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ABSTRACT
Background: Since the 1960s, Tanzania adopted the task shifting which was later termed task-sharing strategy in efforts 
to address the critical shortage of health workforce. However, poor maternal health indicators have remained a big 
challenge despite this strategy having introduced mid-level cadres (Assistant Medical Officers) capable of performing 
roles that otherwise were performed by doctors at the district level.
Objective: To analyse lessons from the performance of Caesarean section by Assistant Medical Officers (AMOs) in 
Tanzania as part of the task sharing strategy.
Methods: An exploratory qualitative case study was carried out where 10 key informant interviews with AMOs and 4 
focused group discussions with AMO trainees were conducted in 4 selected districts and 2 AMO training schools in 
Tanzania. With the aid of Nvivo10 qualitative software, content analysis was performed to the gathered data. 
Results: Performance of the Caesarean section by the AMOs is motivated by the support from various stakeholders 
towards improving the performance of Caesarean section. Frustrating work environment and poor incentive system are 
major demotivators to the performance of the Caesarean section by the AMOs. 
Conclusions: More than 5 decades since the introduction of AMOs through task sharing, the performance of caesarean 
section by these cadres face more demotivators than the motivators. Efforts should be focused on improving the work 
environment and provision of appropriate incentives to the AMOs. Also, more stakeholders should be engaged to 
support the performance of caesarean section by the AMOs for realisation of the objectives of task sharing strategy.

 

similar to many other countries, much focus on task 
sharing has been in maternal health and HIV/AIDS3,4. 
This is due to the high maternal mortality and HIV/
AIDS burden in many countries that are suffering 
from the critical shortage of Human Resources for 
Health (HRH) since the 1960s1,5,6. However, despite 
the global efforts geared towards task sharing in even 
after the Alma Ata declaration which emphasised the 
need for urgent action by all governments, all health 
and development workers, and the world community 
to protect and promote the health of all people7; 
maternal deaths have remained unacceptably high. 
Estimates show that by 2015, the global annual 
maternal deaths stood at 302,0008 with 99% of these 
deaths occurring in low and middle-income countries. 
Sub-Saharan Africa (SSA) contributed to 66% of the-

BACKGROUND

Task sharing formerly known as task shifting is the 
name given to the process whereby less specialised 

health workers takes on some of the responsibilities of 
more specialised workers in a cost-effective manner 
without sacrificing the quality of care 1. Task sharing 
may also involve the delegation of some delineated 
tasks to newly created cadres of health workers who 
receive specific competency-based training1. ask 
sharing in Tanzania dates back to 1930s when the 
country established non-clinician physician cadres 
to work as physicians due to a critical shortage of 
properly trained physicians. It is from this evolution 
that the country introduced the Assistant Clinical 
Officers, Clinical Officers and Assistant Medical 
Officers training programs in the 1960s2. In Tanzania 
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se deaths with the highest maternal mortality ratio of 546 
per 100,000 live births8.
Tanzania is among the countries with high maternal 
mortality in the world9. Despite Tanzania making progress 
in addressing the Millennium Development Goal number 
five (MDG-5), to improve maternal health; witnessed by 
increasing antenatal clinic visits from 96% to 98%; and 
from 43% to 51% for women making at least 1 of the 4 
recommended visits respectively10; and the reduction of 
maternal deaths from 578 to 432 per 100,000 live births 
between the 1990s and 201511. However, there has been 
a sudden increase in maternal deaths to 556 per 100,000 
deaths in 201610. The latter is contrary to the increased 
number of women who delivered under the supervision 
of a skilled attendant that rose from 51% in 2011 to 
64% in 201510. The high maternal mortality ratio does 
not only questions the functioning of task sharing but 
also threaten the progress of Tanzania in attaining the 
Sustainable Development Goal Number Three (SDG-3). 
The SDG-3 is about improving the health and wellbeing 
of the people. One of its targets is to reduce the global 
maternal mortality ratio to less than 70 per 100,000 live 
births by 2030.
High maternal deaths in Tanzania is attributed to; weak 
health infrastructure, limited access to quality health 
services including Caesarean section deliveries, shortage 
of skilled health providers, weak referral systems and 
weak health management at all levels12.
One of the backbones for the reduction of maternal 
mortality is the existence of a skilled and motivated 
workforce that is capable to diagnose and perform 
Caesarean section when needed. To ensure improved 
access to Caesarean section services, Assistant Medical 
Officers (AMOs), a cadre that was introduced in 1963 
as part of task shifting strategy are equipped to perform 
Caesarean section deliveries and perform other similar 
roles as those performed by the medical doctors at the 
district level2. Furthermore, on-job training by different 
stakeholders have been provided to the AMOs on 
Comprehensive Emergency Obstetric and Newborn Care 
(CEmONC). The CEmONC interventions include safe 
blood transfusion, providing oxytocin and antibiotics, 
performing Caesarean sections, manual removal of 
the placenta, assisted vaginal delivery, abortion and 
resuscitation of the newborn13.
However, despite having about 1,700 AMOs in the 
country as of 2010, access to Caesarean section deliveries 
has remained low. The average Caesarean section 
deliveries rate stands at 4.5% with a disparity of 3.2% 
in rural and 9.3% in urban areas14. While many studies 
have focused on assessing the unmet obstetric needs 
and the causes of high MMR15–18, little is documented on 
the lessons learnt in the implementation of task sharing 
policy for reduction of maternal mortality in Tanzania. 
This study analysed lessons from the performance of 
Caesarean section by Assistant Medical Officers (AMOs) 
in Tanzania as part of the task sharing strategy.

