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Abstract

Background: Understanding factors affecting recruitment and retention of health

workers in rural and remote communities is necessary for proper policy development

and the equitable achievement of Universal Health Coverage.

Aim: Review and synthesize the literature on interventions used to retain health

workforce in rural and remote areas by low- and middle-income countries (LMICs) in

the Eastern Mediterranean Region (EMR).

Method: We carried out a narrative review of literature (peer-reviewed and gray) on

the distribution and retention of health workers in rural and remote areas in the LMICs

of the EMR. Out of the 130 retrieved articles, 21 met the inclusion criteria and were

studied using WHO's Global Recommendations For Increasing Access To Health

Workers In Remote And Rural Areas Through Improved Retention (education, regula-

tion, financial, and personal/professional) as the analytical framework for extractions.

Results: There is a dearth of literature on retention in rural areas in the EMR and a complete

absence of evaluation studies for implemented intervention. Various LMICs in the EMR have

implemented interventions across one or more of theWHO four categories, especially educa-

tional and regulatory interventions. Limitations in the number and quality of published studies,

fragmented data, over-representation of certain cadres in research and policies, and poor gov-

ernance were chief barriers to the design, implementation, and evaluation of health workforce

retention policies in rural and remote areas. The main challenges for EMR countries are in pol-

icy implementation and evaluation. Strengthening data governance and health information sys-

tems would improve evidence-based policies and enhance retention in rural and remote areas.

Conclusions: There is a need for a focused research agenda supported by regional

collaboration to guide policymakers on factors, challenges, and best practices that

need to be considered for improving the distribution and retention of the health

workforce by cadre, gender, and region.
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1 | BACKGROUND

Building resilient and people-centered health systems are founda-

tional to advancing Universal Health Coverage (UHC) and ensuring

that communities receive their right to health.1,2 However, it is impos-

sible to achieve health equity without adequate numbers of well-

trained and properly distributed health workers. The World Health

Organization (WHO) estimated that more than a quarter of the

world's countries do not have enough health workers, with a projec-

ted shortfall of 17 million by 2030.3 The shortage of health workers,

especially in rural and remote areas, remains a serious challenge to the

attainment of UHC and the delivery of equitable health to all.4 Such

shortages are compounded and exacerbated by the ongoing conflicts

that have pressured, weakened or degraded many health systems,

especially in the Eastern Mediterranean Region (EMR).1

This shortage in health workers in the EMR is caused by a variety

of factors, including: (a) A shortfall in the production and availability of

health workers. (b) Poor workforce planning, for example, gender

imbalances (limiting the provision of acceptable and accessible care in

a culturally conservative Region), disproportional production and dis-

tribution by cadre, over-reliance on expatriate health workers, and

inequitable geographic distribution.5,6 (c) Migration and/or displace-

ment in many countries in the EMR, especially as two thirds countries

are affected by emergencies and conflict precipitating safety, security,

and mobility concerns.1,7 Other barriers include: unregulated competi-

tion from the private sector, lack of reliable and updated regional

health workforce information, and poor workforce regulation and

management.5

Despite rapid urbanization, about half of the world's population

lives in rural areas, with Africa and Asia hosting nearly 90% of the

world's rural populations; statistics reveal rural-urban inequities with

the 10% urban populations are served by 75% of doctors and 62% of

nurses.8 This suggests the need to enhance the production, recruit-

ment, deployment, and retention of rural-practicing health workers of

all cadres.

