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abbreviations

BPHS Basic Package of Health Services

CHa County Health administrator (Liberia)

CHO County Health Officer (Liberia)

CHT Country Health Team (Liberia)

CHC Community Health Committee

CTC Community Therapeutic Care 
programme (for malnutrition)

EN Enrolled Nurse

HRH Human Resources for Health

INGOs International Non-Governmental 
Organisations

MDGs Millennium Development Goals

MoH Ministry of Health

MoH&SW Ministry of Health and Social Welfare

Pa Physician assistant

PEPFaR President’s Emergency Plan for aIDS 
Relief 

PHC Primary Health Care

PLWHa People living with HIV/aIDS

RH reproductive health

RN Registered Nurse

TBas Traditional Birth attendants

TNIMa Tubman National Institute for the 
Medical arts, Monrovia

TTMs Trained Traditional Midwives

WHO World Health Organisation
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Executive Summary
This study was commissioned by the Health and Policy Department of Merlin in December 2006 as part of a wider review 
of their activities in support of human resources for health (HRH). The review is intended to help determine the impact of 
the organisation’s work in this area and to feed into the on-going global discussion and debate on how best to tackle this 
challenge within the health systems in developing countries. The role of the consultant was to support data collection and to 
strengthen the overall quality and objectivity of the review. Qualitative data was collected in Kenya and Liberia with Merlin 
staff, other health workers involved in Merlin programmes and other stakeholders such as senior planners and policy makers, 
community leaders and users of health services. a review of relevant documentation in Merlin Head Office and field offices 
in each country, provided background and supplementary information.

The opening sections of this report set out the methodology used, the stakeholders involved, the background context and 
Merlin programmes in each country visited. The following chapters summarise the findings in relation to:
• Merlin staff, 
• Health workers in the government health system
• Government health workers supported by Merlin; and
• Volunteer health workers supported by Merlin

These chapters are followed by conclusions and recommendations.

The main findings are as follows:
• Until there is reliable staff remuneration at adequate levels in the government health systems of the two countries studied, 

there can be no lasting improvement in availability, quality and access of health services. 
• Restructure and reform of the health workforce can release resources which can then be used to much better effect to 

meet needs; but change will be painful.
• The ‘brain drain’ of skilled health professionals from developing countries cannot be halted without addressing the 

remuneration question above. However, adequate pay should be accompanied by better working conditions, performance 
management and professional development in order to ensure motivation and retention of staff.

• Alternative strategies should also be pursued in order to help vulnerable communities to secure basic health care support, 
prepare for emergencies or crises and prevent unnecessary morbidity and mortality. 

• Merlin has a role to play in advocacy and influencing on these issues, based on its substantial first hand knowledge of the 
day to day challenges in delivering health services in developing countries. Merlin also has a role to play as an employer 
contributing to human resources for health across the globe.

This report (as well as the research on which it is based) has been provided by Judy 
Roberts, an independent consultant on behalf of the Health and Policy Department.
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Introduction
Merlin commissioned this study in December 2006 as 
part of a wider review of their activities in support of 
human resources for health (HRH). The review is intended 
to help determine the impact of the organisation’s work in 
this area and to feed into the on-going global discussion 
and debate on how best to tackle this challenge within 
the health systems in developing countries. The role of 
the consultant was to support data collection and to 
strengthen the overall quality and objectivity of the review 
and in particular:

• To review the data collated in-house outlining the scope 
of Merlin’s activities in human resources for health.

• To develop appropriate tools and schedule for the 
collection of data in a selected number of countries 
based on TORs for the scope of work and discussions 
with the policy department.

• To undertake the data collection in selected countries 
according to the schedule agreed.

• To provide appropriate synthesis and analysis of the 
information collected for inclusion in the overall review.

 
It was agreed that qualitative data would be collected in 
Kenya and Liberia with Merlin staff, other health workers 
involved in Merlin programmes and other stakeholders 
such as senior planners and policy makers, community 
leaders and users of health services. Field visits to each 
country took place in January 2007. a review of available 
documentation in Merlin Head Office and field offices in 
each country, as well as other sources also contributed to 
this study. The documents reviewed are listed in annex E.

The decision to collect data in only two countries is of 
course a limitation, but the two selected appear to be 
among Merlin’s biggest programmes in terms of numbers 
of people supported (2.4 million out of 6.5 million 
people worldwide, or over a third of the total; Merlin 
annual Review 2005). Together the programmes include 
malaria control, general primary and secondary health 
care, emergency nutrition, HIV counselling and testing, 
TB / HIV care, against different background contexts 
of development programming, response to natural 
disaster (drought) and post conflict rehabilitation and 
reconstruction. In addition, the inclusion of Kenya made it 
possible to interview staff with a regional role as well as 
one or two staff involved in the South Sudan programme.

another limitation was the time available for country 
visits – 8 days in Kenya (2 in Nairobi, 4 days in Lodwar, 
2 days for internal travel / rest) and 12 days in Liberia 
(6 days in Monrovia / Montserrado, 1 day in Buchanan, 
2 days in Zwedru, 3 days internal travel / rest). although 
field visits were restricted to a few locations, interviews 
with staff often drew on previous knowledge of or 
responsibility for, work in other locations. In addition there 
were some telephone interviews with staff in other places 
and several interviews with staff in transit. This meant 
that experience in other parts of Kenya, in Southern Sudan 
and in Maryland county of Liberia was also reflected in the 
information gathered. 

Interviews took place in a variety of situations, many of 
them not ideal (e.g. in crowded places with little or no 
privacy). Interviews in the field with community volunteers 
and users were often conducted through interpreters. 
There was little critical comment by users of the services 
provided or of the Merlin / MoH personnel delivering 
these services, and this could be attributed in part to the 
presence of Merlin / MoH staff during the interviews. an 
anonymous user survey might produce a wider range of 
responses. 

Other limitations were due to availability of Merlin and 
MoH staff, particularly those involved in direct service 
delivery who were travelling in the field or coping with a 
heavy workload. Selection of interviewees below senior 
management level was opportunistic to some extent 
(based on who was available and/or suggested by Merlin 
staff) though a particular effort was made to ensure 
coverage of all the different professions and roles and 
to approach a gender balance as far as practicable. It 
proved difficult to cover all the professional roles without 
interviewing a preponderance of men. almost all the 
community volunteers and users interviewed were female 
but despite this, female interviewees made up only 45% of 
the total. 

Finally time constraints (most interviews and meetings 
lasted from 30-60 minutes) and the method of recording 
(notetaking by the interviewer during interviews) limited 
the information which could be captured from each 
encounter.

Despite all of these limitations, it has nevertheless been 
possible to identify a wide range of issues of concern 
many of which reflect a common understanding of the 
difficulties facing health workers in developing countries 
and the way forward. This is entirely due to the readiness 
of the interviewees to share their experiences and ideas. 
This report aims to convey in summary form, those issues 
raised most often, to attempt some preliminary analysis 
and suggest ways of taking this work forward.
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1. approach and Methodology
1.1 Context

The World Health Report 2006 which focuses entirely on human resources for health provided an invaluable reference point 
and also a structure for some of the analysis.

The Lifespan approach in that report covers all stages of a health worker’s career and is a useful framework for considering 
factors affecting motivation, availability and performance.

Figure 1 Working lifespan strategies

The Report also considers various dimensions of performance as below:

and identifies a variety of levers which can be applied to influence performance and assesses their effectiveness. The table 
below summarises their provisional conclusions in relation to this.

Health workforce performance: Provisional assessment of implementation and effect of levers
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I aimed in the interviews with health workers to discover 
as much as I could about their experience at different 
stages of their careers, their perception of what affects 
the different dimensions of performance both of 
themselves and their colleagues and finally what effect 
various levers have had in the past (or could have in the 
future) on their availability / performance / career choices. 

1.2 Methodology

There were two main components

• Desk research of documentation relating to Merlin 
strategy and programmes, Government strategy 
documents for Kenya and Liberia and international 
documentation (including WHO, USaID etc) whether 
global, africa or country based, which touched on relevant 
issues. 
• Semi structured i nterviews based on frameworks of 
questions designed to elicit information from a broad 
range of informants as follows.
• Identification of stakeholders including programme 
managers and staff, partner organisations’ managers and 
staff, planners and policy makers, users of services, any 
other key stakeholders in particular projects (See annex a 
for a descriptive list of stakeholder types interviewed).
• Interviews with key informants (aiming to cover 
most of the stakeholder groups), mainly individually but 
occasionally in small groups (2-4 persons). Individual 
meetings with health workers at all levels in Merlin and 
Government sectors. Small group discussions with District 
/ Health Management Teams (senior local health officials) 
and with Merlin programme management teams. 
• Semi-structured interviews / group discussions based 
on short lists of open questions ( See annex B for lists of 
questions used with different categories of stakeholder).
• Note taking by the interviewer during the interviews
• Questions were developed and refined as interviews 
progressed. 

1.3  Use of personal data – confidentiality

Everyone who contributed to the study was told that their 
names would be recorded by the consultant but would 
not be used in the report or passed on to Merlin. Their 
words might be quoted, but if so, the source would be 
anonymised e.g.

“senior programme manager, Liberia (Merlin employee)”; 

“Registered Nurse, District Hospital, Kenya (Government 
employee)”

This was intended to encourage informants to speak freely 
about their experience and motivation.

1.4  Accountability

Informants were told that the report to which they were 
contributing was primarily an internal report for Merlin 
management; that it would be circulated in Merlin HO and 
to the heads of field offices in Nairobi and Monrovia; and 
that it would be for those heads of office to decide how to 
feedback to their staff (and to external stakeholders) on 
the conclusions and outcomes of the report. 

Informants were also advised that although the 
consultant’s report was internal to Merlin, material in 
it would be used as part of other documents including 
external publications. anticipating significant interest 
in the report, I decided to prepare brief summaries of 
the conclusions relevant to the two countries visited so 
that these could form the basis for convenient feedback 
to staff and others. These summaries are attached 
at annexes C and D. a number of staff and other 
stakeholders expressed an interest in being informed about 
the results.

1.5  Analysis and presentation

Two main outputs:

Mapping of health systems in two countries and analysis 
of Merlin’s present and future contribution / impact on 
these (mainly drawn from documentation)

and

analysis and summaries of findings from the interviews 
and meetings including quotes from individual 
interviewees. I have aimed to structure these findings 
following the WHO lifespan model – see above.
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2. The Interviewees
Health workers interviewed for this study covered a wide 
range from policy makers and senior planners through 
county / district / programme management to middle and 
project managers, clinicians and front line workers as well 
as volunteers at the primary health care level.

a total of 81 people (30 in Kenya and 51 in Liberia; 36 
females / 45 males) were consulted during the two 
field visits; 62 of these in 1-2-1 interviews and the 
remainder in small group discussions with management 
teams (Merlin HR staff, MoH senior managers, directors 
of training institutions, staff of national NGOs, etc.) In 
most external meetings, a member of Merlin staff was 
present. I also received assistance from Merlin staff when 
meeting patients and community volunteers to help us to 
understand each other. 

Merlin staff made up 36 of the total (19 international 
and 17 national staff) including some staff with regional 
responsibilities and one member of the South Sudan 
programme team. Staff delivering, supporting or managing 
health services were prioritised. Of the 19 international 
staff interviewed, 11 were nationals of african countries 
– Kenya (4), Ethiopia (4), Uganda (2) and Nigeria (1). 
This offered good opportunities to extend the scope of 
the information gathering to include government health 
systems and employment opportunities in these countries 
as well as some study of this international cadre of health 
professionals moving around E and W africa as their 
careers evolve.

Staff of the two countries’ Ministries of Health comprised 
18 (6 in Kenya, 12 in Liberia) together with a further 
6 senior managers employed in government training 
institutions in Liberia. The EU Technical advisor to the 
Ministry of Health was also interviewed in Liberia.

I interviewed 8 community volunteers and 9 service users 
including hospital in-patients and out-patients and visitors 
to primary health care clinics.

Meetings were held with 2 national NGOs, one in each 
country.

See annex a for a list of the roes of stakeholdes interiewd
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3. Background and 
Context 
3.1  Kenya

3.1.1  Background context

Kenya ranked 152 out of 177 in the latest UNDP Human 
Development Index. The country will have to overcome 
huge challenges to achieve its MDG targets by 2015. 
The health system has an extensive physical infrastructure 
but coverage is uneven particularly in rural areas (some 
regions of the country have a coverage of one facility per 
50-200 km). There is a pyramid structure with referral 
facilities at national level, hospitals at provincial and district 
levels and health centres and dispensaries in communities. 

There has been an emphasis on national level strategic 
planning since the Policy Framework of 1994 and the 
Strategic Plan for 1999-2004. The Second Strategic Plan 
2005-2010 or NHSSPII, anticipates a limited number 
of fast track activities in order to reverse the current 
downward trend and allow Kenya to catch-up and achieve 
the attainment of the health related MDGs. Two of these 
fast-track activities (i) increase substantially the number 
of health workers in the rural areas; and (ii) initiate training 
of Community Owned Resource Persons (CORPS); relate 
specifically to human resources for health. 

The Strategic Plan outlines Kenya’s multiple health human 
resource problems: “the country suffers from an overall 
shortage of health workers, skills imbalances among the 
existing workforce, mal-distribution of health workers 
(between urban and rural areas; between the public and 
private sector), poor working environment (deficient 
equipment, lack of drugs, irregular supervision) and a weak 
knowledge base in skills and competencies.” 

a 2004 human resource mapping and verification study 
carried out by the Government of Kenya supported by 
HLSP Consultants, is cited in the Strategic Plan. This study 
produced information on staffing and work load profiles 
of provinces, districts and individual health facilities, based 
on data obtained from around 2,150 health facilities and 
nearly 35,000 health employees nationwide. The table 
below is reproduced from a Technical Brief about the project 
produced by HLSP. This document is included in the list in 
annex E and provides a vivid snapshot of the workforce 
situation in the Kenyan health system at that time.

