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Abstract
Background  The World Health Organisation (WHO) estimates a 10 million health worker shortage by 2030. Despite 
this shortage, some low-income African countries paradoxically struggle with health worker surpluses. Technically, 
these health workers are needed to meet the minimum health worker-population ratio, but insufficient job 
opportunities in the public and private sector leaves available health workers unemployed. This results in emigration 
and un- or underemployment, as few countries have policies or plans in place to absorb this excess capacity. Sierra 
Leone, Liberia and Guinea have taken a different approach; health authorities and/or public hospitals ‘recruit’ medical 
and nursing graduates on an unsalaried basis, promising eventual paid public employment. 50% Sierra Leone’s health 
workforce is currently unsalaried. This scoping review examines the existing evidence on Sierra Leone’s unsalaried 
health workers (UHWs) to establish what impact they have on the equitable delivery of care.

Methods  A scoping review was conducted using Joanna Briggs Institute guidance. Medline, PubMed, Scopus, Web 
of Science were searched to identify relevant literature. Grey literature (reports) and Ministry of Health and Sanitation 
policy documents were also included.

Results  36 texts, containing UHW related data, met the inclusion criteria. The findings divide into two categories and 
nine sub-categories: Charging for care and medicines that should be free; Trust and mistrust; Accountability; Informal 
provision of care, Private practice and lack of regulation. Over-production of health workers; UHW issues within policy 
and strategy; Lack of personnel data undermines MoHS planning; Health sector finance.

Conclusion  Sierra Leone’s example demonstrates that UHWs undermine equitable access to healthcare, if they resort 
to employing a range of coping strategies to survive financially, which some do. Their impact is wide ranging and will 
undermine Sierra Leone’s efforts to achieve Universal Health Coverage if unaddressed. These findings are relevant to 
other LICs with similar health worker surpluses.
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Introduction
The World Health Organisation (WHO) estimates a pro-
jected shortfall of 10  million health workers by 2030, 
mostly in low- and lower-middle income countries [1]. 
At a global level, the demand for health workers is a top 
agenda item as countries in the Global North are being 
criticized for recruiting personnel from Global South 
countries that face critical shortages [2] and as many 
struggle to attain their commitments to providing Uni-
versal Health Coverage (UHC) by 2030 [1, 3–5]. Beyond 
the headlines that focus on worldwide shortages of health 
workers overall, however, a paradoxical oversupply of 
health workers exists [6]. This ‘surplus’ of health work-
ers, as the WHO calls it, primarily exist in Low-Income 
Countries (LICs) where the number of medical and nurs-
ing graduates who seek employment (the ‘supply’ of the 
health workforce) exceeds these countries’ ‘demand’ (the 
total number of public or private sector jobs for health 
professionals) [7]. A number of African countries is thus 
faced with a ‘need’ for these health workers, based on 
the size of the population and WHO guidance on health 
worker density [8], but many of their trained and quali-
fied health workers are unable to find formal, paid, health 
sector employment. The health workforce discussed here 
does not include the many ‘lay, volunteer or community 
health worker’ cadres, whose efforts, rightly or wrongly, 
often goes unremunerated, or is compensated through 
the provision of a small stipend or benefits in kind [9].

The gap between the ‘need’ for health workers (usually 
calculated based on WHO guidance, and depending on 
the size of countries’ population), and the ‘demand’ (the 
actual jobs available) results in many African countries 
falling short of meeting the WHO recommended 44.5 
doctors, nurses and midwives per 10 000 inhabitants 
ratio, which could enable more countries meeting criti-
cal targets such UHC and the Sustainable Development 
Goals (SDGs) [10]. A shortage of funding for healthcare 
is often the main reason for countries not meeting mini-
mum health worker/population ratio. Only two countries 
in Sub-Saharan Africa (SSA) met the spending targets set 
in Abuja in 2015, allocating 15% of the government bud-
get to health in 2020 [11]. For many SSA countries, the 
amount of funding that is actually spent on healthcare 
is further undermined by weak budget execution (many 
LMICs only spend 85–90% of the funds they budget for 
health on the sector annually) [12, 13] and government 
spending on health being captured by a range of cor-
rupt practices [14, 15]. Poor human resources for health 
(HRH) management means that some countries may 
have significant numbers of so-called ghost workers on 
their payroll, who are real or fictitious persons who never 
carry out the job there are being paid for, but whose sal-
ary is collected by the individuals, a relative or the per-
son within the government system who created the ghost 

worker(s) [16, 17]. Ghost workers can drain a health sys-
tem’s payroll, while health facilities suffer health worker 
shortages and ministries of health have little opportunity 
to recruit new graduates.

