end that individual, organizational and social objectives
are achieved.” From the aforementioned definitions, one
can consider human resource manage-ment as the art of
procuring, developing and maintaining competent
workforce to achieve the goals of an organization in
an effective and efficient manner. These definitions hold
for human resources for health which is essentially
concerned with all the activities that contribute to
successfully attracting, developing, motivating, and
maintaining a high-performing workforce that result in
improved health service delivery. HRH being a human
resource management function, it can be considered as
“a set of organization-wide and people-oriented functions
or activities deliberately designed to influence the
effectiveness of employees in the organization” (Inyang,
2001). Storey (1995) sees human resource management
as a distinctive approach to employment management
which seeks to achieve a competitive advantage through
strategic deployment of highly committed array of culture,
structure and personnel techniques. The human resource
is, in fact, one significant resource and a source of
distinctive competence in the organization, which must be
planned to enhance organizational survival and growth
(Inyang, 2000; Oribabor, 2000). A health system with
health professionals in the required quantity and quality
at leadership, managerial, and technical levels, deployed
where and when needed, and motivated to perform their
functions is the basis for quality health services delivery.
Gilson and Erasmus (2005) noted that by encouraging
the retention of health staff within countries especially in
the public and rural health services that preferentially
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serve the poorest populations, is important that policy
and decision makers see the problems of retaining staff
in these locations (the push factors underlying migration)
as linked to the factors that undermine motivation and
productivity. They further argue that policies to address
retention issues (and so encourage health workers to
stick and stay in country settings) are, thus, also likely to
address poor motivation and weak productivity. These
two sets of problems often go hand in hand with poor
health worker’'s attitudes and behaviours towards
patients. So tackling these problems may have double
benefits for health system performance, contributing to
adequate availability of competent staff, as well as
enhanced staff responsiveness to patients.

The WHO (2010) global policy recommendations on
rural retention provides guidance by describing various
strategies countries can pursue to increase access to
health workers in rural and remote areas through a range
of retention interventions. These cover four main catego-
ries: human resource development, financial incentives,
and personal and professional support mechanisms
which are all linked to motivation and productivity as
posited by Gilson and Erasmus (2005). Due to the
complex nature of the social, professional, and economic
factors that influence motivation and productivity, a
bundle or combination of well-selected interventions is
needed to make rural postings more attractive to health
workers as suggested by the global recommendations.

Incentives needed to increase attraction and

retention of HRH

There are various forms of incentives which can be
packaged severally to attract and retain human resources
for health depending on different contexts. Below is an
analysis of four main incentives categories which include
human resource development, financial incentives, and
personal and professional support mechanisms upon
which the findings of this paper are premised.

Human resource development

According to German Technical Corporation (2007)
report on Malawi health care systems, career
development is seen as an important means of retaining
staff. A number of initiatives are usually undertaken to
have medical, nursing and clinical officer specialists, and
other health professionals undergo continuing profess-
sional development as a measure to attract and retain
them. This helps staff to progress in their career without
having to be away from patient care. The lack of a career
structure for health workers is a serious defect in any
HRH system. While a lot of emphasis is placed on tech-
nical skills development, there is limited focus on health
management and leadership which is a major component
of health service management, yet health professionals
are in position of management and leadership in the
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health facilities. Their inability to effectively manage these
establishments is a disincentive arising from mismanage-
ment of the local resources including subordinate staff.
This in itself contributes to staff attrition.

Maseko et al. (2008) contended that training and
professional progress were important motivational deter-
minants, as they enabled health professionals to take on
more demanding duties and positions and to achieve
personal goals of professional advancement. They
argued that training nurtures personal objectives of health
workers and their value system while allowing them to
cope better with the requirements of their job. Where
opportunities for training are available, they tend to be
especially important for young health professionals. This
is especially so if the training is coupled with support
supervision rather than an inspectorial approach; there is
value added to human resource development and health
service delivery. It facilitates on job skills transfer without
diverting staff from their routine duties. The implication is
that upgrading staff qualifications through local continuing
education and support supervision is a factor in retaining
staff in rural health facilities.

Career development can improve self-efficacy and
therefore an individual's locus of control within their work
setting. Lehmann et al. (2008) established that poor
career paths and promotion opportunities lead to health
workers feeling stuck and therefore more susceptible to
the “pull” factors of migration. In the Uganda case, health
workers are reluctant to work in rural areas as the
opportunity for career development was less than that
found in urban areas. Health workers take pride and are
motivated when they feel they have the option to
progress within their health system, an opportunity which
is usually more readily available in urban areas where
access to information is much easier. Job definition is
also significant, not only in terms of affecting general
satisfaction and organizational commitment, but also in
supervisor-assessed conscientiousness and how staff
assessed how they were getting along. It can be con-
cluded that where health workers are assured of career
development, their retention is likely to be enhanced. A
strategy which gives incentives to staff located in remote
areas take precedence in career development which can
be an added incentive to health worker retention.