The study found that staffing levels did not meet the 
prevailing MOH staffing norms. almost half of the 
dispensaries (47%) had just one community nurse and 
one or two support staff, while 3% had only support staff, 
not qualified to administer drugs. Nurses were found to be 
overstaffed in district and provincial hospitals, while many 
health centres and dispensaries were acutely understaffed. 
There was a similar disparity in staffing of doctors at 
district hospitals, with about half of the hospitals having 
less than six doctors (out of 12 required) and others 
having more than 20. 

The study also found that Public Health Officers (PHO) 
and Public Health Technicians (PHT) form a cadre of staff 
that appeared to be severely underutilised. This was partly 
because of insufficient direction as to how they should 
become involved in mobilising communities to undertake 
promotive and preventive health activities and in 
stimulating demand for primary health care services. The 
study recommended that the MOH take steps to revitalise 
these cadres and bring them together with other members 
of the DHMT into the intended activities at the community 
level. a separate National Health accounts analysis of the 
Kenyan health budget in 2001-2 also noted that spending 
on curative care appeared heavy compared with that on 
prevention and public health programmes (the latter was 
only 20% of MoH spending). 
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The proposed response in the Strategic Plan includes 
developing norms, values, guidelines and tools for health 
workers to improve their performance and stronger 
leadership, management, supervision and accountability, 
to enhance health worker motivation and performance. 
Outputs of the Plan include redeployment of staff (over- 
and understaffing) addressed, in particular redeployment 
of nurses to accelerate implementation of the essential 
health package at primary level and redeployment of 
doctors to poorly staffed district hospitals; measures to 
retain and motivate existing workforce and guidelines on 
staffing norms, criteria for redeployment, harmonisation 
of employment between different employers (MoH, 
NGO and FBO), annual appraisals and performance based 
remuneration.

The HRD component of the Plan will be demand led 
based on identifying gaps, prioritise and plan training and 
fill gaps. additional staff are to be recruited and posted 
to deprived and underserved areas especially at the 
community and district levels. 

3.1.2  Merlin country programme

Merlin has been operational in Kenya since 1998 and 
maintains a Regional office in Nairobi, which supports 
projects in Kenya, Somalia and South Sudan and gives 
logistical support to projects in Ethiopia and DRC. 

Current operations in Kenya cover four regions (Lake 
Victoria, Western Highlands, North West Kenya, North 
East Kenya) and include malaria, HIV/aIDS and TB control 
projects in Kisii, Gucha and Nyamira districts of Nyanza 
province, HIV/TB behaviour change interventions and 
research work amongst the vulnerable communities of the 
Lake Victoria region, HIV/aIDS interventions in Turkana 
District, sanitation and hygiene interventions in Wajir 
district of North Eastern Province as well as humanitarian 
assistance programmes in health and nutrition for drought 
affected populations in Wajir and Turkana districts. In 
2005, Merlin supported more people in Kenya (over 
1.5 million) than in any other country in the world. This 
figure included people counseled and tested for HIV and 
malnourished children who were fed and treated.

The Kenya programme has been operating in a stable 
environment over a number of years and focuses more on 
longer term systems strengthening and disease control 
than on emergency interventions. The 3-year country 
strategy dated December 2005 sets out a number of 
areas of experience to build on (including durable relations 
with partners and communities, innovative interventions, 
using field experience and operational research to feed 
into national level policy and planning). The strategy 
identifies various steps needed to capitalise and build on 
the achievements of the programme (such as systems 
for monitoring and evaluation, better links with research 
institutions, documenting learning, skilled advocacy). The 
document notes that a longer term approach will need 
longer term funding.
 

The programme contributes to human resources for health 
in Kenya in a variety of ways. 

Capacity building of Ministry of Health staff includes on 
and off the job training, attachments, exchange visits, 
supportive supervision and the provision of guidelines and 
protocols. Professions benefiting include medical, nursing, 
information management, laboratory, dispensing, hospital 
management, and workers in both primary and secondary 
health settings. Subjects covered include EPI, PHC and 
case detection and management of major diseases, 
surveillance and emergency response.

Training and support of community volunteers in a variety 
of contexts and for different purposes including:
• Representatives of beach communities for health 
promotion activities in relation to HIV prevention.
• Community health workers supporting DOTS treatment 
for TB.
• Village volunteers undertaking case finding, defaulter 
tracing and referral of severely malnourished children.
• People living with HIV/AIDS (PLWHA)s acting as 
volunteer escorts for patients being referred between HIV 
and TB services

In addition the following Merlin interventions also 
have an impact on HRH in the sense of enabling and 
motivating health workers to do their jobs - Supplies of 
drugs, consumables and other equipment; renovation of 
premises, water supply, provision of transport and logistics 
for distribution of supplies and for immunisations.

Last but not least, through their programmes, Merlin 
contributes additional human resources to health by 
deploying Merlin employees in country (excluding 
the Nairobi office, a total of 165 people including 5 
expatriates and one consultant). These include medical 
and nursing staff, nutritionists, public health specialists, 
logisticians, community health teams, health promotion 
and prevention workers, emergency response personnel, 
drivers and other support staff. a few remote communities 
do not see any other health workers apart from Merlin 
staff. In most areas, however, Merlin staff work alongside 
MoH counterparts. 
 

3.2  Liberia

3.2.1  Background context

Following 14 years of civil war that displaced large parts of 
the population and destroyed much of the infrastructure, 
Liberia has entered a period of relative peace and stability 
and is described in the Interim Poverty Reduction Strategy 
as being “in transition…to recovery and to development”. 
Unemployment remains extremely high and most of the 
population lives in poverty or extreme poverty. Until 
2006, less than 10% of the population had access to 
health care (WHO Country Cooperation Strategy) 
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Some progress has been made in re-establishing primary 
and secondary health care facilities but health services 
remain very limited due to lack of trained personnel 
and of public funding. Following a rapid assessment 
of health services, a national Health Policy document 
has been prepared together with a National Health and 
Social Welfare Plan (both still in draft form in January). 
The rapid assessment concluded that numerically the 
workforce appeared adequate to the size of the health 
sector and the population. In fact due to low uptake 
of service, actual staff workloads were often low. But 
the distribution of trained health workers was grossly 
imbalanced and qualified professionals were scarce. The 
challenge was to strengthen the workforce in terms of 
skills, appropriateness and productivity. 

The Health Plan proposes a new unit in the MoH to gather 
information about existing staff and the workforce and 
training needed to deliver the Basic Package of Health 
Services (BPHS) and to develop plans and an information 
system. The Table below shows the recommended profile 
in the plan for staffing primary health care facilities.

Table 4: Proposed staffing for Clinics and Health centres 
Health 
Clinic

Health 
Centre

Officer in Charge (Pa, N/M or nurse) 1 1
Physician assistant 2
Nurse 1
Certified Midwife 1 4
Nurse Midwife
Dispenser 1 1
Nurse aide 1
Environmental Tech. 1
Social Worker 1
Lab Technician 1
Recorder/HIS 1 1
Security/Cleaner 1 1

Total 6 13

The Plan covers all the aspects of performance and 
levers identified by the WHO (such as career planning, 
performance management, incentives, professional 
association and regulation). It appears ambitious in 
the current conditions. another possible area of over-
optimism is the long list in the Plan of categories of 
workers to be prioritised for training: 

Doctors•	 District health •	
managers

Nurses•	 Social workers•	
Midwives•	 Psychologists•	
Physician assistant •	
(Pa)

Laboratory •	
technician

Environmental •	
health officers and 
assistants

Nutritionists•	

Occupational •	
therapist and 
physiotherapists  

The Plan acknowledges the problem of unequal 
distribution and specifies that budgets and personnel shall 
be reallocated to under-utilised and underserved areas, 
to address the geographic and skill imbalance. a policy 
to guide mobility of personnel will be developed and 
enforced.

To meet short term training needs, the document 
envisages an ‘emergency hiring plan’ to be implemented 
during the period april 07 – June 08, to mobilize additional 
human resources (from among unemployed health 
workers in-country, together with qualified health workers 
from the diaspora) to tackle priority diseases. These 
workers will be hired for a fixed term with external funding 
with the intention that they will be transferred onto the 
government payroll at the end of that fixed term. 

In addition the Policy document envisages that ‘active 
health workers’ (understood to mean the current 
workforce) will benefit from a rapid upgrade training 
programme designed to equip them to deliver the BPHS.

Upgrading, streamlining and restructuring the workforce 
through training and personnel management practices 
are seen in the Policy as long term challenges. The most 
pressing short term challenge for government health 
planners (identified during meetings in MoH) is to manage 
the exit from a situation where INGOs (supported by 
external funding) are ensuring the availability of large 
numbers of essential staff in primary and secondary 
facilities by paying regular incentives which in many cases 
are much larger than their official salaries. The extent (and 
the urgency) of the challenge are graphically illustrated in 
the gap analysis prepared by the Government (see annex 
E for reference) listing 268 clinics, 29 Health Centres 
and 20 hospitals supported by a variety of international 
agencies many of them planning to withdraw between 
March 07 and the next 12-18 months. For Merlin’s own 
assessment of the implications of early withdrawal, see 
their Situation analysis dated October 2006 (see annex E 
for reference).

This challenge is particularly acute because of the ongoing 
withdrawal from Liberia of relief oriented agencies and 
doubts about the availability of sufficient development 
oriented donors to ensure an adequate transition. The 
recent donors conference (13-14 February 2007, 
Washington DC) resulted in significant debt relief but 
international press reports mentioned only one new pledge 
of aid ($200m from US). 

3.2.2   Merlin Country programme

Merlin has been operational in Liberia since 1997 and has 
developed an extensive reputation as the largest health 
care provider in the country (Country Strategy Document, 
2006).  Merlin ensures the provision of integrated primary 
and secondary health services through cooperation and 
collaboration with three County Health Teams in the 
underserved Southeast (Grand Bassa, Grand Gedeh and 
Maryland) and also supports primary health care in urban 
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districts of Monrovia / Montserrrado. Services offered in 
Merlin supported health facilities must be free of charge 
and include curative, early preventative immunization 
(EPI), maternal child health (MCH), disease surveillance, 
emergency surgery, and community-based health 
promotion. 

Merlin provides a wide range of support to the 3 county 
hospitals and 31 clinics in its zones of operation from 
support and training for county management teams to 
supply of equipment, drugs and consumables, incentives 
for essential staff at all levels, capacity building for staff, 
help with data management, support to lab services, 
ensuring power supply. Support to primary health care 
services include incentives for clinic staff, supplies of 
drugs and other essentials, clinical training, cold chain 
support, HIV counselling/testing facilities and monitoring 
visits. Merlin has also supported physical maintenance of 
facilities.

Merlin was directly involved in treating almost 900,000 
people in Liberia in 2005 including patients at hospitals 
and rural clinics and children and mothers vaccinated. 
More recently, nearly 63,000 people benefited from 
Merlin-supported services in December 2006. Given a 
total population in Liberia of some 3.2 million, this gives an 
indication of the very large contribution the NGO is making 
to national health services.

Merlin country team members number some 180 in total 
- 155 national staff plus 25 expatriate posts. as for any 
INGO programme, a proportion of this must be attributed 
to the management and support of the Merlin presence 
in-country and accountability to its management, Board 
and donors. However, all of the remainder can be regarded 
as a direct contribution to human resources of the health 
system of Liberia by both increasing the health workforce 
in terms of numbers and also by bringing experience and 
expertise from outside Liberia and contributing a wide 
range of professional expertise including medical, surgical, 
public health, hospital management, midwifery. 

Merlin’s contribution is significant viewed against a 
background of a health system almost destroyed by 
conflict and now comprising some 5,000 full and part 
time health workers, including 168 doctors, 273 Physician 
assistants, 514 Registered nurses, 257 other nurses and 
355 midwives (according to a Rapid assessment in 2006 
of all health facilities, public, private, NGO and faith-
based). an Interagency health evaluation in September 
2005 estimated that less than 20 doctors were in the 
country at one stage compared to 237 before the war.
 
Merlin’s 3 year Country Strategy 2006-2008 proposes 
that, as many emergency health NGOs withdraw from 
Liberia, Merlin should continue to support integrated 
primary and secondary health care packages, especially 
in the neglected southeast region, while working with 
the MoH to plan a staged handover to them. This would 
involve moving from direct service delivery to a supportive 
role. The substitution of a Trainer for a Matron post in 

Harper in Liberia suggests one approach to that shift? 
Merlin also proposes to increase its support for HIV/
aIDS, TB and RH activities. Other signs of possible future 
directions are technical support to the government 
(Merlin is supporting the establishment of a health 
information resource centre in the MoH), support to 
training institutions, working in partnership with national 
NGOs (concept paper submitted for joint proposal to start 
activities in Sinoe County) and engaging the community 
more actively through community health and development 
committees. For other aspirations, see the Strategy Paper.

3.3  Conclusions

Despite their very different histories and current 
situations, Kenya and Liberia share many problems in 
relation to health provision. Both governments are facing 
enormous challenges in their efforts to reform health 
services to meet the needs of their people. Both have 
a long way to go to meet MDG targets and both are 
included in the WHO list of countries suffering from a 
critical shortage of health service providers (doctors, 
nurses and midwives). Their plans for human resource 
development are based on analysis of the current situation 
and appear to cover many of the areas identified in 
the WHO report. However the scope and timetable for 
these plans appears over-ambitious in the light of the 
imbalances in existing service provision, the inadequacies 
of the existing workforce, poor infrastructure, and lack of 
resources and management capacity.