Retention of health workers, especially in rural and remote areas,

is a challenge in all countries, from high-income Canada, Australia, and

Scotland to many low- and middle-income countries (LMICs) in Africa

and Asia, with fragile and understaffed health systems.4,9-11 While

strategies have been proposed and implemented in developed

countries, such as the United States, New Zealand, and Japan, under-

standing the push and pull factors that affect retention in resource-

constrained settings is critical to creating context-appropriate and

evidence-based policies and solutions.11 Major push factors cited

from the EMR, mirrored the global literature, particularly in LMICs,

including: poor remuneration, poor working conditions, outmoded

health facilities, shortages in equipment and supplies, limited career

development opportunities, poor management, undervaluing work

environment, professional isolation, limited career opportunities for

spouses, and poor educational opportunities for children, among

others.6,8,12-15 Most countries also reported corruption, lack of regula-

tion and poor management as leading factors affecting their job

satisfaction and motivation to deploy to or remain in rural and remote

areas. Better opportunities in Europe and North America and in the

Gulf Cooperative Council (GCC) countries, gender and cultural restric-

tions, and insecurity were highlighted push factors for health workers

in the EMR.16-18

1.1 | Health workforce maldistribution in the
EMR's rural and remote areas

Most LMICs in the EMR have at least half of their populations residing

in rural areas, and many of those countries have a critical shortage of

health workforce, with a density lower than 23 doctors, nurses and

midwives per 10 000 (Figure 1).5 In addition to low economic standing

and low densities of health workers, most of those countries are cur-

rently affected by crises (or are graded emergencies by the UN and

WHO). This influences how these countries manage their human

resources, especially as rural and remote areas tend be more vulnera-

ble to poverty, scarcity, insecurity, and violence.5

In addition to the critical shortage of health professionals facing a

third of the countries in the EMR (Figure 1), there are three major

trends observed regarding the geographic distribution of health

workers in the Region.19 Firstly, most health workers are concentrated

in more urban areas (working in many secondary and tertiary health

What is known about the topic?

• There is a global challenge in recruiting and retaining

health workers in rural and remote communities, which is

exacerbated in low- and middle-income countries of the

Eastern Mediterranean Region (EMR).

• Understanding the push and pull factors affecting reten-

tion in rural and remote communities is essential for guid-

ing the development of evidence-based policies and

interventions.

What this paper adds?

• Synthesis of regional literature on the recruitment and

retention policies and interventions of health workers in

rural areas in the EMR; available literature is poor in

terms of quantity and quality (no evaluation studies).

• Of WHO's 4 categories of interventions, educational and

regulatory interventions for the retention of health

workers in remote areas of the EMR were more common

than financial and professional interventions.

• Retention in rural areas of the EMR could be enhanced

by endorsing a focused research agenda, and scaling up

information systems, supported by regional collaboration.
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facilities). In Sudan, over 70% of skilled health professionals work in

Khartoum, the capital, serving approximately 30% of the country's

population.13 In Somalia, 85% of health workers serve 40% of the

population in the urban areas.20 In Afghanistan, urban areas (where

25% of the population lives) host more than double the number of

health workers residing in rural areas. Workforce densities indicate

36/10000 in urban compared to 16.7/10000 in rural areas.14 In Kurdi-

stan (Northern Iraq), 84% of doctors work in urban areas.15 In

Pakistan (64% rural), there are four times as many doctors in urban

areas; when disaggregating the average density of physicians (eight

physicians per 10 000)—in the urban areas, this ratio is 14.5/10000,

whereas it is 3.6/10000 in the rural areas.21 In Somalia (56% rural),

only 9% of physicians are employed in rural settings.20

Secondly, the overproduction of specialists across the entire

Region further exacerbates the shortage of health workers in rural

areas. In Lebanon and Iran, over 70% of physicians are specialized,

leaving a shortage of general practitioners (who are generally more

likely to reside in rural settings).16,22 Afghanistan (75% rural) and

Sudan (66%), the countries with the highest rural populations in the

EMR, have 89% and 65% of specialists working in their respective

capitals.13,14

Thirdly, there is an uneven distribution of health workers in

urban areas due to their preference for nonprimary (and often pri-

vate) health settings. In Kurdistan (Northern Iraq), 74% of doctors

work in hospitals and 23% work in primary healthcare centers

(PHCs).15 In Sudan, 67% of health workers are in secondary and ter-

tiary settings.13 These geographic maldistributions result in a con-

centration of physicians and specialists in urban areas further

affects the staffing of health facilities in rural areas, often leaving

nurses and nonphysicians acting as the primary-care-provider in

some rural PHCs.

Despite the centrality of rural retention in EMR countries, most

articles on the retention of health workers in rural and remote areas

stem from middle- or high-income countries, with limited examples

from the EMR.23 This article carries out a narrative review focused on

outlining the interventions and strategies utilized to enhance health

workforce retention in rural and remote areas in the LMICs of the

EMR. This review further outlines the major, EMR specific, factors

decreasing rural workforce retention in the EMR.

2 | METHODS

A review of published and gray literature using PUBMED and Google

Scholar, searching key terms and their variations related to: human

resources for health (HRH), health workforce, health manpower, attri-

tion, retention, incentives, recruitment, deployment, primary health,

rural, remote, low- and middle-income, Middle-East, North Africa, and

F IGURE 1 Rural population vs health workers density in EMR. EMR, Eastern Mediterranean Region
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LMICs in the EMR. The Gulf Cooperation Council (GCC) countries in

the EMR were not included in this review, as they either have almost

no rural populations (Kuwait, Bahrain, and Qatar) or have small

nomadic populations living in remote areas (Saudi Arabia, Oman, and

the United Arab Emirates).