The 2016 WHO ‘Health Workforce Strategy 2030’ esti-
mates that the ‘supply’ of qualified health workers will 
exceed demand in the WHO African Region by about 
approximately 0.7  million by 2030 [7, 18]. Few coun-
tries have developed policies or practices to harness the 
potential of unemployed health workers and as a result, 
many trained healthcare professionals either emigrate 
[19], find themselves unemployed [20] or eking out a liv-
ing as, for example, drug shop vendors [21, 22]. Several 
West African countries have adopted a strategy to retain 
health workers by employing them on an unsalaried 
basis, with a promise of paid employment further down 
the line [23, 24]. According to a World Bank report, in 
2015/16 the share of health workers who are ‘employed 
but not on the payroll’ amounted to 39% of the total pub-
lic sector health workers in Guinea, 44% in Liberia and 
48% in Sierra Leone [25]. In these countries, thousands 
of trained and qualified health workers, perhaps tens of 
thousands, are technically unemployed but work with 
little or no official remuneration [26–29]. These unremu-
nerated employees are thought to play a pivotal role in 
providing care in rural and underserved locations, yet lit-
tle is known about them. Despite that fact that unsalaried 
health workers (UHWs) make up a significant number of 
the total health workforce in each of these three coun-
tries, literature that focuses solely on UHWs is scarce. As 
a result, it is unknown what the impact of the use of such 
a large unsalaried cohort of workers is, within a public 
health service. This scoping review focuses on the impact 
of UHWs on Sierra Leone’s health system. Sierra Loene 
has officially acknowledged in government policy and 
strategy papers that since 2016, almost half of its health 
workforce consists of unsalaried workers [29].

Background to Sierra Leone
Sierra Leone is a small West African country with a 
population of approximately 8 million [30]. The country 
emerged from a brutal civil war in 2002 and has been 
stable and peaceful since. Immediately post-war, Sierra 
Leone was briefly in receipt of the largest per-capita aid 
donations globally [31]. Despite the significant invest-
ment in the post-war re-establishment of the health 
system, Sierra Leone’s health outcomes languish at the 
bottom of many league tables. Sierra Leone is among the 
ten worst performing countries when it comes to neona-
tal mortality, infant and under-five mortality, stillbirth 
and child death rates [32–34]. The maternal mortality 
rate, once the worst in the world, has improved recently 
with a reduction to 717 per 100,000 live births in 2019 
[35] and 443 per 100,000 live births in 2020 [36], however, 
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structural improvements that could bring further reduc-
tions have been slow [37]. The country suffered a devas-
tating Ebola Virus Disease (EVD) outbreak between 2014 
and 2016, in which at least 4,000 citizens and 221 health 
workers died [38].

Sierra Leone’s health system has a long history of chal-
lenges; starting off worse than many other African states, 
post-independence [39] and declining before and during 
the 11-year long civil war from 1991 to 2002, in which 
many professionals fled - especially its better educated 
health workforce [40]. It is thought that the few doctors 
and nurses who stayed during the war resorted to dual or 
private practice at times and charged for their services to 
make a living when their public salaries went unpaid for 
prolonged periods [41]. The post-war period was initially 
reconstruction-focused, while the health system itself 
received less attention, which meant care remained out of 
reach for many patients who could not afford to pay [42]. 
In 2010, Sierra Leone introduced the Free Healthcare Ini-
tiative [FHCI] for children under five, and pregnant and 
lactating mothers, in a bid to make primary healthcare 
more equitable and accessible [41]. The target commu-
nity for FHCI was expanded in 2016 to include additional 
‘vulnerable’ groups such as Ebola survivors [43].

The introduction of the FHCI marked significant 
changes. The FCHI-linked payroll cleansing in 2010 
removed many ghost workers, and the subsequent pay-
roll expansion allowed for the recruitment of new health 
workers. Many trained healthcare staff who had previ-
ously worked as so-called ‘volunteers’ were put on the 
payroll, significantly reducing Sierra Leone’s reliance on 
unsalaried staff, who were known to be charging for their 
services [44]. The promise of free healthcare attracted 
patients to health facilities in much greater numbers than 
before. While the initial spike in healthcare uptake did 
not last, the demand for healthcare provided by health 
facilities and hospitals (as opposed to traditional heal-
ers and other informal care providers) has remained at a 
much higher level since 2010 [45, 46].

Despite the greatly improved HRH system put in place 
in 2010, the practice of recruiting new ‘volunteers’ in the 
public health system on an unsalaried basis did not stop. 
In 2016, a report titled Sierra Leone Human Resources 
for Health, Country Profile, published by the Ministry of 
Health and Sanitation (MoHS), revealed that only half of 
its health workforce is on the payroll and out of the 9,120 
unsalaried health workers identified in the payroll audit, 
approximately 40% were health professionals providing 
patient services, primarily in the lower-skilled cadres 
[29].