It is not possible in this report to do justice to the overall 
impact of the two Merlin country programmes. It is clear 
that each has had and is having very significant impact 
on health services in its areas of operation. Both have 
aspirations to a more strategic role in their respective 
countries and their current reputation and working 
relationships offer a platform for this. The following 
chapters may help to indicate where the focus for this 
strategic role might have most impact. 
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4.  Health Workers 
In INGOs: The Merlin 
Experience
“Our staff are professional doctors, nurses, health 
specialists and project managers who may come from 
anywhere in the world.” Merlin website

This chapter focuses on Merlin staff and their experience 
and perceptions.

4.1  Entry into the workforce

This includes workforce planning to decide how many 
and which people are recruited, the recruitment process 
itself and getting the right mix in terms of qualifications, 
experience and skills. 

4.1.1.  Getting the mix right I – local, national and 
international

Project and programme structures appear from the two 
programmes visited to be based on a standard structure 
similar to that of other UK INGOs but with the addition of 
medical posts for strategic management and input. Teams 
are managed by a medical and non-medical coordinator 
team at country or project level, and comprise health 
professionals and others involved in direct service delivery, 
supported by finance, administration, HR, logistics etc. 
In common with most INGOs, senior posts tend to be 
designated as international with middle and junior posts 
filled by national recruits. Interviewees were not asked 
about this, but various opinions were offered. Some 
people felt that there had been too many national posts 
in the past but that the balance was now about right; 
others noted that Merlin’s field teams tended to be more 
international than in some other INGOs, and that this 
perceived imbalance should be corrected. In designating a 
post as international, the primary consideration is usually 
based on how best to find the skills and experience 
required for the post. Respondents mentioned that 
security considerations were also significant in certain 
cases, e.g. for logistics, finance posts, where a national 
staff member might come under pressure from their 
compatriots. 

Within Kenya, there is an adequate pool of qualified and 
experienced health professionals but they often lack the 
team leadership, management and other skills required 
for mid-level and senior INGO posts. In Liberia it has also 
proved difficult to find national staff for these posts, given 
the disruption to people’s education and careers due to the 
conflict. Candidates often lack qualifications, experience 
and IT skills. Staff who have developed within Merlin are 
the most likely future candidates for Country Management 
Team posts. 

Recruiting for emergency response and for difficult or 
remote locations may also require more international 
recruitment than elsewhere in order to assemble a team 
with the full range of skills and experience required. 

It appears that it may be equally important for a team to 
be equipped with sufficient knowledge of local conditions, 
culture and language in order to respond effectively. 
Over reliance on international staff or on national staff 
drawn from outside the area is a risk factor for impact and 
sustainability. This can be particularly the case in remote 
areas which are neglected by government and tend to be 
unattractive to nationals from other districts, as Merlin 
staff turnover in Lodwar during 2006 demonstrated.

4.1.2  Getting the mix right II – professional balance

a number of staff both national and international 
expressed enthusiasm and a strong personal commitment 
to public health approaches as enabling them to achieve 
much wider impact on morbidity and mortality than 
through curative work. The balance between clinical and 
community capacity is regarded as an important factor in 
Merlin’s ability to deliver impact. 

“I was always interested in public health, even at medical 
school. I like the kind of work where I can innovate and do 
projects. In clinical work you simply follow procedures and 
there is not much room for your own ideas...” Doctor from 
West africa, Merlin employee.

On the other hand, several doctors and a few nurses 
expressed anxiety about the limitations which INGO work 
put on their ability to practice their clinical skills. They 
could not afford to remain too long in Merlin if they wished 
to retain their ability to practice in future. For example, 
working in a district hospital without an anaesthetist 
restricted the range of surgery which could be done 
on the spot and therefore restricted the ability of the 
international surgeon to maintain his skills. 

Respondents also mentioned the importance of primary 
health care provision in reducing the hospital workload 
through early diagnosis and treatment as well as 
prevention.

For the future, staff mentioned nutrition as an area where 
Merlin needed to develop more institutional capacity 
and family planning / RH / MCH/ health education 
as areas which needed more attention in programming. 
District Managers in the Government sector in Kenya also 
mentioned RH as an area for attention by Merlin. 

a few respondents were concerned that organizational 
capacity on development programming was weak and 
needed to be tackled in order to achieve more effective / 
sustainable programmes.
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4.1.3   Getting the mix right III – emergency response or 
development?

Staff reflected on a number of areas where a shift into 
development programmes would have implications for HR 
procedures and practice. These include type and duration 
of contract, funding and opportunities for training and 
staff development, opportunities for career development.

Issues affecting international staff contracts would include 
family postings, related policies e.g. maternity leave.

Staff working in emergency nutrition expressed concern 
about the cyclical nature of hunger and their inability to 
produce lasting impact using only nutritional measures. 
Development programming would enable them to develop 
multi-sectoral approaches to chronic hunger working in 
partnership with other agencies to address livelihoods, 
water and other issues. This was echoed by patients and 
village volunteers attending a remote clinic in northern 
Kenya. Such a shift could have an impact on staff 
satisfaction which could influence retention.

4.1.4   Finding out about Merlin and applying

Many international and national staff did not know of 
Merlin before applying, but a number of respondents 
said that once they became familiar with it, the medical 
focus of the agency, its humanitarian mission and the 
opportunity to work in the field directly with people in 
need and on public health issues, drew them to this agency 
in particular. The opportunity to serve their own people by 
meeting their health needs in a very practical and tangible 
way was a motivation mentioned by many national staff. 

National staff applied to Merlin in response to local or 
national advertisements or after hearing about Merlin 
from friends. The availability of work in their locality was 
the attraction for many but, in both Kenya and Liberia, 
there were also significant numbers of national staff who 
had relocated in-country to take up employment with 
Merlin in field offices far from their home base, often in 
remote areas which were unfamiliar to them.

The Regional Office in Kenya recruits regionally (it benefits 
from being located in the regional hub of Nairobi) and this 
enables Merlin to pay at the market rate for the region 
as well as to attract staff based within the region (who 
according to experience so far, are likely to stay for longer 
than those from further afield).

Most international staff interviewed had found out 
online about a particular vacancy at Merlin (usually on 
Reliefweb). This included those who were studying in the 
UK or Europe at the time. 

4.2  Workforce

This area includes all strategies which determine 
performance in the job including supervision, 
compensation, support to do the job and lifelong learning. 
In the interviews I explored with staff the factors which 
motivate them to remain (or otherwise) within Merlin 
programmes as compared with other INGOs or other 
career paths. 

Factors motivating staff to remain with Merlin rather than 
other INGOs included the agency’s medical focus, mission 
and opportunities for fieldwork. Working closely with the 
government and therefore building local capacity, rather 
than running separate programmes was also cited by 
several respondents, even though they recognized that 
this way of working was more difficult in practice.

“It is great to work on implementation, policy and training 
levels in a single programme. I was attracted to Merlin 
because it was a development programme.”
Senior manager, Merlin, Liberia 

“I want to stay with Merlin because their mandate is clear” 
International Logistician from Europe, Kenya.

“I didn’t like (another medical INGO) because they 
were leaving abruptly. When they left, everything was 
collapsing, it was a waste of time not having a sustainable 
programme.” Senior nurse, international staff member, 
Liberia

Some national staff mentioned the pressure that the local 
community can put on INGO staff who are perceived as 
well paid. They can be approached frequently for financial 
help or even become a target for crime. 
 
Factors which led staff to prefer employment with INGOs 
over the government health sector in their home country 
were sharply different between these two groups :

• all staff (national and international) originating from 
within africa; and 
• international staff from outside the continent. 
The former cited salary levels and working environment 
as the primary factors; the latter pointed to a personal 
interest in developing countries, tropical medicine, public 
health and the stimulus of working internationally.

4.2.1. Supervision

Many people commented positively on the supervision and 
performance monitoring culture in Merlin and other INGOs 
as compared to the government sector. However, short 
contracts inhibited follow up on appraisals and longer term 
development.

“Merlin has improved my skills, my social skills, my public 
health skills, my clinical experience, how to work with 
other organizations. Not just formal institutional training 
but also working with the expatriate staff.” Physician 
assistant working for Merlin, Liberia.
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“I appreciate that they are trying to make life better for 
international staff to keep them longer, not just pay but 
coaching, R&R etc.” Merlin programme manager

a number of international staff mentioned the lack of 
family or accompanied postings.

4.2.3   Support to do the job

a number of people mentioned poor institutional memory 
in Merlin and the lack of handovers which made it difficult 
for new arrivals. This was again partly attributed to short 
contracts and tendency of staff to start job-hunting in 
advance.

Logistics were mentioned as a problem area within the 
organization and in particular, supply and delivery of drugs 
and other essentials. Long delays had been experienced in 
both Kenya and Liberia country programmes, particularly 
in relation to international orders and organizational 
capacity in this area was compared unfavourably with 
other agencies. Some government partners in Liberia also 
mentioned this as a perceived weakness of Merlin support 
to them. Delays affected not only drugs but also much 
more basic items e.g. examination gloves. Some project 
teams had resorted to borrowing from other areas in order 
to maintain services.

“It took over three months to get bed sheets from 
Monrovia. We have no stove for sterilization, using pots in 
the kitchen.” Matron, international staff, SE Liberia.

It was not clear what was causing the long delays in 
the process of international procurement of drugs and 
supplies, over long and complex procedures involving too 
many people / stages or lack of prioritization in the Head 
Office were mentioned as possibilities.

Difficult working environment, demanding work and 
long working hours were all mentioned. I noted very 
long working days by numbers of staff (particularly 
international) in project offices and the country office 
in Liberia; staff in N Kenya were routinely out in the field 
from Monday morning until Friday afternoon staying in 
local accommodation or under canvas.

at least one programme manager in each country 
visited felt that the organization was overstretched 
and attempting to cover too wide a geographical area. 
They would like to focus activity on a smaller number 
of communities to give more quality supervision and to 
achieve greater impact.

On the positive side, staff emphasized the value of 
experience gained and of support and communication 
with managers. They appreciated the respect for rules 
and procedures and the fact that their work is recognized 
and valued. One former staff member who also worked 
at a senior level on community health in the government 
system, summarized the differences as follows:

“I wanted to quit several times, but didn’t, the main reason 
was good support and communication from my bosses and 
good people in (the community I was working in)” Doctor, 
international staff, Kenya.

4.2.2  Compensation

While Merlin’s compensation package compared very 
favourably with the government systems in E and W 
africa, it was not always competitive as compared 
with other INGOs or with the UN or other international 
agencies. Some respondents felt that this gap had 
contributed to the significant levels of turnover in national 
and international staffing, especially in hardship postings 
(e.g. posts in fragile or insecure countries, or remote 
rural locations with fewer facilities and more basic living 
conditions). The job insecurity associated with short 
contracts had also contributed to high turnover and this 
was a disadvantage of working for Merlin which was 
mentioned by a large number of staff interviewed. Several 
respondents suggested that having better systems and 
investing in institutional memory would mean that high 
turnover would matter less.

“Six months is too short, it takes 4 months to learn the 
job, the impact is less (than on a long contract)”
On a six month contract, it takes two months to settle in, 
you have 3 months of full productivity followed by 1-2 
months of job hunting.”
Senior programme managers, Merlin

It was noticeable that the project visited in Turkana 
(Kenya) and the Liberia programme as a whole had 
both experienced high international and national staff 
turnover during 2006, leading to pressure on remaining 
staff. While the working context and reasons for leaving 
varied, common features seemed to be unattractiveness 
of remote or hardship locations and better compensation 
packages being offered by other agencies. Movement 
between INGOs is common.

Specific areas mentioned by national staff as needing 
improvement included basic salary, how many family 
members were covered by health insurance, help with 
travel to work costs, allowances while traveling on 
business, support to staff working away from their home 
base to maintain family contact. areas for improvement 
mentioned by international staff included R&R, quality 
of accommodation, possibility of accompanied posts, 
coverage of medical costs when in home country.

Comments on career development opportunities for 
national staff of Merlin were mixed. Some people felt 
that there was already some career development; others 
thought that more should be done e.g. to ensure that 
all vacancies should be advertised internally first before 
opening them to external applicants (some respondents 
indicated that this was already usual practice, others 
disagreed).

International staff saw pros and cons in the Merlin 
compensation package. 
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“ In Government, you plan activities, then there are no 
funds or no transport so you postpone. In Merlin you do 
not postpone.
In Government, whether you do your activities or not, no-
one cares. In Merlin, people care.
In Government, you can write a report maybe, but no-one 
will look at it. In Merlin they do.”
Former Merlin employee, Kenya.

4.2.4  Lifelong learning

This is a major preoccupation of many Merlin staff – both 
national and international. Many respondents are hoping to 
continue their studies – to complete a Bachelor’s degree, 
study for a Master’s (in their home country if available, 
or abroad - Europe / North america – with scholarship 
support), or to pursue doctoral research. Public health 
is the most popular area of study /research followed by 
tropical medicine. 

a number of staff expressed frustration with the lack of 
training opportunities in Merlin. They pointed out that 
professional staff working in the government sector 
(particularly doctors) can receive generous amounts 
of paid / unpaid study leave or scholarships, but staff 
also acknowledged that Merlin is not in a position to 
support 1 – 3 year absences. They would like more short 
term opportunities for training and skills development, 
particularly international ones, but also opportunities to 
attend local events organized by other agencies or to go 
for exchange visits to colleagues in other parts of the 
country. Medical and nursing staff expressed concern 
about falling behind in technical knowledge while working 
in the INGO sector. Many respondents complained that 
they were expected to put a lot of effort into building the 
capacity of others but that no-one in the organisation paid 
attention to sustaining their own capacity (Who trains the 
trainers?)

Merlin managers pointed to the availability of unpaid leave 
to attend long courses and the modest budget for short-
term training as well as opportunities to join in with other 
agencies’ training initiatives locally. National staff felt on 
the whole that they had had very few opportunities for 
development and wanted to be offered more training by 
managers rather than seeking their own opportunities. It 
was not clear whether this arose out of a lack of initiative 
on their part or from a frustration with the current 
perceived lack of provision. 