The national health strategies for the EMR countries, as well as

the major WHO and World Bank publications on health workforce

(eg, the World Health Report 2006 and the Global Strategy for HRH:

Workforce 2030) were studied. A check of the reference list of all

identified manuscripts/documents was carried out to identify addi-

tional relevant references, in the global and regional literature.

Since there is no universal precise definition for “rural and remote

areas” as they depend on country-classification based on population den-

sity and distance from urban-centers, the definition used by WHO's

global recommendations was adopted. WHO places “rural and remote

areas” in the category of “underserved areas” which are “geographical

areas where populations have limited access to qualified healthcare ser-

vices and providers”; further, “rural” is defined as “an area that is not

urban in nature; urban usually incorporates the population in a city or

town, plus suburban areas outside or adjacent to city limits” while the

definition for “remote” is not detailed.11 Exclusion criteria included: urban

slums, conflict zones, and refugee camps, as per this WHO definition.

The inclusion criteria for this review were the following: (a) articles

published in English (Arabic and non-English publications are rare and gen-

erally of poor quality), (b) focusing on LMICs in the EMR, (c) published

after 2006 (to capture the most recent evidence), (d) focusing on health

workforce in rural and remote areas (most had a primary healthcare focus),

(e) manuscripts focusing on the retention of doctors, nurses, midwives

and/or community health workers (literature is quite rare on other types

of health workers), and (f) articles proposing actionable interventions for

the retention of HRH in rural and remote areas.

The final review included literature discussing health workforce

distribution, recruitment, retention, and HRH management, whether

in primary health centers, or more broadly in rural and remote areas,

in select LMICs in the EMR. Literature on dentists, pharmacists, and

allied health workers were removed from final review due to limited

information from the Region. To maintain the focus of this review,

articles proposing aspirational and noncontextual recommendations,

instead of specific actionable interventions to address rural retention,

were removed from the final review.

In hopes of addressing the maldistributions and challenges of

HRH recruitment and retention in rural and remote areas, WHO's

“Global Recommendations For Increasing Access To Health Workers In

Remote And Rural Areas Through Improved Retention” served as the

analytical framework informing this review.11 While there are vari-

ous methods of classifying and understanding factors and interven-

tions affecting rural retention, our findings are organized around the

themes of the WHO Global Recommendations. This framework was

chosen as due to its rigor as it is peer-reviewed and published as

recommendations by WHO but also for ease of knowledge-

translation as it provide a standardized approach to classify inter-

ventions given the diversity of health systems in the Region and

globally.

3 | RESULTS

The initial review yielded 130 articles related to health workforce reten-

tion issues in the LMICs in EMR. A title and abstract review screened

out 69 articles and a total of 61 articles went for the full review, of

which 40 were excluded as they did not provide evidence or accounts

of actional interventions used to address retention in rural and remote

areas. The final analysis included 21 articles meeting the inclusion

criteria. Interventions were extracted and categorized according to the

four types proposed in the WHO Global Recommendations (Figure 2).

In general, Educational and Regulatory interventions were referenced

most. In terms of the distribution of article by EMR countries, Afghani-

stan was most mentioned, followed Pakistan, Lebanon, Iran, and Sudan.

3.1 | Addressing geographic maldistribution
in EMR

According to the WHO Global Recommendations, the four main types

of strategies that influence health workforce recruitment and reten-

tion in rural and remote areas are: education, regulation, financial

incentives, and professional support. The findings of this study are

categorized by each of the four types of interventions and summa-

rized in Figure 2. A full summary of all the included articles in this

review is offered in Table 1.