METHODS
An exploratory qualitative case study was conducted 
in 4 districts of Tanzania mainland from 4 regions that 
are located in 4 of the seven geographical zones of the 
country (table 1). These Districts are; Handeni from 

Tanga region in the Northern zone, Kilombero district 
from Morogoro in the Eastern zone, Masasi from Mtwara 
region in the Southern zone, and Kasulu from Kigoma 
region in the Western zone (fig 1). These regions were 
selected because of their variations in women’s access to 
Caesarean Sections and their performance of Caesarean 
sections10. Specifically, data collection was conducted in 
4 Districts hospitals and 2 upgraded health centres that 
were supported by the Word-Lung Foundation and 2 
AMO schools between September 2015 to February 
2016. Selection of health facilities considered the type 
of the health facility, type of ownership (Government or 
Faith-Based Organization ownership) and rural-urban 
dichotomy. 

Study Participants
This study involved AMOs practising at the 4 study 
districts, a retired AMO and AMO trainees from 2 
purposefully selected AMO training schools. The 
practising AMOs were purposefully selected to include 
those in the management position at the health facility, 
those performing surgery and those who have served 
for more than 10 years. For those in the management 
position, we aimed at capturing their experiences on 
the availability of equipment and supplies, experience 
on the referral system and incentives to the AMOs for 
the performance of Caesarean section. For the practising 
AMOs, we aimed at capturing their experiences on the 

 FIGURE 1. Study sites and AMO training schools in 
Tanzania 

Source: Adapted and inked of a map from http://onthe-
worldmap.com/tanzania/tanzania-regions-map.html
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performance of the Caesarean section. For the retired 
AMO, we aimed at capturing the experience of the AMOs 
training as it has evolved with time. For the AMO trainees, 
we aimed at capturing their experience on the training 
of AMOs regarding the performance of the Caesarean 
section. The AMO trainees involved randomly selected 
participants to participate in a Focus Group Discussion 
(FGD) among those who were available during the days 
of this study. All the participants for the FGD were in the 
second year of training.

Data Collection
Ten (10) Key Informant Interviews (KIIs) were conducted 
with 9 practising AMOs and one retired AMO in the 4 
zones. Each KII was carried out in the office of the key 
informant. The interview lasted between 50 and 100 
minutes. Further, 4 FGDs with AMO trainees were 
conducted, 2 with females and 2 with males. 2 of the 
FGDs were conducted at Bombo AMO School and the 
other 2 at St. Francis Ifakara AMO School. The number 
of participants in each FGD ranged between 7 and 12. A 
total of 35 AMOs trainees participated in the FGDs. The 
FGDs lasted between 55 and 120 minutes. A researcher 
and a research assistant who assisted with note taking 
and recording of discussions moderated each FGD. Both 
the KIIs and FGDs were audio-recorded with permission 
of the participants.
The KIIs and FGDs were conducted by researchers with 
varying experience in conducting qualitative studies 
in maternal health ranging from 5 to 15 years. The 
research team included a nurse-midwife, a medical 
doctor with training in health systems and a sociologist. 
The researchers were assisted by trained experienced 
research assistants with a background in nursing and 
social sciences.
Semi-structured interview and FGD guides that were 
developed in collaboration with members from Averting 
Maternal Deaths and Disabilities from Columbia 
University, Traction, Eastern, Central and Southern 
Africa Health Community and the 4 country teams 
(Kenya, Tanzania, Uganda and Zambia) were used for 
data collection. These tools were guided by 8 thematic 
areas of; policy and regulations, human resources 
management, training, skill mix, referrals, stakeholders 
and professional associations and infrastructure, medical 
equipment and supplies. The tools were interpreted into 
Kiswahili language before being used.

Data Analysis
Interviews and FGDs transcripts were transcribed 
verbatim. The Kiswahili transcripts were then translated 
into English to ensure that data is accessible to non-
Kiswahili speaking colleagues from TRAction. A 
codebook containing the domains under study that was 
developed before the data collection process was used to 
guide the initial coding process. From the study findings, 
the codebook was enriched and updated to include sub-
domains and updated domain definitions. The final 
codebook was structured into 24 domains that originated 
from the major 8 domains of this study. In the beginning, 
the research team read and re-read the transcripts to 
familiarise with the data before the coding process. The 
team met together where each one coded at least 2 
transcripts and met together to discuss the codes 

and coding process for harmonisation or clarification and 
finally agreed on the final codes. 2 separate researchers 
coded at least one transcript. After agreeing on the codes 
and coding process, the team distributed the transcripts 
among each other for the coding process. All the coded 
transcripts were then organised by using NVIVO10 
qualitative analysis software by QSR international.
From the reproduced reports from the NVIVO, the 
research team subdivided the domains to one another for 
analysis. Qualitative content analysis was used to guide 
the analysis. Codes were extracted from the reduced 
meaningful unit and wrote across the margins. Through 
comparison, checking, and rechecking of similarities and 
differences between the sub-categories, the sub-categories 
were sorted to form categories to reflect the manifest 
content of the text. The final codes and categories were 
agreed upon among the team and the findings were 
presented with the support of succinct quotes.

Ethical Considerations
Ethical approval was obtained from the Senate Research 
and Ethics Committee of the Muhimbili University of 
Health and Allied Health Sciences (Ref. No. 2015-06-
09/AEC/Vol. IX/103). Permission to conduct the study 
in the 4 study settings was granted by the Ministry of 
Health, Community Development, Gender, Elderly 
and Children. Written informed consent was obtained 
from each participant after receiving explanations 
about the study aims and they were informed that their 
participation was purely voluntary and they were free 
to decline or withdraw at any time in the course of the 
study. Participants’ privacy was assured by not using their 
names during the data collection process and any of their 
identity in reports or publications. Special permission 
was requested for on the use of an audio recorder during 
interviews and discussions.