Other barriers identified included:
Difficulty in obtaining visas for Liberian staff to travel 
abroad for training, particularly to Europe –two trips had 
been abandoned for that reason.
Low number of national staff in management positions 
restricts the field of candidates for international training

4.3  Exit

Covers management of attrition including migration, 
career choice, health and safety and retirement. Due to 
the short term nature of INGO employment, I focus in this 
section on the opportunity costs / benefits of working for 
Merlin for local and expatriate staff. I looked for insights 
into the factors that motivate health staff to work for an 
INGO and how this affects their general motivation and 
decision to remain in the health sector and in the country

For national staff obliged to find new work because their 
contracts had not been renewed, senior staff in Kenya 
were generally able to find other posts with international 
agencies, while more junior staff outside Nairobi had fewer 
choices and some had returned to the government sector.

all staff interviewed for this project were asked about how 
they saw their career developing over the next 5 or 10 
years and what their preferred direction would be.

The replies were illuminating. For staff originating within 
africa, their first preference was often to set up their 
own business enterprise in the medical / health field – a 
dispensary, clinic, or setting up as a consultant in the 
health development field, preferably in their home country. 
Working as an employee in the private health sector was 
not favoured due to long hours and poor remuneration. 
Their second preference was to remain in the INGO sector 
but in a location / post which offered easy access to family 
and personal contacts. a very few staff mentioned the 
possibility of starting up a local NGO or community group 
and this was mostly for idealistic reasons than as a career 
option. Returning to the government sector where most 
of them had been trained would be a last resort in most 
cases. 

“With the MoH, you are not motivated, you have no kit, 
no pay and long hours, you cannot refer your patients, 
there are logistical problems… Forty per cent of my fellow 
students (at medical school) are still in Kenya, but only 
about half of these are in the government health system, 
the other half are in private practice. The remaining 60% 
are overseas in UK, S africa, Zambia, the Netherlands...” 
Doctor, N Kenya (Merlin employee)

Their reasons for not returning to their own government 
sector included:

• Remuneration (cited in almost every case) together 
with unreliability of payment of salary and / or ‘unofficial’ 
deductions
• Working conditions – lack of systems, bureaucracy 
(cited by the majority of staff)
• Corruption / lack of transparency and its impact on 
promotion and career development. This was particularly 
mentioned in relation to the system in Kenya. This poor 
perception of the public sector in Kenya is in line with 
its low ranking in the Corruption Index prepared by 
Transparency International (142nd out of 163 countries in 
2006).
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However, this simple comparison ignores the fact that 
staff brought in by INGOs have a different function to 
their counterparts who are leaving africa to take up clinical 
posts elsewhere in the world. apart from emergency 
relief, INGO health professionals are largely concerned 
with capacity building. Many health professionals brought 
into africa by INGOs are expected to have a wider 
impact on the health workforce in africa by working 
with their african colleagues to develop and improve 
local systems. Interviews revealed that for many african 
staff, the experience of working directly with colleagues 
from outside the continent is valued and exposure to 
international experience and skills is one of the perceived 
benefits of working for an INGO. The learning is of course 
two-way: 

“The training (of african professionals) is vigourous in 
terms of tropical diseases. You are familiar with them...you 
do not find it difficult to control outbreaks. But medicine is 
dynamic, interacting with professionals from outside africa 
you update your knowledge…left on your own, you might 
continue with your old approaches” Doctor from East 
africa, Merlin staff.

“There is a tendency (among african health professionals) 
to agree on priorities to please the authorities of the host 
country. (another area where their skills can be developed 
is) to be a good doctor without prescribing a lot of drugs.” 
Manager, Merlin programme.

The movement of african health professionals between 
countries in africa in response to INGO work opportunities 
appears to be a relatively recent phenomenon based on 
the experience of the interviewees for this study. Most 
respondents talked about working for INGOs outside their 
home countries after 2000 (apart from earlier periods 
which some respondents spent working for INGOs outside 
Liberia while a refugee during the conflict). 

It is clearly related to the growth of internet recruitment 
and wider internet access in africa, as well as changes 
to INGO recruitment practices and the move towards 
global workforces and emphasis on equal opportunities. 
It may also be that there is a growing demand for relief 
professionals particularly for emergency response in 
recent years - the tsunami marked a high point in demand 
for emergency professionals and it is noticeable that 
several african interviewees had travelled abroad to assist 
the tsunami response. One (non-african) respondent 
suggested that increased demand for african health 
professionals might also reflect declining numbers of 
health professionals from developed countries willing to 
offer themselves for development work, because of the 
perceived gap between INGO benefits and higher salaries 
and other benefits available in their home countries. 

While this movement of african health professionals 
inside the continent represents a net loss to their home 
countries, their skills and experience are not lost to africa 
and are often deployed at times and places of extreme 
need. For example, Merlin has recruited a number of 

“Government promotion is based on favouritism, family, 
tribe or it has to be bought…” (Public health professional of 
Kenyan origin, working outside his home country)

What needs to change in order to persuade staff to return 
to their own government system includes:

• Changes in HR management to measure and manage 
performance as a basis for promotion

• Substantial increases in salaries to provide a living wage; 
otherwise staff will continue to combine government jobs 
with 2 or 3 other jobs (e.g. working in private clinics) just 
to enable their families to survive.

International health staff from the developed world must 
also manage the personal and financial implications of their 
career choice. 

“Non african originated health staff cannot afford to 
work for a long time in the Humanitarian field as the 
salaries they gain at home are much bigger than the salary 
earned by working for an INGO. Moreover pension and 
other social benefits are not …built up when non african 
health workers do work in the humanitarian field.” Merlin 
programme manager, European citizen.

“There could be a period when the tough living conditions, 
power cuts, water supply problems and so on, could make 
me want to change my job.” Mid-career programme 
manager, Merlin, (European origin) with extensive 
emergency experience.

“Family benefits of a Merlin contract would not be 
sufficient to enable me to do this job. Most Merlin 
international staff here are in a similar position” (i.e. relying 
on partner’s employment package for family benefits). 
Nurse, Merlin staff, from Europe, based in Kenya.

“I don’t see any advantages in returning to my home (UK) 
health system” Nurse from Europe, Merlin staff working in 
Kenya.

“Merlin should find a way to keep international staff on 
the books, pay a minimum wage or retainer, they probably 
want to keep you and also want you to have a break. 
You could come home and have some money in the bank 
until the right job comes up. Merlin should try to retain 
people.” Nurse from Europe, Merlin staff working in Kenya

4.4  Internationally mobile health workers in 
development – a good thing?

International health staff brought by Merlin and other 
INGOs from outside africa can be seen as net additions to 
the health workforce in africa and many of them are highly 
skilled with wide experience. It is doubtful however that 
their numbers are more than a fraction of the number of 
health professionals trained in africa who are leaving the 
continent for other parts of the world.
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doctors of Sudanese origin who have trained outside the 
country to return to Sudan in short term INGO posts. 

Recruiting mobile african health professionals also 
prevents skilled and motivated workers from leaving the 
continent by offering an alternative which is interesting as 
well as attractive financially. These workers are concerned 
however, about the lack of opportunities for their own 
professional development in INGOs and regret the 
enforced family separation these posts entail. For example, 
East africans posted in West africa all expressed a desire 
to move back to their region as soon as they could. 

It is apparent from the responses of african international 
staff that their migration within africa was to some 
extent driven by financial considerations, whether directly 
because of better salary or indirectly as an opportunity to 
better their future career prospects. In contrast, a number 
of non-african staff did not envisage a return to working 
in the health system of their home country, even though 
potential earnings were comparable or higher. However 
these two groups of staff had a shared enthusiasm for 
the opportunities for learning offered by working in an 
international environment in africa. 

“I am interested in working in other countries. I feel like 
staying in community development. I would like to go as 
far as a Ph D and then bring back my skills and information 
to my area. It is us indigenous people who can change 
things here. When I speak they understand me because I 
am from here and I am part of the problem.” Community 
Mobilizer, N Kenya (Merlin employee).

4.5  Conclusions

Merlin’s mission and its commitment to working in 
partnership attracts a wide range of people many with 
considerable skills and experience as well as professional 
qualifications. as a relative newcomer in the British INGO 
field it is still little known among development workers 
around the world – most staff interviewed had heard of 
Merlin by word of mouth or discovered it on Reliefweb.

With this in mind, recruitment might benefit from an 
increased profile for the organisation in the international 
development arena. This would help it to capitalize on its 
attractiveness to internationally mobile health workers 
and those interested in public health in particular. Merlin 
already has strong links with Liverpool & London Schools 
of Tropical Medicine and Hygiene. The organisation should 
use these links to promote interest in employment with 
Merlin. Similar arrangements could be developed with 
selected MPH faculties in the UK or Europe, focussing 
on those attracting significant numbers of international 
students from developing countries.

Staff raised a variety of issues related to motivation, 
retention and performance. Many of the same issues 
were raised in a recent staff survey, but a brief summary 
is included here for ease of reference. There were strong 
feelings about all the issues mentioned below.

Staff retention is a major issue for the programmes 
examined and short contracts are a major factor in this. 
Longer contracts, or other ways to retain staff and offer 
career progression would allay personal anxiety and 
improve staff performance.

The Merlin remuneration package is not seen as 
competitive with some other INGOs recruiting for very 
similar skills and Merlin is losing national staff in particular, 
to these INGOs.

For international staff, the key to retaining them, apart 
from longer contracts, is to move towards what is 
perceived as the usual expat benefits package including 
accompanied or family posts.
 
National staff in particular would like more attention paid 
to their development in the job. If there are staff training 
opportunities for this group, it does not seem that the 
message is getting through. Clinicians would like support 
to keep their skills up to date.
 
Problems with international logistics and procurement 
within Merlin are a major frustration for programme 
managers and should be explored further.

Staffing remote or hardship locations will always be 
difficult, whether with international or national staff. One 
indicator for success seems to be ability to recruit locally 
or to attract people with local connections who will feel 
more comfortable in that environment and want to stay 
longer. For international staff, comfortable accommodation 
and R&R provision will help retention.

Neither national nor international staff indicated strong 
loyalty to Merlin in terms of possible future employment. 
They tended to talk about how long and why they might 
stay in the INGO sector. Steps to issue longer contracts 
and to encourage staff retention might build up more of a 
core of long-term Merlin staff which would in turn foster 
a stronger sense of the ethos of the organisation and 
encourage staff to see it as a longer term option. a rough 
analysis of the staff interviewed for this report indicates 
that about 45% of them had been with Merlin for a year 
or less.
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5. Government Health 
Workers: Levers and 
Performance
In this chapter I assemble information gained from 
interviews with all health workers who had direct 
experience of working for government health systems 
in africa (whether past or current), in order to compile 
a picture of the factors influencing dimensions of 
performance at different stages in the lifespan. This 
information relates mainly to a group of countries in East 
and West africa (Kenya, Liberia, Ethiopia, Uganda and 
Nigeria). Many comments were common to systems in all 
these countries but there are variations between countries 
and over time. This chapter is intended to indicate 
significant issues, rather than analyse these in detail.

5.1  Entry into the workforce

This includes how workforce requirements are planned 
to decide how many and which people are recruited, the 
recruitment process itself and getting the right mix in 
terms of qualifications, experience and skills. 

5.1.1  Training and deployment

Tuition at Government run institutions for the health 
professions in africa had generally been provided free 
of charge to most of the people interviewed for this 
study. In the past, students might also have received 
accommodation, meals and even a stipend. In return the 
student was bonded to the government for a certain 
period after training and had to work where allocated 
usually in a remote or otherwise unattractive area where 
permanent staff could not be found easily. 

“Going upcountry is good for you, it builds confidence and 
you get wider experience.” Teacher at medical college, 
Liberia.

In some cases, only medical students were paid during 
post-qualification clinical period and other professions had 
to support themselves until they had served their bonding 
period (often calculated on the basis of one year per year 
of training) and were given their certificate. 

Financial pressures at Government institutions have 
resulted in declining quality of tuition as teachers leave, 
curriculum is not updated, facilities are not maintained 
etc. Benefits for students may have been withdrawn. 
In Liberia, when teachers were not  paid for extensive 
periods, students had to extend their study for extra 
years or contribute funds to the teachers to enable them 
to continue teaching. One respondent mentioned a more 
recent survival strategy by which lecturers work for INGOs 
during the week and reschedule their teaching duties to 
weekends.

“The Health Ministry should pay more attention to the 
medical training institutions – most of them are not really 
supported. TNIMa really needs help… equipment, library… 
to enable the Institute to offer Bachelor degree courses.” 
RN studying for BSc degree in Nursing at a private 
institution Liberia.

Private institutions have flourished although the fees 
are expensive. Graduates of these institutions have no 
obligation to work for the government system. at the 
same time, government bonding arrangements have 
tended to fall into disuse. all this has reduced the flow of 
recently qualified professionals to remote areas. although 
hardship allowances are paid to staff in these areas, these 
are generally insufficient to prevent them leaving.

In Kenya, a recruitment freeze was imposed at certain 
periods. This forced new graduates to look outside the 
government sector entirely and some interviewees 
reported going to work for the private sector, e.g. 
pharmaceutical companies, instead. 

There are new and significant funding streams for hiring 
and deploying staff in the government sector, often 
related to targeted funding for specific diseases or in 
pursuit of MDGs. Examples are the Clinton Foundation, 
PEPFaR and USaID. These staff are deployed in MoH 
premises on time limited contracts at the end of which 
they can apply to go onto the Government payroll and 
have permanent and pensionable positions.

In both Kenya and Liberia, senior health managers in 
remote areas stressed the importance of recruiting local 
people, who they feel are much more likely to stay in 
the area. There is a nurse training institute in the remote 
Turkana province, sited adjacent to the District Hospital, 
but administered quite separately (from Nairobi). This 
means that co-location does not result in any recruitment 
advantage for the hospital, which finds it very difficult to 
attract and retain staff. In Zwedru in the remote South 
East of Liberia, a former training facility in the town has 
disappeared and if it cannot be revived, the county team 
would like to see some form of outreach to the area by the 
government training institutions.