Financial incentives

Studies evaluating the importance of salaries and
incomes of health workers on health systems perfor-
mance show that health workers salaries and income
affect health systems performance in multiple ways. The
classic studies by Hertzberg et al. (1959) described basic
pay and safety as hygiene factors without which motiva-
tion, performance, morale and the ability of employers to
attract and retain staff were not affected by other
incentives. In their study, Muula and Maseko (2006)
noted that financial incentives alone did not resolve

motivation problems when applied on their own. In a
related study by Mathias (2008), it was concluded that
financial incentives alone would not keep health workers
from migrating but the fact that they take on second jobs
was a pointer to the likely attrition. This implies that
financial incentives should be integrated with other forms
of incentives to form bundles that reinforce one another in
order to motivate and retain health workers. However,
when the salaries are very low in absolute terms, they
can particularly de-motivate health workers since they
feel that their skills are not valued. Furthermore, they
became overworked when taking a second job to supple-
ment their income. In Uganda, taking on second jobs is a
common occurrence and they range from working in
private health care to running private health-related
businesses (such as drug stores, private dispensaries)
and non-related health related activities. Health workers
also engage in extracting informal fees from patients, or
seeking per-diem payments by attending workshops and
seminars.

Remuneration differentials

According to the Uganda National Development Plan
(2013) from 2010/2011 to 2014/2015, the health sector
has experienced challenges related to recruitment and
retention of qualified staff mainly due to low remu-
neration. In 2010, there was a very low doctor to patient
ratio of 1:24,725 and a nurse to patient ratio of 1:11,000.
Both at an international and regional level, remuneration
of health workers in Uganda is much lower than most
other countries. For example, a doctor in Kenya earns
approximately four times more than their counterpart in
Uganda (Ministry of Health Uganda, 2008). As a result,
staffs leave government facilities to work elsewhere or
are engage in secondary forms of employment.

A study conducted in Ghana by Witter et al. (2007)
showed pay structures and sources of income varied
widely among health care cadres. For example, 26% of
the public sector doctor's monthly income was basic
salary as compared to 43% for mid-level workers such as
medical assistants. Allowances for additional hours
worked contributed the largest portion of the doctor’s
income. Similar findings were found in Zambia where
40% of the total income of public sector doctors was
composed of allowances (Ministry of Health Zambia,
2007). This may imply that allowances decompress the
salary structures of health workers in Africa. A
comparison of doctors and community nurse’s salary in
Ghana showed that doctors’ income was three times
higher than that of community nurses. This increased to
four times higher when allowances were included (Witter
et al., 2007). A similar situation existed in Zambia where
doctor’s allowances in the public sector meant that they
were paid four times more than nurses or midwives
(Ministry of Health Zambia, 2007). McCoy et al. (2008)
have argued that the size of pay differentials between



different types of health workers (e.g. doctors and
nurses) could also affect morale, working relations and
available mix of cadres. Such differences might also
affect both retention within countries and distribution of
health workers between geographic areas-urban/rural
and between public and private sectors.

Levels of remuneration

The limitations in adequacy of health workers incomes
reflect the endemic deficiencies of remunerations among
public servants in Uganda. Government funding for the
health sector has continuously remained inadequate to
provide the salaries and allowances required to attract
and retain the needed number of health sector staff.
Salaries for health workers need to be raised to meet
those of neighbouring countries such as Kenya, other-
wise the country stands an ever increasing risk of trained
staff to continue leaving the country for better paying jobs
abroad. Witter et al. (2007) noted that public sector
nurses in Ghana earned nearly eleven times as much as
the gross national income per person, whereas public
sector doctors earned about thirty two times the gross
national income per person. General civil service salaries
were only four times the gross national income per per-
son. Differences in earning between doctors, registered
nurses, auxiliary nurses in the public sector and average
gross national income person have also been studied in
Burkina Faso and Nigeria and huge differences have
been reported (Gupta et al., 2003; Ensor et al., 2006). In
Malawi, nurses working with international Non Govern-
mental Organizations (NGOs) earned 54 times more than
the gross national income per capita, while those working
with local NGOs earned about 36.5 times more that the
gross national income per capita (Imani Development,
2005). Such salary differentials may not necessarily apply
in Uganda given the very low salaries earned by the
lower health worker cadres like nurses. The differences in
earning power could be explained by several factors one
of which is the geographic area where the health worker
is based. For example, opportunities for private practice
are mainly found in urban areas where most of the rich
live, while in rural areas, opportunities exist to grow food.
Furthermore, incomes for different grades of health
workers are high in the private for profit health sector as
compared to the public sector or not for profit-private
health sector.

Remuneration, performance and motivation

Studies by Chirwa et al. (2008) assessed the effects of
locum and relief schemes on staffing levels. An additional
study by Mathias (2008) demonstrated the impact of
locum scheme on health service performance. In all
cases, these studies showed reduced maternal mortality
and increased caesarean sections. There were, however,
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significant unintentional disincentives found in both relief
and locum schemes. Although salaries are important;
they were not what motivated staff. A study by Bradley
and McAuliffe (2009) of midwives and clinicians in four
Malawi rural hospitals found that insufficient financial
remuneration had a negative impact on retention and
performance. The main demotivating factors identified
were limited opportunities for career development and
further education and inadequate or non-existent human
resources management systems.