Sierra Leone’s health systems currently consists of over 
1,400 facilities, including several specialist and referral 
hospitals, district hospitals, and primary healthcare is 
provided through a network of Peripheral Health Units 

(PHUs) [47]. The private sector provision of health-
care is relatively small and private facilities are primar-
ily found in the capital Freetown and several other cities 
[44]. Sierra Leone’s health systems, including its human 
resource management, is highly centralised, due to the 
stalling of the implementation of the 2004 decentralisa-
tion legislation [48, 49]. District Health Management 
Teams (DHMTs) cannot hire staff, decide where to 
deploy health workers, or dismiss them even if they mis-
conduct themselves or are absent [50, 51] which leaves 
them lacking “power, resources and institutional incen-
tives to enforce formal rules” [52]. Despite significant 
post-Ebola health systems strengthening support from 
the donor and NGO community, Sierra Leone’s health 
facilities remain under-resourced and underperform-
ing. Official user fee exemptions exist, but charging for 
healthcare has remained a problem, and those exempted 
often still pay [53, 54]. A study carried out in 2016 found 
that “as many as 96% of households responded they paid” 
for supposedly free services [50], suggesting that charg-
ing for care is widespread and seemingly practiced by 
salaried and unsalaried workers alike. If Sierra Leone 
were to introduce greater monitoring and oversight of 
its health workers to curtail informal charging, the ques-
tion remains; how can unsalaried workers cope without 
pay for prolonged periods of time? Health service provi-
sion in remote and rural would likely be much reduced 
without the contribution of UHWs, however, their cop-
ing mechanism might also be one of the barriers to the 
implementation of Sierra Leone’s free healthcare initia-
tive [54]. This study assesses the influence that a signifi-
cant reliance on UHWs has on the delivery of healthcare 
in Sierra Leone by providing an overview of all available 
evidence in the literature that demonstrate positive and 
negative impacts.

Methodology
A scoping review methodology was selected because this 
topic requires assessing and understanding “…the extent 
of the knowledge in an emerging field or to identify, map, 
report, or discuss the characteristics or concepts in that 
field” [55]. The first methodological guidance on con-
ducting scoping reviews was published in 2005 by Arksey 
and O’Malley [56], which was subsequently refined and 
further structured by Levac et al. [57]. In the past decade, 
the JBI International Scientific Committee has been 
instrumental in tracking developments in the use of the 
scoping review approach and providing updated guid-
ance as new developments emerge [55, 58]. This scoping 
review follows JBI’s latest guidance [59] and uses the 2018 
Preferred Reporting Items for Systematic Reviews exten-
sion for Scoping Reviews [PRISMA-ScR] checklist [60] 
to transparently demonstrate adherence to all important 
steps of the scoping review process [additional file 1].
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This scoping review was registered via the Open Sci-
ence Framework: https://doi.org/10.17605/OSF.IO/
X2G6P and is guided by the following research question:

How does having a significant number of unsalaried 
health workers affect the quality of healthcare deliv-
ery and health outcomes, in Sierra Leone? What evi-
dence is there to demonstrate this impact?

The research question reflects the title of this study, 
“UHWs in Sierra Leone: a scoping review of the litera-
ture to establish their impact on healthcare delivery” 
and contains references to the scoping review’s three 
key elements [55], its Population: qualified health work-
ers [with a minimum Maternal and Child Health Aide 
(MCHA) qualification], who are employed on an unsala-
ried basis in a Sierra Leonean public sector health facil-
ity; the Concept: the range of impacts that the unsalaried 
status of many health workers has on their behaviour, 
and their ability to carry out their work; and the Context: 
Sierra Leone’s public health system, since the end of the 
civil war, from the time its current ‘health system’ was 
established.

Despite the omnipresence of UHWs in Sierra Leone, 
no studies have explicitly focused on them, or examined 
their impact. This scoping review is therefore not an anal-
ysis of studies that are explicitly about UHWs, but instead 
a review of all ‘UHW related references’ contained 
within studies, peer-reviewed articles, reports and policy 

documents about Sierra Leone. While not many scop-
ing reviews take this shape, the scoping review method 
was nevertheless found to be particularly suitable for this 
task, as it allows authors to “incorporate various types 
of literature that are not limited specifically to research 
studies” [57].

For this review, the Medline, PubMed, Scopus, Web of 
Science databases were searched for the key terms, and 
appropriate MeSH terms were used (Table 1).

The identified peer reviewed text references (n = 587) 
were then entered into Covidence software, which was 
used to check all texts for suitability against the inclusion 
and exclusion criteria (Table 2).