5.1.2  The right mix I – professional training

Due to extensive staff shortages in Liberia, many wards 
and clinics have been supervised by a Nurse aide which 
is regarded as much too low a qualification for this 
responsibility. 

In Liberia there is no government training in Public 
Health which was seen as an important gap by some 
respondents in Merlin and MoH. Training of Radiologists, 
Lab Technicians and anaesthetists has been lost from the 
Government Training Institution due to lack of teachers. 
The shortage in these professions is being felt around 
the country. a private institution will soon have its first 
Bachelor graduates in Public Health but there is no MPH 
course.
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The Government Institute is struggling to maintain its 
remaining courses – EN, RN, Environmental Health and 
Physician assistant (a 3 year course for paramedics 
who can work independently designed to address the 
shortage of doctors by releasing them to deal with more 
difficult cases). It cannot support a Bachelor’s degree in 
Nursing which means that qualified nurses turn to private 
institutions for further training. as the teaching hospital 
has not returned to full working since the war, students 
are sent to other hospitals and clinics to gain practical 
experience. The Institute sends student nurses to hospitals 
supported by Merlin with transport and allowances from 
the INGO.

“I was in a group of 10 newly trained nurses who agreed 
to go to Harper (a remote town in the south-east of 
Liberia). Friends told me that the work was challenging, 
only one doctor, many cases…we would be called from 
home to treat people when the doctor was not available. 
But we were well supported by Merlin with relocation fees, 
transport, accommodation and everything we needed 
in the house, we had electricity 21 hours a day. The 
experience was more than positive for me.” 
(Nurse with one year experience, now studying for a 
Bachelor’s degree.)

Potential collaboration between Merlin and the Institute 
to build its capacity has not materialised due to a shift in 
donor plans. The Institute is doing what it can to prepare 
for a record intake of freshmen in april 2007 and a total 
student body of over 500 but they are clearly looking very 
anxiously for external support to keep going. 

The College of Medicine and Pharmacy is also struggling 
with insufficient accommodation and teaching space for 
its student body. They are getting some outside help 
with information resources and their library, but almost 
everything else is inadequate, particularly laboratory 
facilities (they are using the teaching hospital facilities 
which are also inadequate). They lack expertise in 
anatomy, pharmacology, paediatrics and a host of other 
specialties and this restricts the training they can give. 
Their current medical student body is 83 strong of whom 
nearly 40% are female.

a number of other interviewees e.g Country Health 
Officer, newly qualified RN, etc mentioned that they 
were concerned about the state of the government 
training institutions in Liberia and their needs. USaID have 
commissioned an assessment of teaching institutions 
in Liberia. There is also an EU consultant doing an HR 
assessment. The latter is likely to focus mainly on the 
targets in the National Health Plan i.e. skilling up sufficient 
health workers to deliver the BPHS to 70% of clinics by 
the end of 2008. It should also indicate what is needed to 
motivate staff to ensure their availability.

There was no opportunity to visit training institutions in 
Kenya but it was apparent that the infrastructure is more 
extensive than in Liberia, for obvious reasons. 

Overall the interviews in both countries and the 
documentation studied, indicated imbalances in the 
staffing with a tendency to have too many staff at too 
low a level (e.g. Nurse aide) in hospitals and a shortage of 
more qualified nursing, medical and paramedical staff in 
hospitals and clinics, and especially in primary health care 
services outside centres of population.

an assessment of HRH carried out by the Ministry 
of Health in Southern Sudan reached the very similar 
conclusion in that context that “there is enormous 
potential for improvement in service output and quality 
with better management of existing HR.” 

The assessment concluded that “the desired staff 
establishment that is required for the existing health 
facilities can be projected to be between 5,500 to 6,000 
health personnel. Current ..staffing levels are double 
the staff requirement. The existing PHC units have 
approximately half the number they require while the 
PHC centres have approximately double. The existing 
country hospitals and training institutions are estimated 
to have three times the number of staff they should have. 
It can therefore be concluded that there is a profound 
hospital bias in staffing of health facilities in the country. 
It should be noted that the available data on the number 
of staff is unreliable since they are based on incomplete 
and unverified data and has been widely miscategorised 
according to the existing job classifications.”

The scope for doing better with existing levels of 
resources was also demonstrated by the Mapping and 
Verification study of human resources in Kenya which 
noted similar imbalances in the workforce and also 
revealed that annual overpayments (of allowances not due 
or payments to people no longer working in the health 
service) were equivalent to the salaries of 750 – 1000 
nurses.

5.2 Workforce

5.2.1  Supervision

There is a lack of proper management or supervision in 
government facilities – respondents emphasised routine, 
bureaucracy and lack of motivation, staff absent without 
reason, lack of reporting on patients. 

Many respondents characterised government health 
workers as being too focussed on what they could get 
for themselves. a variety of respondents expressed the 
opinion that senior staff tended to be more motivated 
by self-interest than junior cadres. However the 
same interviewees also mentioned that they had also 
encountered individual senior managers in the government 
system who were motivated and committed to improving 
health services. Such managers were however regarded as 
exceptional.
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5.2.2  Compensation

Basic pay is perceived as very poor across all professions 
and at all levels. Provision of accommodation and other 
extras, which used to be available to help retain workers, 
have often disappeared as a result of financial pressures on 
the system. Even the very low official salary may not turn 
up on time either because of system failure or corruption. 
The payroll function tends to be poorly managed, 
susceptible to corruption and is likely to be processing 
payments to a significant number of ghost or absentee 
workers.

Survival strategies include combining government 
health jobs with others in private clinics or other outside 
business, taking payments for drugs or services, looking 
for offsite training opportunities which attract per diems 
/ allowances. a number of respondents pointed out that 
it was much easier to find 2nd or 3rd jobs in the cities and 
that these common survival strategies were not available 
in remote areas.

“(Main problem is) low salaries for health professionals – 
unless you get that right, nothing else can be corrected… 
There is nothing to attract people into the profession right 
now, even medical staff are looking for other work.” Office 
in Charge (receiving Merlin incentive), Primary Health Care 
Clinic, Liberia.

5.2.3  Support to do the job

“a big disadvantage of working for government is the 
shortage of work items even gloves, simple drugs 
like Panadols, disinfectant, overcrowding, patient 
load (a 30 bed ward might have 120 patients, there 
would be bed sharing even for incontinent patients…
you feel discouraged, you are unhappy and don’t get 
job satisfaction.” Senior Nurse from East africa, Merlin 
international staff, Liberia.

5.2.4  Lifelong learning

Medical staff from african countries tend to compare 
development opportunities in INGOs unfavourably with 
opportunities for study leave and scholarships within their 
own state systems - one doctor may get several such 
opportunities, up to the level of Doctoral research. Going 
outside the system, even temporarily, may impact on their 
chances to access these. One respondent explained that 
he chose to work in a remote district as his first posting 
because he knew that this would make it easier to get a 
government scholarship. 

“Every few months, the government does something, 
they sponsor trips to other countries…INGOs are not the 
place to stay. I try to keep up to date, read, subscribe to 
magazines but you need to interact with your peers, to 
learn new things.”
Doctor from Kenya, working for Merlin in West africa.

It does not appear that everyone in the government 
sector has access to similar benefits. One interviewee 
talked of working for 5 years without a single day’s 
training. another mentioned staff going for 14 years 
without refresher training. Other (mainly national) 
respondents felt that they had more training with Merlin 
than they would have done with the government.

5.3  Exit

It is clear that government health workers stuck in poorly 
paid jobs and difficult working conditions will be focussed 
on opportunities outside, however strong their vocation.

“Data from international migration-tracking organizations 
show that health professionals from poor countries 
worldwide are increasingly abandoning their homes and 
their professions to take menial jobs in wealthy countries. 
Morale is low all over the developing world, where doctors 
and nurses have the knowledge to save lives but lack the 
tools.” Laurie Garrett, article “The Challenge of Global 
Health” published in Foreign Affairs, January / February 
2007.

Qualified and experienced health workers have many 
opportunities outside the system if they are prepared to 
relocate.

The loss of doctors from Ethiopia is a graphic example of 
what this can mean in reality: -

“Most of my fellow students at college have ended up 
abroad because of low payment, the political situation, but 
mainly the issue of payment. Formerly US and UK were 
popular (destinations) but now Southern africa (Botswana 
and Lesotho) and arab countries such as Qatar which has 
taken 40 doctors from Ethiopia in 2006. The three major 
medical schools usually produce about 150 graduates 
a year. New medical schools have opened but are not 
producing graduates yet.” Surgeon, working for Merlin in 
Liberia.

“I graduated as a doctor in 94… about 50% of my class 
are overseas, the majority in US. The fees, opportunities, 
career prospects are all good, they are not coming back. 
I started a professional association and tried to bring this 
agenda to a public forum. Now Government are doing the 
wrong thing. They are refusing people their licences so 
that they can’t leave. But no-one will decide other people’s 
destiny. The Ethiopian Government has been talking to 
the US Government and the US agreed to refuse visas to 
Ethiopian doctors. But doctors found a way round through 
Southern africa. They are going to other places – 14 
doctors have recently gone to Bahrein.” Ethiopian doctor, 
working for Merlin in West africa.

“(apart from better pay) incentives to return to the 
Ethiopian system could be to allow you to import a car free 
of tax, or to give you a piece of land to build a house, or 
give you priority for rented accommodation.” as above.
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5.4  Conclusions

The interviewees painted a grim picture of underpaid 
health workers forced into illicit or at best unofficial 
manoeuvres in order to support their families. all of these 
coping strategies have the potential to impact negatively 
on performance. Looking at the different dimensions of 
performance identified by the WHO – 

availability – staff going off to work in private clinics or 
other employment to top-up their income; staff attending 
too many workshops or training sessions in order to 
receive per diems; are not available to their patients.
Responsiveness – staff charging fees to patients for drugs, 
tests and treatments and keeping some of the proceeds, 
are denying access to patients unable or unwilling to pay.
Competence – staff who are holding down 2 or 3 jobs 
have little time to give to upgrading their skills or using 
new knowledge, techniques.
Productivity – staff engaged in all these survival strategies 
will be less productive as a result. 
Similar conclusions can be drawn in relation to non-front 
line workers.

I conclude that improving the salary situation is a pre-
requisite for any improvement in performance. However, 
it should be accompanied by measures to restructure the 
workforce to better meet the needs, improve working 
conditions, establish performance management systems 
and promotion based on merit; and provide wider 
opportunities for professional development. Changes in 
work culture and behaviours are likely to take some time.

‘Sticks’ to force health workers to stay in the system 
(for example by withholding certificates) are unlikely to 
work – there are too many other opportunities for them 
outside the state system or in other countries. Improving 
remuneration, other incentives and better working 
conditions might have a more positive outcome. 

If it is difficult for INGOs to staff projects in remote or 
hardship areas, it is even more difficult for state health 
systems to do so. Everyone who mentioned this problem 
saw more local recruitment and training as the best 
solution in the long term. Health planners need to consider 
how best to make this happen. Clearly basic education in 
such areas is part of the solution. and incentives for non-
local staff to spend at least one tour of duty in hardship 
areas will help, for example, doctors who agree to work 
in remote districts having preferential access to training 
opportunities.
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6.  Government Health 
Workers Supported By 
INGOs
This chapter examines opportunity costs and benefits 
for staff in facilities supported by Merlin programmes. It 
aims to give an insight into the benefits/challenges for 
health sector staff supported by an INGO in country and 
how this affects their motivation and decision to remain 
in the health sector and in the country. The impact of 
capacity building activities for health staff supported by 
Merlin is also examined in terms of skills development and 
motivation

I also consider what happens to Merlin supported 
health staff once they leave Merlin programmes (or 
those programmes end) and whether working with 
Merlin influences where they go/ their future working 
opportunities

Merlin uses different approaches to packaging support 
and incentives to groups of government health workers 
/ volunteers with other support to health facilities / 
services. Some variants are :-

Staff receive financial incentives (which can be much 
greater than their official salary - in Liberia official salaries 
range from 15 – 50 $US per month, Merlin incentives are 
typically in the range of 90 - 200 $US). However, Merlin 
estimate that the level of incentives is typically only a 
quarter of what an INGO or private employer would pay 
and approximately a third of the government pre-war 
salary for a similar position (see Merlin Situation analysis, 
annex E). These incentives are delivered alongside on and 
off the job training opportunities (with travel and other 
allowances where applicable), and support to the service 
they are providing e.g. equipment, furniture, drugs and 
supplies, power and water, transport and logistics etc.

Staff receive training (including travel / per diems) and 
support to the service as above, but no regular financial 
incentives.

Staff benefit indirectly by being in a facility supported 
by Merlin – access to tools to do the job (diagnostic 
equipment, drugs etc), reliable infrastructure (generator, 
water etc), safer working environment (e.g. access to 
gloves), logistics etc, but they are not part of the group 
targeted for incentives or training.

Staff who have occasional opportunities to be seconded to 
Merlin e.g. in Turkana, Merlin had borrowed or exchanged 
nursing staff with the District Hospital in order to cover 
gaps / meet urgent needs.

another difference in approach is that Merlin may support 
the majority of staff and services / departments within 

a facility (as is usually the case in Liberia) or may only 
support certain staff or services or departments in a 
facility which is otherwise left to the government to run 
(as is the case with the District Hospital in Lodwar, Kenya, 
where Merlin supports the Stabilisation Centre for children 
suffering from malnutrition and EPI outreach). 

6.1  Planning for partnership and support

Merlin’s emphasis on Memoranda of Understanding 
with the local MoH was perceived to be helpful by both 
sides, because the terms on which support is given 
and incentives are paid is transparent and the planning, 
accountability and reporting are all clearly set out. 
Examples of MOUs are listed in annex E.