A study by Lehmann et al. (2008) showed that financial
package was only one of a number of incentives that
South African doctors felt would attract them to stay in
remote areas. A systematic review of incentives to attract
health staff to remote areas in Africa found that the usual
incentives available to health sector human resources
management are probably insufficient to provide the
package of incentives needed to attract staff to stay in
remote areas. It can be concluded that a multisectoral
approach is needed to build up what might be termed the
basic bundles of health staff retention especially in
remote geographical areas of the country.

Personal and professional support mechanisms

Recognition and appreciation either from managers,
colleagues, or from the community is a factor in health
staff retention. A study by Mathauer and Imhoff (2006)
confirmed that the starting hypothesis that non-financial
incentives and human resource management tools play
an important role with respect to increasing motivation of
health professionals. Adequate human resource manage-
ment tools can uphold and strengthen the professional
ethos of doctors and nurses. This entails acknowledging
their professionalism and addressing professional goals
such as recognition, career development and further
gualification. It must be the aim of human resources
management/quality management to develop the work
environment so that health workers are enabled to meet
their personal and the organizational goals. It was also
noted that workers are encouraged to take results from
their work, which is useful to the society and in taking
care of people. In Uganda, often reform programmes
have focused on a limited number of channels, such as
financial incentives to influence worker behaviour, and
neglected less tangible incentives such as recognition
and achievement. The current staff appraisal systems are
more formal and done annually rather than striving to
acknowledge staff contribution on more regular basis. It is
important to also focus on recognition, as good relations
with superiors can be an important motivating factor.

The role that management plays in providing
professional support mechanisms is a strong motivational
factor. Through an encouraging and supportive attitude,
superiors can strengthen their subordinates’ self-efficacy
and thus foster personal efforts for the achievement of
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organizational goals; which is what Maseko et al. (2009)
termed as the "can-do" component of motivation. How-
ever, studies consistently provided opinions from health
workers who stated that their supervisor's management
and leadership skills were inadequate and this led to de-
motivation of the workforce. In Uganda, the support
supervision mechanisms are rather insufficient given the
limited resources that health managers get to move down
to lower health care delivery systems. Skilled managers
have the ability to professionally motivate their emplo-
yees by ensuring that staffs are able to do their jobs. All
too often in resource-poor institutions, management roles
are assigned to staff who are not adequately trained.
Effective managers are also responsible for lobbying on
behalf of the needs of the health workers, and without
their commitment to the staff, factors affecting the motiv-
ation of health workers will not be identified or addressed.

Hospital infrastructure and availability of necessities
required to perform tasks are the other personal and
professional support mechanisms. The lack of materials
to use in executing tasks is a de-motivator. Lehmann et
al. (2008) contend that the work of health workers is
demanding and efforts made to ensure that they are able
to do their job utilizing their knowledge to the fullest,
within a safe environment, should be an intrinsic compo-
nent of any plan to increase retention. For workers to be
effective, they must have drugs and supplies, and be able
to use these inputs efficiently to maintain a level of
motivation. Even if the knowledge, skills and staff levels
are high, the delivery of services will remain poor, without
functioning facilities, proper equipment and available
drugs. Hospital infrastructure and the availability of sup-
plies should be a principal consideration and patient care,
whether preventative, primary, emergency or ongoing,
cannot be effectively carried out without the correct re-
sources. Poor infrastructure does not warrant confidence
from the health workers working there, or from the
patients who are seeking treatment.

Conclusions

The findings from literature review suggest that there may
be a number of effective strategy bundles to attract and
retain health workers in rural and remote areas of the
country. There is convergence of opinion that no single
strategy can be used to retain HRH; and these differ from
one situation to the other. Any form of incentives for
retention of HRH should take into account the four main
categories: human resource development, financial
incentives, and personal and professional support
mechanisms that are directly linked to motivation and
productivity. While salary is important to all cadres, it is
notable that when a combination of other highly valued
interventions is offered, such as career promotion and
study opportunities, salary became less of an issue. This
position is consistent with recent literature, which

contends that increasing salary alone is not enough to
motivate health workers to work in rural and remote
areas; a bundle of appropriate incentives is needed.

RECOMMENDATIONS

Any decision regarding which incentives or interventions
to include in a national retention strategy needs to be
determined by stakeholders based on political and
economic feasibility. A key factor in the decision-making
process should focus on the capacity to deliver on the
selected incentives or interventions. Regardless of the
incentives or interventions that will comprise the retention
strategy, functionality of the human resources manage-
ment systems must be emphasized. This includes having
strong HRH planning skills and effective human resource
information systems to keep track of how many health
workers are practicing in rural and remote areas and the
schedule for when they are due to receive their particular
incentives.
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