RESULTS
From the analysis of the KIIs and FGDs 3 categories 
emerged; unfavourable working environment at the 
health facilities, poor incentive system and support 
towards improving the performance of Caesarean section 
by AMOs. The 3 categories (Table 2) were further grouped 
into 2 major themes; motivations for the performance of 
Caesarean section by AMOs and the de-motivations for 
Caesarean section performance.

TABLE 1: Socio-demographic characteristics

Zone		  Regions
Central zone	 Dodoma and Singida
Eastern zone	 Coast, Dar es Salaam and Morogoro
Lake zone	 Kagera, Mara, Mwanza, Shinyanga, 	
		  Simiyu and Geita
Northern zone	 Arusha, Kilimanjaro, Manyara and 	
		  Tanga
Southern zone	 Lindi and Mtwara
Southern	 Iringa, Mbeya, Ruvuma, and Njombe
highlands
Western zone	 Katavi, Kigoma, Rukwa and Tabora
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Motivations for the Performance of Caesarean Section by 
AMOs 
Informants revealed the existence of some motivations 
for the performance of the Caesarean section by the 
AMOs. These included; recognition of the work done 
by AMOs by higher authorities and other stakeholders, 
contextualised incentives to AMOs in some places and the 
stakeholders support to AMOs training, mentoring and 
improving the working environment for the performance 
of Caesarean section.

Recognition of the work done by the AMOs by Higher 
Authorities and Other Stakeholders
Recognition of the work done by AMOs by the ministry 
of Health and other higher government authorities 
was stated by the AMOs to motivate them to perform 
better. They added that the acceptability and continued 
engagement of their association that had been established 
in 2012 in matters pertaining delivery of health care 
services by the government and other stakeholders was a 
sign that they are recognised and supported.

 “…We work hand in hand with the ministry of health, we are 
invited in many meetings and conferences, and this was not 
there before…we are happy when we see that there are people 
out there in power who recognise our work…this makes us work 
more and more…” [KI-Kigoma] 

Contextualisation of incentives to the AMOs 
In some places, informants stated that regardless of 
the financial crisis communicated by their immediate 
bosses, yet the councils had devised some top-up 
allowances in addition to the documented allowances. 
They mentioned some of the documented allowances to 
be on-call allowances and extra-duty allowances. They 
further added that the top-ups included; provision of 
soft loans for building houses to the AMOs and transport 
allowances. They stated that these financial incentives 
were motivating them to stay and to work hard as they 
felt that they were valued.

“…I feel good to be here, although not every time I receive the 
top-up allowances, I can say most of the time I receive transport 
allowance. …. I am aware that in some neighbour districts, they 
receive also housing loan, it is a good thing. I heard some of our 
leaders here discussing the possibility of introducing housing 
loan as an incentive in our district as well… …this makes us 
feel valued and thus perform more….” [KI-Morogoro]

Stakeholders’ support to AMOs training, mentoring and 
improving the working environment
From 2 regions out of the 4 regions under this study, we 
were informed that they were receiving the support from 
an NGO that was carrying out training on (CEmONC) to 
AMOs and nurses and facilitating post-training supportive 
supervision, the World Lung Foundation (WLF). They 
added that WLF carried supportive supervision to AMOs 
and other cadres involved in skill mix for emergency 
obstetrics care. In that system, WLF did; training, 
coaching, mentoring and provided equipment that were 
necessary for carrying out Caesarean section.

“…One NGO [mention the name] come with their 
gynaecologists, anaesthetist and nurses, we work with them 
and they help us with the difficult cases that we had prepared 
because they always inform us before their arrival…” [KI-
Kigoma]

In some places the NGO supported the performance of 
Caesarean section through; provision of equipment and 
other medical supplies and improving the infrastructure 
like operating theatres. This support not only helped to 
improve the performance of the Caesarean section but 
also made the AMOs to be motivated in their work. 
Respondents expressed their satisfaction and gratitude to 
partners’ support in this activity.

“…As I mentioned earlier, we are so grateful to [mention an 
NGO] for their support, they help us with medication, equipment 
every 3 months, and they do service for theatre equipment 
after every 3 months, thanks to their support we do not have 
a shortage of theatre equipment anymore except the drugs that 
are used and run out of stock…” [KI-Morogoro].

De-motivations for Caesarean section performance by 
AMOs
From the interviews, informants stated the existence 
of demotivation that jeopardise Caesarean section 
performance. 2 categories emerged from participants’ 
narratives regarding de-motivations for Caesarean section 
performance; these were; frustrating work environment 
and poor incentive system.

Frustrating work environment
Participants reported frustrating work environment for 
the performance of Caesarean section. The frustrating 
work was attributed to; underequipped health facilities, 
limited capacity for effecting the referral of patients from 
lower-level to higher-level facilities, supervision limited 
to managerial instead of technical support and a critical 
shortage of staff for skill mix.

Under-equipped health facilities
Informants stated that most of the health facilities at the 
districts were grossly under-equipped to an extent that 
the effective performance of the Caesarean section was 
jeopardised. The health facilities suffered from; shortage 
of medical supplies, shortage of theatre equipment like 
cardiac monitors, dilapidated building, shortage of water 
supply and necessary drugs for carrying the Caesarean 
section. Absence of these necessities not only hijacked 
the performance of Caesarean section but also acted 
as a de-motivator to the AMOs in Caesarean section 
performance.