“The level of collaboration with Merlin cannot be over-
emphasised. Since 2003, it has been very smooth. Merlin 
is not only here to provide drugs, supplies and incentives 
but also build the capacity of staff. The CHO and CHa 
training at national level was very useful, helping us to 
know responsibilities of our roles, reporting on funds, 
managing the system.” County Health Team member, 
South East Liberia.

“When I got here it was very hard. Most of the staff had 
no qualifications, had been trained as emergency nurse 
aides. There was no system, 116 staff would go and work 
anywhere they liked (in the hospital). Nobody was exactly 
responsible for that dept or that patient. I observed for 
one week, then called a CHT meeting and explained the 
organogram which is standard across all african countries. 
They agreed with the gaps I identified. They were not 
pushed to do what I suggested… I said Merlin is here to 
support you, we are here to help each other.” Senior nurse 
from Ethiopia, working in Liberia for Merlin.

6.2  Financial incentives

“If a hospital worker will not do his work, even after you 
have given him soap and a mosquito net, what if he still 
wants money to do the job he is supposed to do anyway?” 
Merlin national staff member, N Kenya

Financial incentives are the engine which powers the 
capacity building and support to health services provided 
by Merlin in each country. Without them, staff would not 
be at their posts, whether in the hospital or clinic, and 
treatment would not be free of charge. 

“MoH&SW staff members receiving the temporary 
incentives should be chosen by the CHT, and approved by 
Merlin. These incentive payments are discretionary and are 
intended to temporarily supplement the workers’ normal 
salary from the MoH&SW. These incentive payments are 
not to be considered a replacement for the health workers’ 
MoH&SW salary.” (Merlin MOU with MoH Grand Bassa 
County, Liberia)
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“Staffing is good because we provide incentives…if Merlin 
stopped the incentives now, everything would come to a 
dead stop.” Nurse from East africa, working for Merlin in 
Liberia.

There is almost unanimous agreement amongst those 
interviewed for this report, that salaries in the government 
system are grossly inadequate and that workers are simply 
adopting various strategies to secure their survival and 
support their families. These strategies include combining 
government posts with work at private clinics and work 
outside the health sector. Staff also seek out every 
opportunity to get extra allowances e.g. per diems to 
attend workshops or training. Staff with access to drugs 
or equipment may resort to other ways of using their 
position to boost their income.

 Some MoH senior managers suggested that it would be 
more cost effective to reduce Merlin staffing levels and 
simply pay supplements even more widely to MoH staff. 
There is no doubt that incentives if managed properly with 
reporting and accountability, can have a major effect on 
the quality and accessibility of health services. However in 
the absence of a process and means to replace incentives 
by significant increases in government salaries, there is no 
way of exiting from incentive schemes without causing 
staff to leave, services to drop in quality and charging for 
services and drugs to re-emerge. 

Several respondents recounted the experience of 
reductions in scope or levels in incentives (for example 
reducing payments for extra effort, reducing the number 
of unqualified nurses receiving incentive, reducing the 
levels across the board in one county where Merlin 
took over from another INGO) as having caused major 
disruption in the facilities involved. This gives an indication 
of the difficulties faced in making gradual changes.

“(another INGO) was paying more incentive for staff. 
Merlin incentive is decided in Monrovia as agreed with 
other NGOs but this one was paying more. When Merlin 
took over, most of the qualified staff left, including the 
nursing director. Some of them took jobs with other 
INGOs. It was a big challenge to motivate the remaining 
ones. We provided tea on night duty for example.” Senior 
nurse, international staff, Merlin, Liberia.

The Situation analysis on Incentives in Liberia (see annex 
E) also describes the effect of withdrawal based on Merlin 
experience.

Exiting from incentives and from wider INGO support to 
hospitals and PHC clinics is a major cause of concern in 
Liberia where INGOs using donor and voluntary funds are 
currently providing 80% of all health services in Liberia 
(Health Minister’s address to NGOs, 23 November 2006). 
However, some of these INGOs are due to withdraw 
shortly and the Ministry has prepared a table to enable 
them to track what is happening and to encourage donors 
and INGOs to fill the gaps (see reference in annex E). The 
Minister of Health took the unusual step in November 

2006 of writing to all INGOs currently supporting the 
health system to ask them to do all they could to continue 
their support to hospitals and clinics: -

“The combined efforts of the Health NGOs in Liberia are 
providing essential and high quality health care services to 
many of the citizens of Liberia and need to be continued 
at least until 31 December 2008…your positive response 
will help Liberia avert a serious health care delivery crisis. I 
pledge to you that I will direct the Ministry to use all of its 
resources and efforts to restore and reform our National 
health system during this time.” Health Minister, Liberia.

“ I estimate that Merlin is supporting about 80% of 
the activities of the whole hospital…Merlin keeps the 
generator running, provides food for inpatients, provides 
drugs, equipment, cleaning supplies, support for record 
keeping. Only 20 staff out of 161 are not receiving Merlin 
incentive.” Hospital administrator, Liberia

In N Kenya, the latest MOU with the Turkana District 
states that 
“Merlin believes that it is now time to shift from the 
previous emergency approach to a more sustainable 
collaboration, which will enable the MoH to take over after 
Merlin phases out from the District. “ 
This process should be monitored and documented so that 
the experience can inform exit strategies elsewhere in 
Kenya, Liberia and more widely.

6.3  Capacity building

Off site training events are generally easy to run and staff 
participation is ensured by the per diem and or other 
allowances they receive. In fact staff may be invited to 
multiple events run by different agencies and this can 
mean that they are not available to see patients. It is hard 
to know how far their avowed enthusiasm for training is 
related to the allowances they get for attending. However 
the perception among staff and patients interviewed is 
that Merlin’s training is resulting in better outcomes for 
patients. 

“We used to pay for medicines and service, when Merlin 
came it stopped. The people at the clinic are better now – 
they know their job.”
a lot of people from my area come to the clinic, they say 
they get correct treatment here.”
Patients, PHC Clinic, Liberia

“Without the support of Merlin, we would not be busy…
when people come here they do get well.” Officer in 
Charge, Clinic, Liberia 

On the job training depends on the availability of staff – if 
they receive incentives they and their colleagues will be 
on duty and trainees will be available and able to respond. 
If not, it can be difficult to do on the job training either 
because the trainees are not regularly present, or because 
their colleagues are missing and they are not able to give 
attention to the trainers because they are under pressure.
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Merlin has developed some interesting techniques 
and approaches for on the job training in difficult 
circumstances. For example: -

“We have guidelines for managing and treating diseases 
but they were bulky and difficult to use. So we separated 
the protocols for the 5 commonest causes of morbidity. 
Each week, at supervision we would discuss management 
of one of these 5 important diseases. We can see the 
quality of care is increasing.” Doctor, Merlin international 
staff, South East Liberia.

To measure impact of the protocols, assessment 
tools were also designed (one for the Top 5 causes of 
morbidity and another for the management of common 
emergencies). These tools are concise (4-5 pages) 
and designed to be convenient to use. See annex E for 
documentation.

Training successes are not limited to front line workers. 
County Health Team (CHT) members (senior operational 
managers) in Liberia, spoke highly of Merlin’s nationwide 
PHC management training course for all 15 CHTs and the 
toolkit / manual which was issued alongside.

However there are difficulties e.g. staff turnover, 
particularly in remote areas
“High turnover of health workers in the district has posed 
a great challenge in sustaining training efforts employed by 
Merlin/MoH thus creating the need for continued training 
and supervision.” DFID proposal for emergency response, 
Northern Kenya, 2006-7.

Exit strategy is also an issue. “Capacity building can be 
overused. Merlin is careful to base it on needs. There 
should be structured steps for follow up and supervision 
and a proper exit on terms commonly agreed at the start.” 
Nurse, international staff, Merlin, Kenya.

6.4  Why are logistics so important?

The issue of logistics (transport, vehicles, communications 
etc) came up very frequently in interviews with staff at 
all levels. Travel, transport and communications are key 
to patient referral, supervision of primary health care, 
outreach to communities, timely response to disease 
outbreaks and effective prevention campaigns, support to 
cold chain for immunization, delivering essential supplies 
to clinics and bringing people together to exchange 
experience and develop their skills.

The parlous state of logistics in the government health 
sectors in both countries is a serious handicap to many 
health services and compromises professionals who simply 
cannot do the job they have been trained to do.

“The overriding weakness of all (government health 
sector) transport systems is the absence of a realistic 
maintenance plan and the recurrent funds required to 
keep the transport fleet operational. This weakness has 

serious impact on the implementation of a variety of 
existing programmes, like KEPI, outreach activities or the 
RH and TB programmes. If not properly addressed under 
the (current Strategic Plan), it might also seriously affect 
the implementation of the (Essential Package for Health), 
in particular where initiatives …are foreseen in bringing 
Community Based Health Care (CBHC) to the villages. “ 
(National Health Sector Plan II for Kenya 2005-2010)

 “ Transport is a major problem. I used to quarrel with 
my senior. I told him I could not stay in my office doing 
nothing, getting paid for nothing. I had to pester to get 
transport of any kind. Finally I managed to do about 3 
days a week of my job. It is impossible to work in the 
community without transport.” Former Health Education 
Officer, Kenya.
 
“When I can go with (NGO) partners, it is my only 
opportunity to get out and do some supervision.” District 
Nutritionist, Kenya

If you don’t feel fully logistically supported, you are not 
motivated” District Team member, Kenya

a number of respondents also mentioned the very poor 
roads in Liberia (and in parts of Kenya) and stressed that 
road improvements were a vital pre-requisite to improving 
the health status of communities outside the main centres 
of population.

6.5  National NGO experience?

I had only two opportunities to meet staff of national 
NGOs – one in each country – so conclusions are limited. 
One common factor was that in both countries, the 
organizations struggled to involve MoH in their activities 
because they could not afford to pay the per diems and 
allowances which international agencies and others were 
willing to pay participants for attending training courses 
and workshops. This limited their ability to build capacity 
of MoH or to build links between MoH and communities.

6.6 Exit strategies

The overwhelming issue relating to INGO support of 
government health workers is the problem of how to exit 
from the payment of financial incentives to individual 
workers. It was mentioned by every MoH employee 
interviewed in Liberia but no-one could offer any answers. 
I took it up with the EU Technical adviser to the Ministry 
of Health, the Chief Medical Officer and senior planners in 
the Ministry. They pointed to the strategy in the Plan with 
its 2-year transitional period where INGOs continue to 
support the bulk of services and the 5 year development 
period. 

The unknown factor at this stage is the extent to which 
rationalisation of the workforce to clear out ghost 
workers and to restructure to make better use of 
scarce resources (for example by replacing many of the 
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low qualified Nurse aides with fewer but more highly 
qualified staff) could support higher salaries, while still 
being affordable in national budget terms. The planners I 
spoke to tended to avoid the question of job losses and 
restructuring (I am sure it would be very unpopular and 
meet with fierce resistance) but it appears to offer the 
best hope for a more effective workforce in the future.

This was confirmed in a number of interviews with other 
respondents, for example

“We need to plan training and retention together…we 
need a proper plan, if we have that, then even if (human) 
resources are minimal, we can manage.” County Health 
Officer, Liberia 

More generally, a number of staff mentioned the need 
to plan the organisation’s exit at the time of programme 
design – and the strategy for this should be agreed with all 
partners.

6.7  Conclusions

all the interviews (whether with Merlin or MoH staff, 
volunteers or patients) indicated that the support Merlin 
is giving to government health workers is having a positive 
and substantial impact on quality and availability of health 
services.

Incentives are enabling people to go to clinics and hospitals 
knowing that they will find staff on duty, that those staff 
will have the necessary supplies and equipment, and 
that they will respond to their needs without asking for 
payment.

Provision of infrastructure and supplies is also reducing 
illness and saving lives by enabling people to do their jobs. 
Serious cases can be referred to the hospital and carried 
using transport supported by Merlin. Urgent operations 
can take place because water, power and equipment are 
available on site. When diseases strike, staff can diagnose 
and treat cases because they have the test kits and drugs. 
Staff can visit clinics and get out into the community using 
Merlin’s transport.

During the recent malaria epidemic following floods in N 
Kenya, Merlin provided test kits. “When I visited the clinic 
they were already using the paracheck and 6 people had 
already tested positive. Staff said to me ‘Look at what 
a good thing you are doing here.’ They really appreciate 
what Merlin is doing.” Supervisor of Nutrition programme 
(Merlin Employee), Kenya

“I could not have done what I have without Merlin. I am 
proud to mention Merlin when I attend meetings. at the 
last national Health Summit, this district was the best 
in the province and the second best overall in Kenya (on 
immunization coverage achieved). This is because we have 
adequate and correct information.” Data Officer, N Kenya 
(Government employee).

The above contrasts with Merlin’s own assessment earlier 
that year “Immunisation coverage is generally poor in both 
districts. This is largely due to a lack of sufficient District 
MoH resources to provide the transport, fuel and staff 
allowances necessary to support EPI activities.” Proposal 
to DFID for Northern / NE Kenya 2006-7

However there is a massive question mark over how to 
withdraw from incentives and other operational support 
without losing all the gains that have been made to the 
services. This is the challenge for Liberia, and to a lesser 
extent INGOs in Kenya who are supporting government 
health services, as Merlin is doing (on a more limited scale 
than in Liberia)
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7. Supporting 
Volunteers in the 
Community
Merlin aims to develop a close relationship with the 
communities where it works, even during emergency 
responses. Its programmes include support to active 
community members to mobilize in support of innovative 
service provision e.g. to identify at risk children and 
mothers and follow up cases seen at clinics. These 
approaches add health human resources to remote or 
underserved communities, as well as building solidarity 
and a feeling of connectedness and ownership of health 
services. There is scope to develop this further. as we 
noted earlier, Merlin attracts a lot of professionals who are 
committed to public health approaches and who recognize 
the potential for reducing pressure on hospital services by 
improving rural facilities and services.