Initial checks focused on title and abstract selection 
of suitable texts, PP screened all, a second reviewer, FS, 
checked 10% of the documents to verify if the inclu-
sion/exclusion criteria were correctly applied. PP and 
FS jointly resolved disagreements during a face-to-face 
meeting. A full text screening of 90 texts was carried out. 
To ensure no mentions of the key words were overlooked, 
NVivo12™ software was used to check all 90 texts for 
any occurrences of the words unsalaried, volunteer and 
payroll. Any texts containing these words were further 
checked to verify whether these words related to the type 
of UHWs (not-on-payroll) on which this scoping review 
focuses.

The total number of peer reviewed texts identified dur-
ing the document search was 23. Several relevant MoHS 
policy and strategy documents were included in this 
review, n = 6, as were reports by reputable ‘grey literature’ 
sources such as UN agencies, think tanks and advocacy 
groups, n = 5. Two additional peer reviewed articles were 
added to the body of literature, because they contain ref-
erences to UHWs but were not captured in the literature 
search.

Figure  1 contains the Flow Diagram of the literature 
search for this review.

Findings
A total of 36 texts were included in this review, and 
UHWs were referenced in all of these. The list of all 
included articles can be found in additional file 2. The 
peer reviewed and grey literature text (n = 30 in total) 
focus primarily (90%, n = 27) on the ‘post-FHCI period’. A 
total of 13 text focused on a PHU setting, seven on a hos-
pital setting, seven on both PHU and hospital and, one 
focused on a COVID-19 treatment centre. Two papers 
focused on policy; this classification excludes the MoHS 
policy documents. A disproportionate number of hospi-
tal-based studies (n = 4) focused on Connaught Hospital, 
Sierra Leone’s main tertiary referral hospital, reflecting 
the hospital’s continued engagement with several Global 
North university or NGO-led hospital-based capacity 
strengthening partnerships.

Table 1  Sample search strategy
Searches Search terms
Search 1: “Sierra Leone”

Search 2: “healthcare staff” OR 
“health worker” “health-
care worker” OR “human 
resources for health” OR 
nurse OR doctor OR Phar-
macist OR “MCH Aide” 
OR “State-Enrolled Com-
munity Health Nurse”

Search 3: Search 1 AND search 2

Table 2  Inclusion/exclusion criteria
Inclusion criteria
1 A document contains [a] reference[s] to qualified (min-

imum MCH Aide cadre) unsalaried, or volunteer health 
workers, or health workers who are not on payroll

2 In the English language

Exclusion criteria
1 Any study not focused on Sierra Leone

2 Any study published before 2002 (which is therefore 
not focused on Sierra Leone’s ‘post-war health system’)

3 Any documents in which the term ‘volunteer’ refers 
to Community Health Workers, or other type of lay 
healthcare provider, or international volunteer

https://doi.org/10.17605/OSF.IO/X2G6P
https://doi.org/10.17605/OSF.IO/X2G6P
https://osf.io/az8cf/?view_only
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UHW references
To understand the types of references to UHWs in the 
included texts, notable excerpts were extracted, which 
led to the identification of categories of evidence, see 
Table 3.

The frequency with which each of the categories of evi-
dence was found in the included texts, and details about 
the context in which UHWs were mentioned in each text, 
can be seen in Table 4.

Narrative summary of the findings
Charging for care that should be free
The literature contains several openly discussed inci-
dences in which the coping mechanisms of unpaid vol-
unteer health workers are described. Coping mechanisms 
such as charging for care that should be free, or the sell-
ing of medicines that should be free, are most commonly 
mentioned. Elston et al. (2020) make a direct connec-
tion between UHWs and charging for ‘free care’: “Par-
ticipants also explained that ‘volunteer’ workers would 
charge for care or services in order to support them-
selves, and in some cases would continue to do so once 
salaried in order to ‘make up for’ unpaid years” [61], 
while Nyhus and Kamara remarked that “Unofficial out-
of-pocket payments and a high percentage of the nurses 
not receiving salary (71%), must also be addressed” [62]. 
Brooks and Herrick further suggest that at Connaught 
hospital, Sierra Leone’s largest tertiary referral hospital, 
fees were levied “at every step of the care pathway” [54]. 
The authors describe that even items that were donated 
to improve healthcare provision, such as a blood sugar 
monitor, can be turned into an income generating oppor-
tunity for a staff member, diagnostics can be procured by 
paying the technician, and for an extra fee, patients can 
skip the queue [54].