“… There are shortages of equipment, instruments, and 
medicines are not enough. …. Some days we have anaesthesia 
drugs, and other days we do not. Especially these spinals 
(anaesthesia) are not enough, it causes problems. We don’t have 
Anaesthesia machine, what we use is a small machine for blood 
pressure …” [KI-Kigoma]

Limited capacity for effecting the referral of patients from 
the lower level to higher-level health facilities
Participants reported lack of ambulances at the health 
centres for effecting smooth referral of the patients. The
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TABLE 2: Summary of Findings

De-motivations for Caesarean section			   Motivations for the performance of Caesarean 		
performance by AMOs					     section by AMOs

Frustrating work environment				    Support towards improving the performance of		
							       Caesar ean section by AMOs

• Underequipped health facilities			     • Recognition of the work done by AMOs by higher
• Limited capacity for effecting the referral of patients	      authorities and other stakeholders
from the lower level to higher-level facilities		    • Contextualised incentives to AMOs in some places
• Supervision limited to managerial instead of		    • Stakeholders support to AMOs training, mentoring
technical support					          and improving the working environment
• The critical shortage of staff for skill mix	

Poor incentive system
• Lack of clear career path for AMOs
• Variation in support for AMO training
• Overburdened AMOs in a situation of less
    compensation and often delayed

focusing on managerial issues. For the AMOs the 
technical competencies were important for them to 
effectively perform the Caesarean section rather than the 
managerial competencies.

“…they come to observe our performance and identify our 
problems but they don’t work with us unlike the (mention an 
NGO) people who come with their gynaecologists, anaesthetist 
and nurses, we work with them and they help us with the difficult 
cases ….” [KI-Morogoro]

Critical shortage of other health workers needed for 
caesarean section delivery
From all the 4 study districts, informants stated the 
existence of a critical shortage of personnel who work 
hand in hand with AMOs in Caesarean section delivery. 
In 3 out of the districts, anaesthetists were not available 
and their roles were delegated to medical attendants or 
clinical officers who received a 4 months’ short course on 
anaesthesia. In some places, there was a critical shortage 
to an extent that laboratory technicians were opted as 
assistant surgeons during caesarean section delivery.

 “… You need at least 4 people for a Caesarean section. However, 
here we have a serious shortage; sometimes we even use people 
from the laboratory as assistant surgeons or circulating nurse. 
I am the only surgeon and have only one anaesthetist and she is 
my assistant surgeon...” [KI-Kigoma]

Poor Incentive System
Participants reported the existence of varying incentives 
from some incentives to lack any form of incentive across 
the 4 districts. The informants revealed; absence of clear 
career path for AMO cadre; varied financial support to the AMO 
trainees, lack of scholarships and limited financial incentives 
for AMOs.

reason of lack of ambulances varied across the 4 councils, 
in 2 councils, the vehicles were old and when taken for 
repair they were never sent back to the health centres 
but instead they were assigned to other activities at the 
council level. In the 3rd council, the ambulance was there 
at the health centre, however, there was money to fuel 
it, while in the 4th council, the vehicle was broken after 
an accident and there was yet not enough money to 
fix it. Participants added that lack of ambulances was a 
barrier for successful referral of women with complicated 
labour to the referral health facilities for comprehensive 
obstetric care.

“…Previously every health centre had a vehicle and it was easy 
for patients around that area but it was taken by the district 
because there are other activities in the district and there is no 
vehicle there, so they decided to take those cars from health 
centres and assigned them to other activities... In this district 
council, there are 3 health centres. I do not think there is any 
car in any of these health centres …” [KI-Mtwara].

In another place, participants reported lack of fuel as 
hindrance to ambulance operation and therefore women 
had to incur the cost of fuel for them to be transferred 
to the referral health facility for adequate obstetric 
management:

“… Sometimes the ambulance has no fuel so we have to ask the 
women/relatives to pay for the fuel for them to be taken to the 
referred hospital…” [KI-Tanga]

Supervision limited to managerial instead of technical 
support
Participants reported that during supportive supervision, 
they expected to also receive technical support that was 
lacking. The current routine supportive supervision by 
the council’s health management teams was primarily 
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Lack of clear career path for the AMOs
Informants of this study stated that becoming an AMO 
was like going to the end of one’s career. Although some 
universities admitted AMOs for the Doctor of Medicine 
degree, participants stated that it was very hard for the 
AMOs to survive the competition with fresh graduates 
from high schools. They further added that Medical 
schools provided very few slots for the AMOs and other 
equally qualified clinical officers to compete for admission 
to the doctor of medicine programme.

“… Imagine, you trained for 3 years to become a clinical officer, 
you worked for at least 3 years before joining AMO program 
which is 2 years... You need 5 years to become a medical doctor. 
That is like saying you need 13 years to acquire a degree. That 
not being enough, to be admitted, you are subjected to stiff 
competition with fresh graduates.  ... Indeed, becoming an AMO 
is like a dead end in your career...” [KI-Tanga]

Variation in support for AMO Training
Focused group discussion with AMOs trainees revealed 
that there was a big variation in financial support to the 
training of AMO students across the districts. While some 
districts fully supported their Clinical Officers to join the 
training, some did not support at all. Some FGD members 
reported having received partial support (covering full 
tuition fees and stationeries, or half tuition fees and 
full stationeries or tuition fees without stationeries 
or stationeries without tuition fees). Another group 
reported having received full support (full tuition fees 
and stationeries) and the last group reported to have not 
received any kind of support from their districts.

 “…When we were about to go for studies, our employer told us 
that it was upon ourselves to pay for our studies or not to join 
the studies. That has been the situation to now. I and colleague 
from the same district we pay for our studies.…” [FGD Member 
no.10 Male group]

Another FGD member lamented that regardless of the 
promise of support, that support was never provided.