3.1.1 | Interventions focused on education

Global literature revealed that targeted recruitment strategies from rural

areas were more effective in enhancing rural retention. This is because

rural trained medical and health students are more likely to remain prac-

ticing in their respective geographic contexts.9,23 Most LMICs in the EMR

have worked on increasing access to educational opportunities for rural

students through building educational institutions or establishing pre-

service training programs in rural and remote areas.12,17,26,34 On the other

hand, Lebanon is recruiting rural students through targeted scholarships.16

In Afghanistan, Pakistan, and Somalia, changes to the curricula have been

proposed to improve competence in rural health, whereas Jordan intro-

duced rotations and internships in rural settings to increase expo-

sure.14,18,21 Community-based trainings have also been shown to yield

higher retention, and have been implemented in Afghanistan, Sudan and

Somalia.14,20,32 Finally, with regards to in-service trainings, Iraq, Jordan,

and Somalia created bridging programs and online certifications to

enhance Continuous Professional Development for health workers in

rural areas.27,29

3.1.2 | Interventions focused on health workforce
regulation

The shortage of health workers in rural areas, especially in PHCs, have

supported the creation of competent rural-specific health workforce.
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Task-shifting, introducing new cadres, and expanding scopes of prac-

tice have been commonly implemented strategies in many resource-

constraint settings (especially in communities facing critical shortages

and maldistribution and in post-conflict settings).8-10,35 Iran's 91 000

Beharvz and Pakistan's 100 000 Lady Health Workers are the first

point of contact with their countries' respective rural primary health

system; those community health workers are recruited from and

deployed in rural areas, and are employed by MOH to provide basic

health services and public health education in remote areas.17,22,28

Afghanistan, Egypt, Jordan, Pakistan, Somalia, and Sudan have

focused specifically on upscaling female community health workers

(including community midwives) in hopes of addressing issues of

culture-competence, mobility, and accessibility of women in rural

and remote areas.14,20,28,32

Many countries in the EMR have introduced at least a 1-year

mandatory service in rural PHCs (eg, Iraq, Iran, Egypt, Sudan, and

Somalia), however, it is difficult to monitor the implementation of this

policy.12,28,31,32 Weak governance and poor regulation have resulted

in a lack of enforcement of these strategies in the Region. The lack of

experience of fresh graduates also exacerbates already low motivation

and attraction to work in rural PHCs and contributes to lowering

retention.8

Due to the conservative culture in the Region, especially in rural

areas, having an available, mobile, and accessible gender-balanced

workforce is essential to ensuring universal health coverage and equi-

table access to care. To address this, some EMR countries developed

focused efforts on increasing the number of female health workers in

rural areas, and further ensuring their safety and integration in remote

settings. Sudan and Somalia have created specific targets in their

national plans focusing on gender-policies to ensure female health

worker retention, whereas Afghanistan has used a family-based

approach, encouraging and assisting the relocation of family members

to these remote villages and health facilities.14,20,32

3.1.3 | Interventions focused on financial
incentives

Egypt, Lebanon, Pakistan, and Sudan have offered fringe benefits like

housing subsidies, health insurance, car ownership, or tuition reim-

bursements.21,25,30 In Iran, over 75% of physicians considered income

as a major motivating factor in rural retention, even physicians with

rural backgrounds were more likely to remain in urban areas due to

the significant income differences and opportunities in the urban and

F IGURE 2 Rural health workforce retention interventions in the LMIC of the EMR categorized by types of strategy. EMR, Eastern
Mediterranean Region; LMIC, low- and middle-income country
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private sectors.12,22 Loan repayment schemes, higher salaries and

rural hardship allowances have been implemented regionally as a

method to increase rural retention.8,10,23

3.1.4 | Interventions focused on personal and
professional factors

Some EMR countries have attempted to improve the standard of liv-

ing for health workers in rural and remote areas by upgrading the pri-

mary health centers' infrastructure, as seen in both Egypt and

Iraq.24,27 Lebanon, Afghanistan, and Pakistan have opted to contract-

out their PHCs in hopes of improving quality and efficiency, decreas-

ing rural health workers workload and increasing workforce reten-

tion.14,16 Creating professional networks specific to rural health

workers (as by the Order of Nurses in Lebanon) and integrating com-

munity health professionals into their respective networks (such as

the community midwives to the Afghan Midwifery Association), has

helped in reducing professional isolation. Outreach activities such as

telehealth and mobile clinics have been used to reduce professional

isolation and increase connection and access, as seen widely in Africa,

and regionally in Syria, Morocco, and Afghanistan.36

3.2 | Barriers to rural workforce retention in
the EMR

While our literature search reported a variety of interventions aiming

at enhancing the retention of health workers in rural and remote areas

in the EMR, we have also unearthed a number of factors opposing

these interventions and diluting their success. For example, the finan-

cial incentives for the rural retention of health workers are eclipsed by

the competition with private urban hospitals especially in high-income

countries (whether in the GCC and the West). One study conducted

with Lebanese nurses reported that 35% found that better job oppor-

tunities outside the country as a major reason to quit the job at rural

PHC, only preceded by poor salaries at 55%.17 Another study in Iraq

indicated that one fourth of doctors immigrated immediately to the

West following graduation, whereas physicians from Sudan and

Pakistan have been known to migrate in cohorts to the Gulf, further

exacerbating the shortage.31,33 Additionally, in many post-conflict

countries, rural and remote health facilities are managed and financed

by international donors and contracted NGOs resulting in

unstandardized salaries and unfair remuneration, which may reduce

motivation to stay in rural areas.