It should be noted that across all of the included liter-
ature, a high incidence of charging for care is noted, by 
salaried and unsalaried staff. Furthermore, it is important 
to note that not all charging for healthcare is for private 
gain, as Vernooij et al. [63] are at pains to stress. Their 
research, also conducted at Connaught hospital, demon-
strated that breakdowns in the government’s free health-
care supply chains left lab technicians critically short of 
reagents and other medical supplies that prevented them 
from carrying out their duties. Instead of simply not con-
ducting tests, the technicians routinely bought their own 
supplies and charged patients for tests to recoup their 
cost.

Charging for ‘free’ medicines/record cards
The sale of medicines that should be free to FHCI 
patients was common even soon after the introduction 
of free care and free medicines [64, 65]. Disruption to 
the medical procurement and distribution system dur-
ing and after the EVD outbreak, and an overall lack of 
medical supplies since then, seems highlighted in an 
increasing number of recent studies [62, 66, 67]. The 
widespread shortage of government-provided medical 
supplies appears to have created yet another gap in which 
both opportunists and those who simply want to support 
patients fill the space. Brooks and Herrick (2019) note 
that in Connaught hospital “Sierra Leonean nurses went 
unpaid and sold medicines and supplies ‘from their hand-
bags’” [54], while several articles similarly suggest that 

Table 3  Categories of evidence in the literature regarding UHWs
Categories of 
evidence

Sub-categories

A-Unintended conse-
quences in relation to 
UHWs

1. Charging for care that should be free
2. Charging for ‘free’ medicines/record cards
3. Mistrust as a result of informal charging
4. Accountability
5. Informal provision of care, private practice 
and lack of regulation

B-Impact on (and of ) 
national policies and 
strategies regarding 
UHWs

6. Over-production of health workers
7. UHW issue highlighted and/or included in 
policy and strategy
8. Lack of HHR data undermines MoHS planning
9. Healthcare financing and UHWs: Performance 
Based Finance

Fig. 1  The flow diagram for the literature search
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health workers purchased medicine and resold them on 
the wards or to patients at their health centre [62, 63].

Mistrust as a result of informal charging
When patients are aware of their entitlement to free care 
and are consistently denied this, trust in the public health 
system diminishes. Enria et al’s article on vaccine hesi-
tancy highlights “structural issues that underpin mistrust 
in the health sector” such as “parents being charged for 
vaccines and vaccination cards” [68]. Informal charges 
create uncertainty and unpredictability, making patients 
unsure if the money they have will be sufficient to cover 
the cost of the care they need [42, 69, 70]. A lack of trust 
has previously been related to a reluctance to seek care: 
It is thought to have undermined the effective control of 
the West African EVD outbreak, as communities appear 
to have had little prior trust that health workers would 
have their best interest at heart [65] and many suspected 
Ebola to be yet another “political or money making ruse” 
[71].

Trust is also undermined by a lack of respectful and 
dignified care, which is often noted as a reason for 
patients choosing alterative care such as traditional 
birth attendants or local healers and herbalists [61, 72]. 
Uncourteous or rude behaviour towards patients can 
be caused by health workers being stressed, and lack-
ing motivation caused by their unpaid status: Willot et 
al. (2021) write that health workers’ low morale is exac-
erbated by perceptions of a lack of recognition of their 
work by superiors, the management of the hospital or 
by the MoHS. Health workers in their study commented 
that they are “just coming to work by the grace of God 
because there is no salary yet since I started working”, 
and that low staff morale also affected patients: “…health 
workers find it difficult to affect their working environ-
ment so they take out their frustrations on patients, par-
ticularly those who cannot contribute to them getting 
what they feel that they deserve” [73].

Accountability
Absenteeism in the health sector is common in Sierra 
Leone [40, 41, 54, 65, 70, 74–76]. Holding unsalaried 
healthcare staff accountable for turning up to work can be 
challenging, especially when some unpaid staff engage in 
income generating activities [74] outside of the workplace 
to make a living. The knock-on effects of the reliance on 
unaccountable ‘volunteer’ staff are rarely explored. In the 
context of unmet needs for surgical procedure, Wilson et 
al. (2022) note the absence of perioperative nurses and 
scrub nurses, affecting hospital surgical capacity. “Volun-
teers who are not on the government payroll sometimes 
join the hospital ranks but present their own set of chal-
lenges. Because volunteers have no official compensation 
structure, they are difficult to hold accountable for the 
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work they perform. Surgical providers find workarounds 
… One provider, noting that support staff tended to leave 
by the afternoon, scheduled major surgical cases in the 
morning” [77].