“… I am getting just words of support from my bosses that I 
will be given stationeries, but since when I came here now is my 
final year, I have not seen that support for stationeries…” [FGD 
Member no. 2 Male group]

For some AMO trainees who were not receiving any form 
of financial support from their districts, they complained 
that even moral support was not there. They added that 
it was difficult for them to leave their workplace for AMO 
training.

“… I am giving an example from my own experience because I 
was harassed very much. There was a lot of disturbance when I 
applied for studies, I was told that I do not qualify and after all, 
the cadre is not needed. This happened while I had already got 
my admission letter…it took much effort until I was released to 
come here to study without a single penny of support…” [FGD 
Member number 1, Female Group]

Overburdened AMOs in a situation of less and often 
delayed compensation 
From interviews, the AMOs explained that there was rep-

orted limited financial capacity at the districts. They added 
that the latter resulted into; failure of some districts to 
provide financial incentives or delayed payment of the 
financial incentives. Furthermore, the AMOs reported 
that with the severe shortage of health workers, they 
had to work for extended hours to ensure that services 
are not interrupted. However, they complained that 
regardless of this labouring, they were not compensated 
accordingly, and even the little compensation sometimes 
was seriously delayed.

” …. there has also been a problem with motivation to work for 
example; there are few workers and sometimes they are required 
to work extra hours but the extra hours’ allowances are not 
given accordingly…for instance now, the last allowances were 
paid 3 months ago…” [KI-Kigoma]

DISCUSSION
We aimed to analyse lessons from the performance of 
Caesarean section by Assistant Medical Officers (AMOs) 
in Tanzania as part of the task sharing strategy. From 
the findings of this case study, we have found that the 
performance of the Caesarean section by the AMOs is 
motivated by the support from various stakeholders 
towards improving the performance of Caesarean section 
by the AMOs. Frustrating work environment and poor 
incentive system were found to be the demotivators for 
the performance of caesarean section by the AMOs.

The motivations revealed by this study are similar to 
what is documented by other studies with regards 
to the motivation of health workers in Tanzania19,20. 
Recognition of the performance of the AMOs as found 
in this study is in line with prominent human resources 
motivation theories21–23. The latter reveals that when an 
effort is recognised, it leads to more efforts that result 
into increased performance. The AMO cadre since its 
introduction has been the backbone of health care service 
provision at the district level where there is a critical 
shortage of medical doctors24. Recognising their efforts by 
higher authorities as revealed by this study is in line with 
the Vroom’s expectancy theory of motivation21. According 
to Vroom, recognising the efforts of the workers tend 
to increase their performance. The authors feel that by 
recognising not only the contribution by AMOs but of 
all the workers in the health sector may have positive 
outcomes in reducing the maternal mortality in this 
country that are still unacceptably high10.

Provision of housing or housing allowances and or in this 
case loans for building houses is retention strategy used 
in many parts of the world for retaining health workers 
in rural and remote areas25–27. Although the latter strategy 
was not found to be universally implemented in all the 
study districts, our findings have revealed that in the 
places where it was implemented, AMOs were motivated. 
Motivation is closely linked to the retention of health 
workers28. The reduction of maternal mortality among 
other things requires the retention of AMOs and other 
cadres required for skill mix in the district health system. 
Performance of Caesarean section delivery is a product of 
teamwork that requires the availability of a surgeon (in 
this case, the AMO), a nurse, a midwife, an anaesthetist, 
an assistant surgeon and a lab technician. Existence of the 
stakeholders on improving the performance of Caesarean
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section conform to what was documented by the global 
health initiative as a shared responsibility in ensuring the 
availability of adequate health workforce29. Stakeholders 
working together in improving the performance of the 
health workforce is a good sign towards the sustainability 
of the task sharing strategy in Tanzania. However, our 
findings point out that the donor-driven support through 
the NGOs as found in this study contradicts the aim of the 
government of reducing donor dependency syndrome in 
the health sector30.

Frustrating work environment as revealed in this study is 
not unique to the AMOs in Tanzania. It is a crosscutting 
problem in the health sector in Tanzania as pointed out 
by other studies on health workforce retention in rural 
districts of Tanzania31,32. The latter stated that the working 
environment at the district health system was poor to 
an extent that health workers and health managers felt 
as if the government forgot them and were looking for 
opportunities to leave the districts.

Under-equipped facilities as found in this study is not 
facing AMOs in solitary. The latter situation equally 
challenges all other cadres at the district level and below. 
The situation revealed is similar to what Mbaruku et al 33 
documented in a countrywide survey on health workers’ 
dissatisfaction on working environment. In the latter 
study, Mbaruku reported that shortage of drugs and 
supplies was the most dissatisfying aspect of the work 
environment and it contributed to demotivation of the 
health workers.

Critical shortage of health workers for skills mix in 
Caesarean section delivery as revealed in our study, 
is not a new phenomenon and is not unique to the 
Caesarean section delivery, rather it is a chronic problem 
in the health care services provision arena in the health 
sector in Tanzania34. As for other parts of the world27 the 
rural areas are the most affected places35–37. Shortage of 
health workers is recognised at global level as among the 
main challenges rendering under-performance of many 
health systems38. In sub-Saharan Africa where 66% of 
maternal deaths occur annually, at least one million 
new health workers are needed to rescue the current 
situation39. In Tanzania where the health system operates 
with less than 50% of the required health workforce, 
raising performance of the available overstretched health 
workforce is perhaps the immediate solution at hand as 
training and deploying new cadres is time consuming and 
costly.

The poor supervision system as revealed by our study 
is contrary to what the government advocates for on 
reduction of maternal mortality in Tanzania11,12. The 
government recognises that without adequate supervision 
the current MMR will not go down. Our findings are also 
in line with findings by study carried out in Ghana which 
indicated that good supervision was associated with 
improved maternal health outcomes40.