7.1  Motivating and supporting volunteer 
health workers

Merlin supports two main categories of volunteers:

Volunteer workers based in PHC clinics who receive a 
regular and significant financial incentive from Merlin 
to ensure their attendance and performance and thus 
a service which is available and free of charge to the 
community . In Liberia only the OIC for each PHC clinic is 
on the government payroll, so Merlin provides incentives 
to a Nurse aide / Vaccinator, Dispenser and Registrar (or 
more people depending on the context).  Many of these 
posts were in fact on the government payroll before the 
war so they are not really ‘volunteer’ positions in the usual 
sense.

Volunteers such as TTMs and Community Health 
Committee chairs and members who do not receive 
an incentive but are supported by Merlin with training 
(which includes a per diem) and some basic tools to do 
their job e.g. delivery kits for midwives, T-shirts etc. Such 
volunteers also look to their community for other support 
in cash or in kind in acknowledgement of their services. 

Village Volunteers in the Community Therapeutic Care 
(CTC) programme tackling malnutrition in N Kenya pointed 
out that while they were glad to help, they were not 
receiving any payment and were themselves vulnerable. 
For example they themselves have no water or food 
when they move around e.g. casefinding for malnourished 
children. Time taken also interferes with their own family 
routines including carrying water and cooking food. 
Small incentives are appreciated but should be culturally 
appropriate e.g. a leso (traditional cloth) rather than a 
Merlin T-shirt.

Community Health Workers in western Kenya had more 
time and resources at their disposal and could form 
local groups. There had been successes in the area of 
convincing the community to take ownership of their local 
health facilities and to call for improvements to facilities 
and services. Income generating activities had been less 
successful due to lack of expertise and time to support 
this in Merlin. 

Within a project on TB/HIV combined care in Kisii, Gucha 
and Nyamira districts, Merlin supported 20 PLWHa 
volunteers to transport blood samples and results and to 
escort patients for referral. The PLWHa volunteers who 
were unpaid but received small compensation for travel 
or training, were also helped to develop advocacy skills. 
The final report of the project noted a number of benefits 
arising from the work of the volunteers:

The PLWHa volunteer role as patient referral escorts had 
helped to ensure that an effective referral system was 
established and as a result, referrals between HIV and 
TB increased, the referral completion rate increased and 
more people received TB/HIV integrated services. a total 
of nearly 4,000 patients were escorted by these PLWHa 
volunteers and only 31 cases refused to go to the other 
services. 

Having patient escorts in some facilities improved the 
working relationship between staff and the patients. 
Patients listened to the escorts more, since they share the 
same conditions and this eases communication. 

Finally the escorts themselves benefited from raised 
morale when they were involved in health care delivery. 

However now that the project funding has ended there are 
concerns about sustainability of this successful volunteer 
effort. For example, will escorts be able to accompany 
patients for referral if there is no financial support for 
transport etc? 

an informal meeting with a group of TTMs in Monrovia 
revealed that they were nearing the end of an extended 
training course which had involved them being away from 
home for several days a week over a number of weeks. 
although the women were volunteers and most of them 
had family responsibilities, they had enthusiastically 
supported the training and stressed that they would like 
more. The payment of per diems and other allowances for 
travel etc clearly played a part in enabling them to leave 
their families and attend the training. 

There are indications that different arrangements might 
emerge in the absence of incentives. For example, clinic 
staff in Liberia not on the government payroll but receiving 
Merlin incentives, pointed out that they were required to 
be on duty full time and this prevents them from working 
on their farms. The Officer in Charge of the clinic (who 
is on the government payroll) receives support from the 
community in kind e.g. they provide labour to brush (clear) 
his land before planting. 
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EQUIP, a national NGO in Liberia has had significant 
success in encouraging communities to nominate health 
promotion volunteers known as Community Health 
ambassadors, who receive two days training per month 
and supervisory visits. “We can’t pay them. The benefit 
they get is the training, the knowledge that helps them to 
look after the health of their own family, we provide meals 
during training, T-shirt, certificate, ID card, they have 
priority in distributions e.g. of mosquito nets, they may 
sometimes receive a payment for a specific initiative”.

Both national NGOs interviewed for this project had 
established close working contacts with communities. 
This is a resource which INGOs could benefit from, and 
INGO-NGO partnerships in health could offer a number 
of benefits to both sides (e.g. INGOs often enjoy better 
access to MoH).

7.2  Mobilising communities for health

Staff see a need to give voice to civil society in Kenya to 
demand services. 

“The press are free… corruption is talked about freely. We 
should work particularly with women with more focus on 
empowerment.” Voice to be added 

Rights based approaches might also improve the 
sustainability of volunteerism in communities which 
otherwise tends to drop away as soon as external training 
and support cease. “If you are not motivating a volunteer, 
she will leave. Lack of training will also drive them away” 
Village Volunteer, N Kenya.

Local knowledge is important so that existing power 
structures for example within nomadic communities, are 
not bypassed in the process of empowerment. 

District managers in Lodwar, northern Kenya, mentioned 
a pilot initiative 5 –6 years ago to recruit and train 
800 Community Owned Resource Persons (CORPS) 
but without resources for follow up it cannot be used. 
Logistical problems are key to community outreach but 
the District ( in January 2007) had no working vehicles, 
not even an ambulance, due to the heavy wear and tear in 
difficult terrain and an inadequate maintenance budget. 

The National Health Policy for Liberia emphasizes 
community empowerment as a vital component of primary 
health care.

7.3  For the future? Some conclusions

There appears to be fairly broad agreement among 
the Merlin staff interviewed for this study that there 
is scope for Merlin to do more in terms of community 
based programming in support of public health. as a first 
step experience so far and models developed could be 
documented and lessons shared.

For this to be successful, Merlin needs to build its capacity 
in the areas of development programming, community 
mobilization and multi-sectoral approaches. It may also be 
appropriate to seek partnerships with other agencies for 
this purpose. 

Several respondents referred to the benefits of rights 
based programming when working with communities, 
involving greater emphasis on empowerment and 
advocacy for better services, access and equity. 
Respondents also noted that Merlin was working in 
sensitive environments, so engagement with communities 
has to be done with care so that it does not provoke 
aggression in response.
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8.  Overall Conclusions
Merlin’s direct and extensive involvement in public health 
care systems, its commitment to close partnership working 
with the MoH and its reputation in the countries studied, 
gives it a uniquely well-informed but independent standpoint 
from which to identify and analyse issues and problems and 
to speak from direct experience about what the options 
are for future development of health care services in these 
countries. 

It is reasonable to conclude from the scale of Merlin’s 
operations and the large numbers of people being supported 
(2.5 million in 2005), that the organization is having a major 
impact on the availability and performance of health workers 
in the two countries visited. as well as the immediate 
impact in terms of tackling disease, reducing morbidity and 
mortality and ensuring primary and preventive care, Merlin is 
also building future capacity of the health systems through 
investment in the staff and in communities. Capacity building 
of paid staff and volunteers has involved a wide range of 
innovative interventions and successes both in terms of the 
most common causes of morbidity / mortality and also in 
other areas such as HIV/aIDS and gender-based violence. 

However, in terms of long term sustainability of Merlin’s 
investment, there are a number of major hurdles to be 
overcome. 

First of all, until there is reliable staff remuneration at 
adequate levels in the government health systems of the 
two countries studied, there can be no lasting improvement 
in availability, quality and access of health services. I 
recommend that Merlin identify strategies for 
communicating, advocating and (where it has direct 
leverage) for negotiating on this issue above all other 
factors identified in this report.

Second, and linked to the remuneration issue above, the 
current workforce in both countries is not structured to meet 
needs. Broadly speaking, primary and preventive activities 
and rural / remote areas are understaffed; hospitals and 
urban areas are overstaffed. There are too many un- or 
low-qualified nurses and not enough fully qualified nurses 
or doctors. Some specialized professions (e.g. anaesthetists, 
radiologists) are in critically short supply or even absent 
in more remote areas. In at least one case (Grand Gedeh 
County in Liberia) government health managers took matters 
into their own hands and laid off unqualified nurse aides to 
replace them with a smaller number of qualified nurses. In 
several interviews, managers indicated that if they had a free 
hand to spend the resources available for the workforce they 
could manage even with what little is currently available. 
Merlin should consider how it can contribute to the 
debate and to the reform process for the move to 
a streamlined workforce that is fit for purpose. In 
doing so, it is important to bear in mind that the laying off 
of potentially large numbers of unqualified staff will be 
unpopular and that it will be difficult, at least in the short 
term, to find or train sufficient numbers of skilled staff to fill 
the gap.
 

another major barrier to reform is the shortage of qualified 
medical nursing and allied professionals and the brain drain 
to the developed world. While Merlin and other INGOs 
are providing a career option for professionals from africa 
to remain within the continent, it appears that these 
professionals do not envisage a future within their own home 
public health systems. If they find international or business 
opportunities which enable them to remain in or near their 
home country, they will take these; if not they are likely to 
leave africa. Their counterparts who have not moved outside 
their home health systems have similar ambitions. Until the 
remuneration issue is resolved, it is highly unlikely that any 
other measures will have the desired effect of preventing 
emigration of african health professionals.
 
It is also clear that adequate remuneration while a necessary 
condition for retaining professionals, may not be sufficient. 
Modern performance management and promotion based 
on merit, an adequate working environment (water and 
electricity in health facilities, for example) opportunities for 
professional development, and the tools to do the job, are 
also essential to motivation and retention. In remote areas, 
hardship allowances, help with accommodation or support to 
maintain family contact will also be relevant. Merlin should 
speak out from its own experience of working closely 
with government health systems on the options for 
addressing the brain drain issue. 

Finally, stakeholders are doubtful that there will be sufficient 
resources available to health care in the two countries to 
enable even the basic health care packages to be delivered 
to the population. Lack of economic growth, dearth of 
natural resources, donor fatigue, conflict, natural or man-
made disaster may all prevent governments from delivering 
the necessary resources to the health service. Given the 
fragile situation of populations and health services in these 
two countries, Merlin should also consider from its 
experience so far, what alternative strategies might 
be pursued in order to help vulnerable communities 
to secure basic health care support, prepare for 
emergencies or crises and prevent unnecessary 
morbidity and mortality. This analysis could start from the 
experience of supporting community mobilization for health 
and the successful models which have been developed.

While all the above conclusions are drawn directly from the 
study of Merlin in Kenya and Liberia, interviews also drew on 
experience in a number of other countries in sub-Saharan 
africa and these indicate similar issues and problems in these 
countries. 

a number of Merlin staff expressed the view that the 
organization was not yet sufficiently skilled or experienced 
in advocacy and influencing work. The list of issues I have 
identified above indicates that there are critical issues 
and platforms on which Merlin can and should be heard. 
a policy team was established within Merlin last year, 
charged with developing an influencing strategy. This unit 
will consider how best Merlin can contribute to the debate 
about development of health care systems informed by the 
organisation’s hands-on experience of what works and of 
the day to day challenges faced in health care facilities by 
frontline staff.
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9. Recommendations
Merlin Head Office 

Policy

Support the organisational strategy for advocacy and 
influencing, including activities linked to human resources 
for health issues such as compensation, structure of the 
workforce and migration of key health workers.

Support ongoing documentation and analysis of 
organisational successes in the field of community 
mobilization for health and support dissemination of 
learning for impact.

Human Resources

Revisit three year plan and review Organisational 
Development section in the light of conclusions to 
section on Merlin staff in this report. The 3-year plan 
already envisages longer contracts, review of policy 
on dependants and payments to some staff between 
missions. These issues were also raised in a recent staff 
survey.

Consider how recruitment processes can be streamlined 
and how communications work to build profile of Merlin 
might also benefit recruitment of international staff. 
Consider how links with academic institutions can benefit 
recruitment.

Work to improve handovers between field staff

Operations

Develop positive initiatives to promote RH / MCH 
and other sectors recommended for growth in future 
programmes; consider supporting strategies such as M&E, 
project design, advocacy capacity etc

Develop institutional memory systems; support more 
documentation of experience and learning

Urgently investigate system for international orders, 
procurements and deliveries. Streamline and monitor.

Merlin Country Programme Teams / Ministries of 
Health

See annexes C and D 

INGOs, international agencies

More collaboration and less competition for staff and 
access to people for capacity building (i.e. work to 
end bidding up salaries / per diems to secure staff in 
employment or participants for training sessions.

Form a coalition to bring the need for a living wage for 
health workers to the fore of donors and politicians’ 
consciousness – form an international platform on this 
issue? Lobby donors for development funding to manage 
the transition to a living wage.

Donors

Encourage donors to link aid to the health sector with 
reliable payment of an appropriate salary to all essential 
health workers. Work with Health Ministries, INGOs and 
international agencies to develop ways of achieving more 
realistic remuneration for health workers in the public 
health system.
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annex a: List of Job 
Titles of Informants
Merlin staff – international Merlin staff – national

Regional Director MCH Supervisor

Regional Health Director Clinical Supervisor (PHC / 
hospital)

Country Director RH Manager

Emergency Programme 
Coordinator 

Clinical Officer

Organisational Development 
Coordinator 

HR Officer

Medical Coordinator Community Health 
Development Officer

Project Coordinator Logistics Officer

Field Medical Officer Community Mobilization 
Officer

Hospital Matron VCT Nurse Counsellor

PHC Supervisor Community Mobiliser

Project Health Coordinator Screener

Clinical Supervisor

CTC Supervisor

Logistician

MoH senior structure (Liberia only)
Chief Medical Officer
Deputy Minister – Primary Health Care
assistant to the Deputy Minister for Planning

District (Kenya) / County (Liberia) Health Teams
Medical Officer for Health / County Health Officer
Hospital administrator
Head of Nursing
PH Nurse Director
Environmental Health Officer
Data Officer
District Nutritionist

Government staff in hospitals / clinics
Registered Nurse
Certified Midwife
Officer in Charge 
‘Volunteer’ Nurse Aide / Vaccinator
‘Volunteer’ Clinic Registrar
‘Volunteer’ Clinic Dispenser

Government training institutions
Director of the College
Institute administrator
Director of Department

Community
Village Volunteer (CTC programme)
Trained Traditional Midwife
Member of Community Health Committee

National NGOs
Community Development Coordinators

annex B: Questions 
A: FOR MERLIN PROGRAMME MANAGERS 

Describe how the programme supports human resources 
for health in terms of:
• Recruiting (planning, education, selection, induction and 
initial training) 
• Enhancing (training and development) and 
• Maintaining (supervision, support, compensation and 
other retention factors) 

of personnel within the health system. 