Informal provision of care, private practice and lack of 
regulation
The literature contains multiple references of informal 
provision of care, linked, among other things, to the 
need for UHWs to earn an income. Health workers are 
documented to offer medical assistance, deliver babies or 
perform surgeries in patients’ homes, their own homes, 
makeshift facilities or in health facilities, but ‘off the 
books’ [74]. A paper by Bakker et al. (2021) addressing 
the barriers to increasing surgical efficiency, observes 
that not all surgical procedures are registered, or per-
formed in formal clinics, which makes it hard to assess 
how many procedures may be taking place. The authors 
observe that the private sector healthcare providers 
include “a heterogeneous mix of private and informal 
facilities and providers” and that ‘informal’ surgical care 
appears to be linked to “qualified health workers [being] 
unpaid volunteers for several years before being absorbed 
on the government payroll, leading to practices to gener-
ate informal income” [78]. Sierra Leone’s concentration 
of highly trained health workers in urban centres, away 
from the majority rural population, is often linked to the 
opportunity urban locations provide for private practice 
[40]. In some hospitals, priority is being given to privately 
arranged and lucrative care or procedures, according to 
Nyhus and Kamara, to the detriment of those patients 
most urgently in need. During training to introduce bet-
ter triage practices and protocols designed to improve 
patient outcomes, the authors encountered resistance, as 
this interfered with opportunities to profit from schedul-
ing the patients according to their ability to pay [62].

Impact on (and of) national policies and strategies 
regarding UHWs
Overproduction of health workers
The 2017 − 2021 Human Resources for Health Strategy 
was the first standalone strategy document for Human 
Resources for Health in Sierra Leone [79]. The strategy, 

together with the Sierra Leone HRH Country Profile [29], 
an extensive workforce analysis, and the report on the 
2016 HRH summit, attended by Ministry of Health dele-
gates from Liberia, Ethiopia, Zambia, Malawi and Ghana 
[80], all reference the UHW issue in some detail. The 
reports highlight the abundance of lower cadre health 
workers, such as State-Enrolled Community Health 
Nurses (SECHNs) and Maternal and Child Health Aides 
(MCHAs), adding that “current production rates far 
exceed the absorption capacity of MoHS” [29]. After the 
FHCI introduction, in 2011, it was agreed that a ‘nation-
ally coordinated pre-service training plan’ would be put 
in place, to govern the training of health workers and to 
ensure that the ‘production’ of healthcare staff would not 
outstrip demand [79]. This plan was never implemented. 
In 2016 there were 25 national health training institu-
tions offering 56 different health programmes, with some 
training institutions currently operating without accredi-
tation” [29] and 11 schools producing roughly 900 total 
new SECHN graduates per year. In comparison, the sin-
gle medical officer programme produced approximately 
40 new graduates per year [79].

Growing number of health facilities, growing demand for 
healthcare workers
In the context of UHW recruitment, the significant 
increase in the number of health facilities is noteworthy. 
Table 5, below, illustrates the number of PHUs that were 
reported in various MoHS documents between 2012 and 
2022 [81–83]. The table shows an increase of 323 PHUs 
within 10 years, a 31% rise in facility numbers from 2012. 
This increase in PHUs can only have been possible with 
a significant number of additional staff, salaried and 
unsalaried.

This rapid expansion of PHUs is surprising, in the 
context of extreme [salaried] health worker shortages 
and given that the 2017 Service Availability and Readi-
ness Assessment report noted “Eight districts [out of 14] 
… had a facility density at or above the [WHO] recom-
mended threshold of two facilities per 10 000 population” 
[84], suggesting that over half of Sierra Leone’s districts 
had sufficient PHUs. A 2022 qualitative research study on 
the quality reproductive, maternal, newborn, child, and 
adolescent healthcare noted that a District Health Man-
agement Team (DHMT) member complained of “…the 
uncoordinated construction of health facilities by politi-
cians ‘to win votes’ also affected the implementation of 
services in the frontline. This pushed DHMTs to allocate 
limited resources to the new facilities to satisfy political 
figures and their followers” [76].

UHW issue highlighted and/or included in policy and strategy
The MoHS’ HRH Policy  2017–2021 states that a plan 
will be developed to absorb unsalaried workers. Actions 

Table 5  Total number of Peripheral Health Units in Sierra Leone 
2012–2022*

CHCs CHPs MCHPs PHUs 
total

2012 n/a n/a n/a 1,040

2017 233 329 632 1,184

2022 258 433 672 1,363
*Sources: Government of Sierra Leone, Ministry of Health and Sanitation’s 
National Health Sector Strategic Plan 2010–2015, Joint Programme of Work and 
Funding; the National Nursing Strategy 2019–2021; and Q2 Health Information 
Bulletin produced by the MoHS’ Directorate of Policy, Planning and Information
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include the development of a policy to deal with “the 
remaining unsalaried workers to guide monitoring and 
regulation of these health workers until all are absorbed, 
retrained, or removed from facilities” [79]. It contains a 
detailed plan and costing to recruit UHWs with relevant 
qualifications to fill HRH vacancies, while others could 
be offered training to become eligible for recruitment.