Our study revealed limited career path, limited 
scholarships for AMOs training and limited financial 
incentives in overwhelmed burden of work as among the 
demotivators to the AMOs. The findings are similar to 
what other studies found in Tanzania with regards to the 
incentives in health workers performance34,41–45.

Although offering career opportunity is well recognised 
by the ministry of health of Tanzania as an important 
non-financial incentive for motivating health workers 
especially in rural areas to stay and perform well, its 
implementation is challenged by scarcity of resources34. 
Experiences from South Africa revealed that offering 
career opportunities not only motivate health workers 
but also retain them in working places46,47. The scarcity of 
resources for offering financial incentives as documented 
in our findings is similar to what other studies documented 
in Tanzania20,45,48. The latter is similar to what Dambisya 
documented in a study in the Eastern, Central and 
Southern Africa. In the latter study, Dambisya stated that 
many countries of Eastern, Central and Southern Africa 
have many written good financial incentives but its 
implementation is jeopardised by their limited financial 
resources49.

Methodological Consideration
We discussed the methodological considerations by first 
discussing the trustworthiness of the findings and then 
the study limitations. Trustworthiness is attained in a 
qualitative study when the findings of such a study are 
worth believing50. Four (4) criteria are used to assess 
the trustworthiness of a qualitative study; credibility, 
dependability, transferability, and confirmability51. The 
credibility of the findings of this study was enhanced 
through the triangulation of informants with experiences 
and rich information on the study questions. In order to 
enhance the credibility and dependability of this study, 
we used triangulation of data collection techniques, 
study settings, and researchers. Data were collected using 
interview guides and a focus group discussion guide in 4 
different zones with different cultural and socio-economic 
activities. In order to confirm that the findings reflected 
informants’ perspectives rather than the researchers’ 
understanding of the question under study, categories 
were inductively generated using content analysis and 
presented with the support of sub-categories and quotes. 
The transferability of the findings of this study is enhanced 
through the description of the study setting, context, data 
collection process, and analysis.

The findings of this study are subject to the following 
limitations. First, the fact that health workers (medical 
doctor, midwife) were involved in conducting the 
interviews, might have introduced social desirability from 
the participants. However, the triangulation of informants, 
setting and having research assistants with social sciences 
background offset this limitation. Second, only 4 districts 
were involved and in a few selected facilities, this may 
have left out other variations of experience from the 
remaining part of the country uncovered. However, the 
involvement of the different categories of informants add 
richness to this study and enhance the applicability and 
the truth value of these findings. Third and last, this was a 
qualitative study and thus only a few selected informants 
were interviewed. The latter has the magnitude of 
motivations and de-motivations uncovered. However, 
this study provides insights into the situation at the 
districts and may set for a bigger study to address the 
health workforce performance challenges at the districts. 
Involvement of the terrain from the district hospital to a 
dispensary offset the latter limitation. It should be noted 
that the findings of this study reflect the situation during
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the period when data collection for this study was done.

CONCLUSION
Our findings underscore that improving the performance 
of Caesarean section delivery by the AMOs as a task 
sharing strategy is surrounded by motivators and 
de-motivators which are linked to their training 
and workplace. Improving work environment and 
appropriate incentives, both financial and non-financial 
are necessary for addressing the demotivators for the 
performance of Caesarean section delivery by the AMOs. 
Joint stakeholders’ efforts are key in the realisation of 
the latter as massive investments are needed. For smooth 
implementation of task sharing and thus help in reducing 
the maternal mortality, measures must be instituted to 
ensure availability of all necessities.

REFERENCES
1. WHO. Task shifting: rational redistribution of tasks among health 

workforce teams: global recommendations and guidelines. World 
Health Organization. 2007.

2. URT. Ministry of Health. Curriculum for Assistant Medical Officers. 
United Republic of Tanzania. 2000.

3. Mshana JM, Munga MA, Mushi AK, Mtui TA, Kilale AM, 
Makamba TY, et al. Task-Shifting in the Provision of HIV/AIDS, 
Reproductive and Child Health (RCH) Services in Tanzania: 
Exploring the Views and Experiences of Health Managers. SM J 
Public Health Epidemiol. 2016; 2 (3): 1034.

4. URT-NIMR. Situational analysis of existing task shifting practices 
among health workers in the context of HIV/AIDS and Reproductive 
and Child Health service delivery in Tanzania: Synopsis. 2012 

5. Zachariah R, Ford N, Philips M, Lynch S, Massaquoi M, Janssens 
V, Harries AD. Task shifting in HIV/AIDS: opportunities, challenges 
and proposed actions for sub-Saharan Africa. Transactions of 
the Royal Society of Tropical Medicine and Hygiene. 2009 Jun 
1;103(6):549-58.

6. Lewin S, Glenton C, Gulmezoglu AM, Lavis J, Alvarez E. 
Optimizing health worker roles to improve access to key maternal 
and newborn health interventions through task shifting. WHO 
recommendations. Geneva. 2012.

7. WHO. Declaration of Alma-Ata. International Conference on 
Primary Health Care. Kazakhstan. Geneva. 1978.

8. WHO. UNFPA, the World Bank, and the United Nations 
Population Division. Trends in Maternal Mortality: 1990 to 2013. 
World Health Organization. 2014; 201456.