Is this a difficult environment for human resources for 
health? Why?

What are the main barriers / issues in relation to working 
in the health sector?

What are the main factors affecting availability of human 
resources for health

Discussion topics

How does the programme:
• Support local and expatriate health staff in Merlin 
programmes
• Support health staff working outside Merlin

Do you think that the programme enhances the availability 
of trained health staff in the local area / in the country as a 
whole? What would make it more effective?

Do you think the programme enhances the performance 
of trained health staff in the local area / in the country as 
a whole? What would make it more effective? How can 
staffing become more competent, responsive to needs 
and productive?

Do you have information about the effectiveness 
of training / capacity building activities (participant 
evaluations of training courses, follow up evaluations etc?) 
What common themes emerge from these?

Do you think the programme will lead to more effective 
health service provision in the longer term? How? What 
would make the programme more effective?

Do you think that the experience of this programme has 
any lessons for other developing countries, including those 
in crisis or transitional contexts?

any questions or comments for me?
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B. MoH - Senior Managers / Policy Makers / Service 
Planners

Describe the strategy for human resources for health in 
terms of:
• Recruiting (planning, education, selection, induction and 
initial training) 
• Enhancing (training and development) and 
• Maintaining (supervision, support, compensation and 
other retention factors) personnel within the health 
system. (Numbers and factual details to be collected, 
qualitative assessments to be obtained from managers and 
individuals)

Is this a difficult environment for human resources for 
health? Why?

What are the main barriers / issues in relation to working 
in the health sector?

What are the main factors affecting availability of human 
resources for health

What impact do you think Merlin is having on this issue? 
How could its impact be increased?

What in your view is the most successful strategy adopted 
by Merlin to increase human resources for health in this 
country? How can its impact be sustained?

What issues have you encountered in working with Merlin 
on human resources for health? How were these resolved?

What can be done to enhance the availability of trained 
health staff in this area / in the country as a whole? 

What can be done to enhance the performance of trained 
health staff in this area / the country as a whole? How can 
staffing become more competent, responsive to needs 
and productive?

Do you have any lessons for other developing countries, 
including those in crisis or transitional contexts?

Do you have any questions or comments for me?

C. Health Workers Employed By Merlin

INTERNaTIONaL (from the region / from outside the 
region)

From within the region:
• Factors which influenced you to seek employment with 
an INGO
• What were you doing before? Where were you trained?
• What are the advantages / disadvantages of working for 
an INGO?
• What impact do you think your role in this programme is 
having on health service provision?
• What in your opinion should be done to improve the 
quantity and quality of staff in the health services in this 
country?

• How long have you been in your current job / with 
Merlin? How has your experience with Merlin helped you? 
Has it affected your future plans?
• What do you know about the employment market for 
your skills in your home country?
• What would influence you to work for the health sector 
in your home country?
• What in your opinion should be done to improve the 
quantity and quality of staff in the health services in your 
home country?
• Is there anything else you would like to say?
• Do you have any questions for me?

From outside the region:
• Factors which influenced you to seek employment with 
an INGO
• What were you doing before? Any previous NGO work? 
• Where were you trained?
• What are the advantages / disadvantages of working for 
an INGO?
• What impact do you think your role in this programme is 
having on health service provision?
• How long have you been in your current job / with 
Merlin? How has your experience with Merlin helped you? 
Has it affected your future plans?
• What in your opinion should be done to improve the 
quantity and quality of staff in the health services in this 
country?
• Is there anything else you would like to say?
• Do you have any questions for me?

D. Local Staff Employed By Merlin

• Factors which influenced you to seek employment with 
an INGO
• What were you doing before? (Any NGO work before?) 
• Where were you trained?
• What are the advantages / disadvantages of working for 
an international NGO?
• What impact do you think your role in this programme is 
having on health service provision?
• How long have you been in your current job / with 
Merlin? How has your experience with Merlin helped you? 
Has it affected your future plans?
• What are your plans in the longer term? Do you expect 
to continue to work in the health sector?
• What in your opinion should be done to improve the 
quantity and quality of staff in the health services in this 
country?
• Is there anything else you would like to say?
• Do you have any questions to ask me?

E. Merlin HR Manager In Country

• Can you outline your recruitment methods and process? 
What advantages do you have in recruiting health staff? 
What disadvantages?

• What is the situation of the employment market for 
people with health sector skills?
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• Where do the successful applicants typically come 
from (what jobs were they doing before?) Where do the 
unsuccessful applicants come from?

• What measures do you have in place for ongoing 
development and effective management of existing staff? 
Could these be improved?

• What information do you have about retention and 
motivation of staff – for example, are there any ongoing 
issues about Terms & Conditions? Which alternative 
employers are most often mentioned by staff?

• Do you hold exit interviews? What data can you share 
from these or other sources of information about why 
people leave / /what they feel about working for Merlin.

• Is there anything else you would like to say?

F. Health Workers Not Employed By Merlin But 
Supported By Merlin Initiatives

• Outline of your current job and summary of career so far 
(where trained, previous employment)

• What is your involvement with Merlin?

• What are the benefits you see in being involved with 
Merlin? 

• What are the costs / difficulties of being involved with 
Merlin?

• What impact is Merlin having on the health service 
you work for and in particular on quantity and quality of 
staffing? What would make that impact greater?

• What in your opinion should be done to improve the 
quantity and quality of staff in the health services?

• Do you expect to continue in your current employment 
or do you have other plans for the future?

• Is there anything else you would like to say?

• Do you have any questions to ask me?

G. Volunteer Health Workers Supported By Merlin 
(e.g. TBAs)

• How did you become involved with Merlin?

• What is your role as a volunteer?

• What are the benefits you see in being involved with 
Merlin? 

• What are the costs / difficulties of being involved with 
Merlin?

• What impact is Merlin having on health in your 
community? What would make that impact greater?

• What in your opinion should be done to improve the 
quantity and quality of health services?

• Is there anything else you would like to say?

H. Users Of Services Provided By Merlin Or 
Supported By Merlin

• Why are you here today? 

• How did you come to know about this service?

• Did you have any difficulties in accessing this service?

• Have you used this service before? What changes have 
you noticed?

• What happened before this service started?

• What is your opinion of this service? What would make it 
better for you?

• What impact has this service had on you, your family and 
friends and your community?

• Do you have any comments about the health workers 
providing this service?

• Do you have any comments about health services in 
general?

• Is there anything else you would like to say?

ADDITIONAL QUESTION (used with interviewees in all 
categories except senior planners)
If you could have 15 minutes with the Health Minister of 
this country, what would you advise her / him to focus on? 

Merlin international staff originating from elsewhere in 
Africa were also asked a similar question about the Health 
Minister in their home country.

JR / JaN 07
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annex C: Summary Of 
Conclusions Relating To 
Kenya
Key Findings
• Programme funding has been short term and this has 
absorbed a lot of time and effort of programme managers. 
• Securing development funding for longer periods would 
free up managers’ time for more strategic development of 
the programme.
• The programme has developed successful and innovative 
interventions for example in the field of primary health 
care and community mobilization. These can usefully be 
documented and shared more widely.
• The Government has plans in place for developing the 
health system but these are ambitious, particularly viewed 
from the standpoint of front line workers in more remote 
areas such as Turkana.
• The Kenyan public health system is facing very major 
challenges, for example, lack of transparency, loss of 
skilled staff to other countries, loss of confidence of 
the population it is supposed to serve. What strategic 
contribution can Merlin make to tackling these challenges?

Recommendations

MERLIN ENGaGEMENT WITH EXTERNaL ENVIRONMENT

Consider what if any role Merlin might play in redressing 
the imbalances in the resourcing of the Kenyan health 
system. Do you have a role to play in promoting 
community involvement and public health for example?

Consider whether Merlin can / should / will intervene in 
the quest for more transparency / accountability / better 
governance in the Kenyan health system. Is there a niche 
role for Merlin e.g. working with communities to improve 
local governance and accountability? Providing ethics 
training for health staff? Working with health service 
managers on transparency and systems for accountability?

Build explicit exit strategies into future proposals for 
operational support to health systems; agree these in 
advance with the relevant Ministry officials

MERLIN – INTERNaL

Consider whether emergency feeding programme 
in northwest Kenya could lead into development 
programming which might have more sustainable impact.

Document learning and experience from work at 
community level. Seek Head Office support for this if 
necessary.

Keep other INGO salaries for national staff under review to 
maintain competitiveness and staff retention. If bidding up 
is a problem, seek to coordinate with others.

Try to give longer contracts to all staff wherever possible, 
especially those deployed in field offices. Encourage and 
support staff to handover before they leave. Support 
systems for institutional memory

Work on communications with national staff about training 
opportunities and the procedure to be followed and on 
disseminating vacancies internally. Staff would like to be 
more informed in both areas.

annex D: Summary Of 
Conclusions Relating To 
Liberia
Key Findings
• The health system is recovering slowly from the 
period of conflict but building up the performance, 
responsiveness and capacity of the workforce will be a 
long-term process.
• Managing the transition from the current donor / 
INGO supported health care system will be a major 
preoccupation for the government in the coming years.
• Merlin will come under increasing pressure to support 
health facilities and staff as other INGOs withdraw. 
However Merlin may also benefit from focussing its 
activities on a narrower range geographically.
• If Merlin is withdrawing gradually from direct delivery 
to more of a support role, then it is timely to review its 
partnerships and networks, including links with NNGOs 
and training institutions.
• Maintaining a full workforce is a challenge for Merlin 
in Liberia and turnover of staff has been an issue of 
concern. It will always be difficult to staff programmes in 
challenging post-conflict environments and remote field 
locations in particular. 

Recommendations

MERLIN ENGaGEMENT WITH EXTERNaL ENVIRONMENT

Focus attention and effort on supporting MoH and 
technical advisers (EU and US) to manage the transition 
from INGO incentives to adequate state salaries. Lobby 
and advocate for gradual change and donor support. 

Link up with EU consultant advising MoH on HR issues, the 
WHO consultant on HR and the BaSIC consultants who are 
doing a survey of facilities where INGOs are withdrawing 
support.

Continue to look for opportunities to tap funding to 
work with and support government training institutions 
– College of Medicine, TNIMa etc. Contact the team 
undertaking the assessment of these institutions on behalf 
of USaID. 



34

Develop partnerships with NNGOs as an alternative 
strategy to direct handover to MoH.

Explore community mobilization as an alternative strategy 
to maintain sustainable services in rural areas.

Build explicit exit strategies into future proposals for 
operational support to health systems; agree these in 
advance with the relevant Ministry officials

INTERNaL – MERLIN

Keep other INGO salaries for national staff under review 
to maintain competitiveness and staff retention. If bidding 
up is a problem, seek to coordinate with others. Same with 
incentives paid to government staff.

Work on communications with national staff about training 
opportunities and the procedure to be followed and on 
disseminating vacancies internally. Staff would like to be 
more informed in both areas.

Try to give longer contracts to all staff wherever possible, 
especially those deployed in field offices. Encourage and 
support staff to handover before they leave. Support 
systems for institutional memory.

annex E: List Of 
Documents Consulted
all of these documents will be compiled in zip files and 
provided to Merlin contacts in London, Nairobi and Liberia. 

Merlin internal documentation

Global:
Three year Plan 2005-8

approach and Priorities for 2006-8

Kenya programme:
Country Strategy 2006-9

MOUs with the MoH in Turkana District and in Wajir 
District

Merlin Capability Statement ( East africa)

Final report of the project to develop a model for TB/
HIV combined care in Kisii, Nyamira and Gucha Districts 
2004-2006

Liberia programme:
Country Strategy 2006-8

Map of Merlin supported Clinics and hospitals

MOU with the County Health Team (CHT) of Grand Gedeh 
County, MoH&SW

MOU with the County Health Team of Grand Bassa 
County, MoH&SW

Situation analysis of Health Worker Support in Liberia - 
Implications and 
Recommendations for incentive payments, October 2006 

Monitoring Tool for management of Top 5 causes of 
morbidity and STI in OPD 

Monitoring tool for management of common emergencies 
in the OPD / ER and the wards

Government of Kenya publications

Draft Second National Health Sector Strategic Plan 
(NHSSPII) 2005-2010

Kenya National Health accounts 2001-2

Government of Liberia publications

Interim Poverty Reduction Strategy

National Health Policy, Draft dated December 12th 2006, 
MoH&SW

National Health and Social Welfare Plan, 2007-11, Draft 
dated Nov 19th 2006

Transition Gap for NGO Project assistance, MoH&SW
(file NGO Transition Plan Dec 22)

Rapid assessment of the Health Situation in Liberia, 
MoH&SW

WHO publications

Working Together for Health: World Health Report 2006

Other publications / sources

Technical Brief: HR Mapping of the health sector in Kenya: 
the foundation for effective health management, HLSP 
Institute, September 2006
www.hlspinstitute.org

Situation analysis and Recommendations on Human 
Resource assessment for health in Southern Sudan, 
Government of S. Sudan MoH

Corruption Perceptions Index 2006, Transparency 
International

‘The Challenge of Global Health’ article by Laurie Garrett in 
Foreign Affairs, January/February 2007

Final Report of the Interagency Health Evaluation Liberia, 
September 2005