Subsequent policy and strategy papers, including the 
2021–2025 National Health and Sanitation Policy [47] 
and the 2021–2025 National Health and Sanitation Stra-
tegic Plan [81] both contain references to the unchanged 
estimate of “approximately 50% healthcare staff who are 
not on the government payroll” [47]. The strategic plan 
notes the regulatory challenges the unsalaried workforce 
brings, as they are “… not subject to the same degree of 
management and regulation as the formal health work-
force” [81]. It further references the need to implement 
the 2017–2021 HRH Policy [79], however, the objec-
tives under the human resources section appear to focus 
primarily on renewed fact finding regarding unsalaried 
workers, stating plans for “comprehensive review of staff-
ing norms, making use as needed of the Workload Indi-
cators of Staffing Needs” and “facility-by-facility health 
workforce gap analysis” [81].

Lack of accurate HRH data undermines MoHS planning
Sierra Leone’s two-tier system with UHWs registered 
but not on the payroll, poses challenges when the MoHS 
uses the payroll to determine which quantities of supplies 
or support should be provided to staff deployed in hos-
pitals and health facilities countrywide. Squire et al. [85, 
86] outline how some unsalaried staff were overlooked in 
Kailahun District during the Ebola epidemic. Their study 
suggests that when official HRH data is collected, only 
those on payroll are counted; and add that local health 
authorities do have the UHW data, though not the data 
on unregistered UHWs [85]. These appear to be staff who 
attach themselves to health facilities without even local 
health authority’s knowledge. The authors suggest that 
“non-registered volunteer staff is of concern” as these 
completely unregistered individuals had no access to the 
required biohazard protection measures during the Ebola 
epidemic: “…such staff… may also be left out when facil-
ity requirements for personal protective equipment are 
being considered. Volunteers will thus be more suscepti-
ble to both acquiring and transmitting infectious diseases 
to co-workers, patients and the community at large” [85].

Healthcare financing and UHWs: Performance-Based Finance
Within the literature included in this review, no studies 
explicitly focused on healthcare financing and UHWs. 
There were, however, several references to the Perfor-
mance-Based Financing (PBF) facility, which was imple-
mented from 2011 to 2016. PBF provided health facilities 

with a certain level of discretionary income, based on 
each facility’s performance indicators (on ante-natal 
care, facility deliveries, etc.). PBF provided health facili-
ties with an official income stream, albeit an irregular 
one, which had been much reduced after the introduc-
tion of the free healthcare in 2010. The PBF scheme was 
launched in 2011, and it “…meant to contribute to the 
motivation of health workers especially in terms of qual-
ity of service and partially compensate for the facilities’ 
loss of income, while the salary supplementation was 
seen as compensating the extra workload and to reduce 
the need to charge fees” [87]. The references to PBF show 
that the funds provided payment for the growing number 
of UHWs. There was even a “widespread perception of 
the PBF payment as a sort of salary [rather than an incen-
tive] for staff, in particular for the unsalaried volunteers” 
[87]. Several papers stress that the funding was often a 
lifeline for unsalaried workers: “sharing [PBF funding] 
practices, highlighting the existence of team spirit within 
facilities, were found, in particular in health centres with 
fewer staff.” [75]. An improved PBF scheme was meant to 
have been launched after the first iteration stalled during 
the Ebola outbreak. While the 2021–2025 Health Stra-
tegic Plan [81] mentions the introduction of a new PBF 
scheme, so far, no scheme has been launched.

Discussion
This scoping review of evidence about the impact of 
UHWs demonstrates that the reliance, to such a large 
extent, on an unsalaried work force undermines the equi-
table delivery of healthcare. The recruitment of health 
workers on an unsalaried basis also violates their right to 
a wage [88]. Even though no studies exist that have been 
focused exclusively on Sierra Leone’s UHWs, the review 
provides evidence that highlights a range of unexpected 
impacts that UHW may have on the health system’s abil-
ity to provide equitable care.

The findings presented in this paper demonstrate that 
a parallel system of employment for qualified but unsala-
ried healthcare providers, has existed for decades within 
formal state-run health facilities. This appears to be an 
ignored or acceptable ‘make do’ solution within a health 
system characterised by underinvestment in primary 
healthcare and an oversupply of low-cadre health work-
ers. It is important to discuss the impact that each of the 
identified themes presents.