9. Alkema L, Chou D, Hogan D, et al; United Nations Maternal 
Mortality Estimation Inter-Agency Group collaborators and 
technical advisory group. Global, regional, and national levels 
and trends in maternal mortality between 1990 and 2015, 
with scenario-based projections to 2030: a systematic analysis 
by the UN Maternal Mortality Estimation Inter-Agency Group. 
Lancet. 2016;387(10017):462-474. doi:10.1016/S0140-
6736(15)00838-7. Medline

10. URT. Tanzania Demographic and Health Survey and Malaria 
Indicator Survey. United Republic of Tanzania. 2015;172–3. 

11. Afnan-Holmes H, Magoma M, John T, et al; Tanzanian 
countdown Country Case Study Group. Tanzania’s Countdown 
to 2015: an analysis of two decades of progress and gaps for 
reproductive, maternal, newborn, and child health, to inform 
priorities for post-2015. Lancet Glob Health. 2015;3(7): 
e396-e409. doi:10.1016/S2214-109X(15)00059-5. 

Medline
12. URT. Ministry of Health and Social Welfare. The National 

Road Map Strategic Plan to Accelerate Reduction of Maternal, 
Newborn and Child Deaths in Tanzania (2008-15). United 
Republic of Tanzania. 2008.

13. Dao B. Guidelines for in-service training in basic and 
comprehensive emergency obstetric and newborn care. Baltimore, 
Maryland: Jhpiego. 2012.

14. URT. ICF Macro, National Bureau of Statistics] [ICF Macro]. 
Tanzania Demographic and Health Survey 2010. United 
Republic of Tanzania. 2011. 

15. URT. Ministry of Health and Social Welfare. Health Facility 
Assessment of Emergency Obstetric & Neonatal Care Services 
(EmONC) in Kigoma Region, Tanzania: Selected Findings. 
United Republic of Tanzania. 2015;1–33.

16. Prytherch H, Massawe S, Kuelker R, Hunger C, Mtatifikolo F, 
Jahn A. The unmet need for emergency obstetric care in Tanga 
Region, Tanzania. BMC Pregnancy Childbirth. 2007;7(1):16. 
doi:10.1186/1471-2393-7-16. Medline

17. Hunger C, Külker R, Kitundu H, Massawe S, Jahn A. Assessing 
unmet obstetric need in Mtwara Region, Tanzania. Trop Med 
Int Health. 2007;12(10):1239-1247. doi:10.1111/j.1365-
3156.2007.01909.x. Medline

18. WHO U. UNFPA, The World Bank. Trends in maternal mortality: 
1990 to 2010. World Health Organization, UNICEF, UNFPA, 
and The World Bank. 2012.

19. Mæstad O. Human resources for health in Tanzania: challenges, 
policy options and knowledge gaps. CMI report. 2006;2006(3).

20. MUHAS. School of Public Health and Social Sciences. Analysis 
of the constraints in human resource availability (training, 
recruitment, deployment and retention) especially in hard to reach 
areas. Muhimbili University of Health and Allied Sciences. Dar es 
Salaam. 2009;(December):1–83. 

21. Lunenburg FC. Goal-setting theory of motivation. International 
journal of management, business, and administration. 
2011;15(1):1-6.

22. Maslow AH. A theory of human motivation. Readings in 
managerial psychology. 1989; 20:20-35.

23. Tan TH, Waheed A. Herzberg’s motivation-hygiene theory and 
job satisfaction in the Malaysian retail sector: The mediating effect 
of love of money.

24. Nyamtema AS, Pemba SK, Mbaruku G, Rutasha FD, van 
Roosmalen J. Tanzanian lessons in using non-physician clinicians 
to scale up comprehensive emergency obstetric care in remote 
and rural areas. Human resources for health. 2011 Dec;9(1):28. 
a. 2008. 

25. Grobler L, Marais BJ, Mabunda S. Interventions for increasing 
the proportion of health professionals practising in rural and other 
underserved areas. Cochrane database of systematic reviews. 
2015(6).

26. Humphreys J, Wakerman J, Pashen D, Buykx P. Retention 
strategies and incentives for health workers in rural and remote 
areas: what works? 2017.

27. Dolea C, Stormont L, Braichet JM. Evaluated strategies to 
increase attraction and retention of health workers in remote and 
rural areas. Bull World Health Organ. 2010;88(5):379-385.
doi:10.2471/BLT.09.070607. Medline

28. Luoma M. Increasing the Motivation of Health Care Workers. 
IntraHealth Int. 2006:2.

East African Health Research Journal 2020 | Volume 4 | Number 2					                		         156

Caesarean Section Performance by the Assistant Medical Officers in Tanzania 				           	            www.eahealth.org



29. Chen L, Evans T, Anand S, et al. Human resources for health: 
overcoming the crisis. Lancet. 2004;364(9449):1984-1990. 
doi:10.1016/S0140-6736(04)17482-5. Medline

30. Siril N, Kiwara A, Simba D. Challenges towards realization of 
health care sector goals of Tanzania development vision 2025: 
training and deployment of graduate human resource for health. 
East Afr J Public Health. 2013;10(2):476-486 Medline.

31. Sirili N, Frumence G, Kiwara A, et al. Retention of medical 
doctors at the district level: a qualitative study of experiences 
from Tanzania. BMC Health Serv Res. 2018;18(1):260. 
doi:10.1186/s12913-018-3059-0. Medline

32. Mkoka DA, Mahiti GR, Kiwara A, Mwangu M, Goicolea 
I, Hurtig AK. “Once the government employs you, it forgets 
you”: Health workers’ and managers’ perspectives on factors 
influencing working conditions for provision of maternal health 
care services in a rural district of Tanzania. Hum Resour Health. 
2015;13(1):77. doi:10.1186/s12960-015-0076-5. Medline

33. Mbaruku GM, Larson E, Kimweri A, Kruk ME. What elements 
of the work environment are most responsible for health worker 
dissatisfaction in rural primary care clinics in Tanzania? Hum 
Resour Health. 2014;12(1):38. doi:10.1186/1478-4491-12-
38. Medline

34. URT. Ministry of Health and Social Wefare. Human Resources for 
Health strategic Plan 2008-2013.United Republic of Tanzania. 
2008.