Furthermore, the lack of regulation, poor leadership and corrup-

tion remain top factors affecting job satisfaction and rural retention in

some EMR LMICs. In Morocco, Iraq, Iran, and Egypt, moonlighting

was reported as a top challenge related to health workforce manage-

ment, where many physicians working in public rural clinics also run

private clinics to make sufficient salaries.12,15,25,36 Corrupt managerial

practices in recruitment, transfers and promotions were listed as key

demotivators.26,29 In Egypt, over 70% of Egyptian physicians agree on

the presence of bias in health workforce recruitment at primary, sec-

ondary and private health facilities.26 Unfair treatment and lack of

support from supervisors were cited as the most significant de-

motivator in a study in Iran, followed by poor management and lack of

recognition.22 Lack of respect and recognition, feeling underutilized

and undervalued, were ubiquitously cited (especially for nurses) in the

available regional literature; include: Morocco, Jordan, Iraq, Iran, and

Lebanon.29,30,36

Finally, security and gender-related factors were two region-

specific demotivators for rural recruitment and retention that sur-

faced in the literature. Security of health workers is a major issue in

the EMR as 86% of health workers injured globally were reported

from the Region.1 In Syria, 70% of the workforce had fled the coun-

try due to violence, and in one area under-siege, up to 90% of the

medical staff relocated.7 In Afghanistan, Pakistan, and Somalia,

gender-related security issues deter many female health profes-

sionals from taking posts in insecure remote areas.20,31,34 In addition

to safety, regional literature indicated that it is more difficult for

female health workers to relocate from urban settings to rural posts

since the difficult commutes to remote locations may take away time

from parenting.24,31

4 | DISCUSSION

Many LMICs in the EMR have introduced interventions to address

health workforce shortages and geographic maldistribution and

improve retention in rural and remote areas (Figure 2 and Table 1).

While most EMR countries know the causes for poor retention in rural

areas, and many have policies in place to address them, the main chal-

lenge relates to the implementation and evaluation of such interven-

tions and policies.

4.1 | Implementation of interventions by types and
implications for policy

Of these four categories of interventions, educational and regulatory

interventions are available, accessible and acceptable options that

have been implemented in other resource-limited contexts, as they

offer some flexibility and short-term solutions.37 Financial incentives,

on the other hand, are difficult to implement in the EMR due to pov-

erty, competition from the private sector, and donor-dependency.4

These two types of interventions have been introduced to address

geographic maldistributions of health workers in other developing

countries in Asia including the Philippines, Thailand, Vietnam, and

China, and numerous countries in sub-Saharan Africa like Mozam-

bique and DR Congo; however, most of these countries continue to

face health and workforce disparities in underserved areas, indicating

further evaluations of these policies.9,11,19 While financial incentives

are considered one of the leading push factors in both international

and urban migration, it is contested that professional and social fac-

tors have a greater impact.2,9,12
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While most factors affecting health worker attraction and reten-

tion in rural areas are related to “professional and personal support,”

these types of strategies are the most difficult to control as they

relate to socio-economic and political forces. For example, changing

perspectives (of doctors and patients) to increase respect for other

cadres, combatting corruption, nepotism, and patriarchy, or increasing

gender-inclusivity require profound and slow cultural shifts which

often cannot be addressed solely through policies.16,24,36 Insecurity in

rural post-conflict areas, also must be addressed but are usually out-

side a policy-maker's control.