35. Hutton G. Indicators for Monitoring Health Sector Reform and 
the Sector-Wide Approach. Presentation at sector wide approach 
in health conference moving from policy to practice 2000 Nov 
27. Royal Tropical Institute Amsterdam.

36. Pearson L, Shoo R. Availability and use of emergency obstetric 
services: Kenya, Rwanda, Southern Sudan, and Uganda. Int J 
Gynaecol Obstet. 2005;88(2):208-215. doi:10.1016/j.
ijgo.2004.09.027. Medline

37. Sirili N, Kiwara A, Nyongole O, Frumence G, Semakafu A, 
Hurtig AK. Addressing the human resource for health crisis in 
Tanzania: the lost in transition syndrome. Tanzan J Health Res. 
2014;16(2):104-111. doi:10.4314/thrb.v16i2.6. Medline

38. WHO. No Health without a workforce. World Health 
Organisation (WHO) Report. 2013 Nov. 

39. Anyangwe S, Mtonga C. Inequities in the global health 
workforce: the greatest impediment to health in sub-Saharan 
Africa. Int J Environ Res Public Health. 2007;4(2):93-100. 
doi:10.3390/ijerph2007040002. Medline

40. Frimpong JA, Helleringer S, Awoonor-Williams JK, Yeji F, 
Phillips JF. Does supervision improve health worker productivity? 
Evidence from the Upper East Region of Ghana. Trop Med Int 
Health. 2011;16(10):1225-1233. doi:10.1111/j.1365-
3156.2011.02824.x. Medline

41 Adam Chak, S.K., Bond, L., Maclaren, R., Magnan, K, Nelson 
and J. Seltzer. A guide to Monitoring and Evaluating Adolescent 
Reproductive. Health Program. Focus on young adults, Tools 
Series 5, Washington D.C. 2000. 

42. URT. Policy Paper on Local Government Reforms. United Republic 
of Tanzania.1998.

43. Buchan J, Dal Poz MR. Skill mix in the health care 
workforce: reviewing the evidence. Bull World Health Organ. 
2002;80(7):575-580 Medline. 

44. Munga MA, Kilima SP, Mutalemwa PP, Kisoka WJ, MalecelaMN. 
Experiences, opportunities and challenges of implementing task 
shifting in underserved remote settings: the case of Kongwa district, 
central Tanzania. BMC Int Health Hum Rights. 2012;12(1):27. 
doi:10.1186/1472-698X-12-27. 

Medline
45. Manzi F, Schellenberg JA, Hutton G, et al. Human resources 

for health care delivery in Tanzania: a multifaceted problem. 
HumResour Health. 2012;10(1):3. doi:10.1186/1478-4491-
10-3. Medline

46. Couper ID, Hugo JF, Conradie H, Mfenyana K; Members of the 
Collaboration for Health Equity through Education and Research 
(CHEER). Influences on the choice of health professionals to 
practice in rural areas. S Afr Med J. 2007;97(11):1082-1086 
Medline.

47. Lehmann U, Dieleman M, Martineau T. Staffing remote rural 
areas in middle- and low-income countries: A literature review of 
attraction and retention. BMC Health Serv Res. 2008;8(1):19. 
doi:10.1186/1472-6963-8-19. Medline

48. Zinnen V, Paul E, Mwisongo A, Nyato D, Robert A. Motivation 
of human resources for health: a case study at rural district level 
in Tanzania. Int J Health Plann Manage. 2012;27(4):327-347. 
doi:10.1002/hpm.2117. Medline

49.	 Dambisya YM. A review of non-financial incentives for 
health worker retention in east and southern Africa. South Africa: 
Health Systems Research Group, Department of Pharmacy, School 
of Health Sciences, University of Limpopo. 2007 May.

50. Graneheim UH, Lundman B. Qualitative content analysis in 
nursing research: concepts, procedures and measures to achieve 
trustworthiness. Nurse Educ Today. 2004;24(2):105-112. 
doi:10.1016/j.nedt.2003.10.001. Medline

51. Shenton AK. Strategies for ensuring trustworthiness in qualitative 
research projects. Educ Inf. 2004;22(2):63-75. doi:10.3233/
EFI-2004-22201.

Peer Reviewed
Acknowledgement: Authors would like to acknowledge 
the following; ECSA/TRACtion/USAID for funding 
this study, Ministry of health and regions and districts 
authorities for granting permission to carry this study, 
and finally to all study participants

Competing Interests: None declared.

Funding: This study received financial support from 
USAID through TRAction project

Received: 19 Sept 2019; Accepted: 04 Nov 2020

Cite this article Sirili N, Mselle L, Anaeli A, Massawe S. 
Task sharing and performance of Caesarean section by 
the Assistant Medical Officers in Tanzania: What have we 
learned? East Afr Health Res J. 2020;4(2):149-157. https://
doi.org/10.24248/eahrj.v4i2.638

© Sirili et al. This is an open-access article distributed 
under the terms of the Creative Commons Attribution 
License, which permits unrestricted use, distribution, 
and reproduction in any medium, provided the original 
author and source are properly cited. To view a copy of 
the license, visit http://creativecommons.org/licenses/
by/4.0/. When linking to this article, please use the 
following permanent link: https://doi.org/10.24248/
eahrj.v4i2.638

East African Health Research Journal 2020 | Volume 4 | Number 2					                		         157

Caesarean Section Performance by the Assistant Medical Officers in Tanzania 				           	            www.eahealth.org