Our review revealed that various countries in the EMR region

have implemented initiatives, with varying degrees of success, across

one or more of the WHO framework four categories. Most countries

in the EMR prioritize one or two types of strategies with few coun-

tries that have a comprehensive approach that covers the four catego-

ries. Policy makers should consider bundling of the four categories of

interventions, in accordance with local context, in order improve

retention of health workers in rural areas.11

The global literature recommends the implementation of a bun-

dle of interventions to address critical shortage and rural retention,

reinforcing that a “one-size-fits-all” health workforce retention strat-

egy is unlikely to succeed.8 For example, the bundling of both finan-

cial and nonfinancial incentives has been effective among rural

Peruvian nurses and midwives where the most attractive package

included a 75% increase in salary plus scholarship for a specializa-

tion, which increased rural job acceptance from 36% to 60%.35

Another example from Afghanistan, showed that the introduction of

interventions across the four categories contributed to increasing

rural health workers density from 4.5 health workers per 10 000

(in 2009) to almost 17 health workers per 10 000 (in 2012).14 Inno-

vative solutions are required by the countries in the EMR as most

are facing critical shortage of health workers compounded by geo-

graphic maldistributions, poverty, and crisis. Strategies should be

made not only to address retention and maldistribution, but also to

create cadres that are fit-for-rural practice and complementary to

post-conflict settings, that are able to staff recovering health sys-

tems to delivery basic health services and UHC.

4.2 | Gaps and recommendations

This review is not without its limitations. This review relied on the

publicly available data in select LMICs (where adequate literature can

be obtained in English). The scope was limited to literature published

in English in a Region where Arabic and French are also used lan-

guages. Literature was also limited to specific cadres in rural PHC set-

tings. While this review categorizes rural health workforce retention

interventions, it could not offer a systematic assessment of listed

interventions due to the lack of evaluative studies.

Nonetheless, this review allows the sharing of experiences from

the region, offers insights to policy makers highlighting some

evidence-based recommendations for policy and practice, focused on

priority areas for research and collaboration.

4.2.1 | Limited literature and lack of evaluations
studies

Literature from the EMR is sparse, and many global systematic and lit-

erature reviews fail to reference the Region, likely due to the lack of

detailed examples and case studies. Moreover, the greatest focus in

the literature on voluntary migration, especially in LMICs, is on brain-

drain and international expatriation. Furthermore, there is a complete

lack of literature documenting effectiveness of interventions used to

address rural health workforce shortage.9,23 This is indeed the most

significant gap identified from our review of regional literature.

4.2.2 | Weak, fragmented, and outdated health
workforce databases

Outdated and fragmented data on the geographic distribution of health

workers (especially in EMR's middle-income countries) inhibit capturing

the full health workforce information picture. Creating and updating health

workforce information systems in the EMR is necessary. Countries should

regularly gather disaggregated data, by geographic distribution, gender,

cadre, and level of care, and update the information consistently. Indica-

tors measuring retention such as: turnover rates, vacancies, and absentee-

ism, should be collected and made available at national or regional levels.

This requires multistakeholder data collection and validation across minis-

tries of finance, health, interior, information/statistics, education and plan-

ning, and the involvement and collaboration of other institutions.

Improving health workforce information systems will not only allow

opportunities to create evidence-based policies and recommendations,

but will also provide platforms to confirm that policies are being

implemented, and will support the evaluation of their effectiveness.6,9,10,23

4.2.3 | Need for a focused research agenda
supported by regional collaboration

Further research needs to be produced on the distributions of health

workers and the factors affecting urban migration, by cadre, gender, and

geographic distribution. Literature related to retention factors for cadres

other than doctors and nurses is also needed. Many studies either group

together multiple cadres (such as primary-care physicians and nurses) or

focus only one cadre's experience (in most cases, the literature focuses

more heavily on physicians). Detailed analyses on the attitudes of different

health professionals toward rural deployment is necessary for pol-

icymaking and planning.38 Furthermore, while most regional literature on

retention provided recommendations and policies on addressing shortages

and geographic maldistributions, few countries have documented which

interventions have been implemented and for how long. Investment in

implementation and evaluation research in the Region is of utmost neces-

sity to evaluate the effectiveness of health workforce retention strategies.

Another recommendation is for high-income countries/ GCC to extend

research support to other countries in the Region, or lead joint/compara-

tive efforts to improve Regional evidence.2
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5 | CONCLUSION

The current snapshot on the retention of HRH in rural and remote

areas in the EMR identifies opportunities for innovative policies

and solutions that ensure health services are being provided to all

persons, leaving no-one behind, particularly those in rural areas.

More comprehensive regional evidence must be generated to

identify the most effective “bundle of interventions.” Strengthen-

ing all aspects of health systems, particularly governance, and

increasing political commitment to health workforce are neces-

sary not only to ensure adequate documentation, implementation,

and monitoring of policies, but also to improve rural retention,

health workforce shortages, and overall service delivery to

achieve UHC.
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