Charging for care and medicine that should be free
The literature suggests that in Sierra Leone, charging 
the ‘free healthcare target populations’ for ‘free care’ 
never completely ceased, even in the weeks and months 
after the FCHI introduction [53, 69]. One study in 2012 
by Stevenson et al. [64] estimated that approximately 
20% of FHCI-eligible patients were charged, while 
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Jofre-Bonnet et al. 2016 study shows that “96% of house-
holds responded they paid for FHC services even though 
they were meant to be free” [50]. The 2021–2025 Health 
Policy and National Health Strategic Plan highlight that 
Sierra Leone’s households out of pocket (OOP) expen-
ditures are among the highest in sub-Saharan Africa, at 
61% [47, 81]. Charging for care that should be free, or 
overcharging for care and medicines is not exclusively 
linked to UHW; salaried workers may engage in similar 
informal practices to boast their salaries [89]. The study 
by Oyerinde et al., 2011 suggests a correlation between 
out-of-pocket expenditure to the low utilization of ser-
vices in Sierra Leone [69]. Informal increases in the cost 
of care and medication are relatively common in Sub-
Saharan Africa (SSA), where the ‘supply-side factors’ 
of informal charges, identified by Kabia et al. (2021) as 
“associated with inadequate funding of the health sector, 
limited transparency and accountability and low/irregu-
lar remuneration of staff” are widespread [90]. Studies 
focused on corruption in the health sector in Tanzania, 
Cameroon and Nigeria, all identify informal charges for 
care and medication as one of the most common forms 
of corruption [91–93]. In low-income settings, infor-
mal charges can limit access to healthcare, and where 
high levels of mortality and morbidity have treatable and 
avoidable causes, it can be assumed that financial barriers 
increase maternal and child deaths [15]. Thaddeus and 
Maine’s ‘three delays model’ (1984) that explains the key 
factors that contribute to maternal mortality, highlight 
the role of cost as a significant barrier to the first delay; 
the decision to seek care [94]. Levesque et al’s (2013) 
framework on access to healthcare includes ‘affordabil-
ity’ as one of the five dimensions of ‘accessibility’, which 
they describe as the “opportunity to identify healthcare 
needs, to seek healthcare services, to reach, to obtain or 
use health care services, and to actually have a need for 
services fulfilled” [95].

Mistrust
In Sierra Leone, trust in healthcare providers has been 
undermined by decades of informal charges for care and 
services that should have been free to certain sections of 
the population. A lack of trust in public healthcare pro-
viders reduces healthcare uptake [65], decreases immuni-
sation coverage [68] and is thought to have contributed 
to the rapid spread of the Ebola virus during the 2014–
2016 EVD epidemic in West Africa [96–98]. While trust 
can be (re)built in a LMIC healthcare setting [4, 99, 100], 
this can only happen when the underlying causes of why 
trust was undermined have been resolved.

Accountability
The concept of accountability, in a health sector context, 
presupposes that an employee can be held to account 

for behaving in a way that conforms with their con-
tractual obligations, which should include both a job 
description and salary entitlements [101]. However, in 
the case of UHWs, the grounds on which such employ-
ees can be held accountable to work are much less clear. 
In both Sierra Leone and Liberia, medical and nursing 
school graduates tend to be offered a ‘pre-employment’ 
deal whereby health workers enter a workplace with the 
assumption that they will eventually be entered onto 
the payroll system [24, 26]. In Liberia, such ‘contract’ 
employees receive some payment, even though it can be 
irregular or insecure [26]. Thus, while it can be argued 
that some form of contract exists between the unsalaried 
or contract employee and the health service, it can be 
contended that it is morally wrong to enforce it. The use 
of internships, apprenticeships, and other work experi-
ence schemes are relatively common in the Global North, 
where such schemes have increasingly become a prereq-
uisite for young professionals to obtaining decent work 
[102, 103]. Increasingly such mechanisms have been crit-
icised for “being used as a way of obtaining cheap labour 
or replacing existing workers” [103].

Informal provision of care, private practice, and lack of 
regulation
The literature on Sierra Leone’s UHWs makes refer-
ences to health workers, especially those in higher cad-
res, engaging in private practice to supplement their 
income [74]. Some ‘private’ surgical care appears to be 
provided within public hospitals [73], where “financial 
incentives exist not to record surgical activities in hos-
pital logbooks” [78]. While there are some established 
private-for-profit and private-not-for-profit healthcare 
providers in Sierra Leone, other private providers operate 
outside of such establishments. The literature on regulat-
ing private healthcare practice in LMIC settings is limited 
[104–106]. Health workers engaging in informal private 
practice is a critical issue, not only in the context of ‘dual 
practice’ – leading to absenteeism of health workers who 
devote time to see private patients [107], but also with 
regards to protecting the public from unregulated medi-
cal practice. The descriptions of informal private practice 
resulting in “moribund patients” arriving in public health 
facilities, demonstrate the health risks these alternative 
income streams pose to the public [78]. If Sierra Leone’s 
recruitment of UHWs leads, as some evidence suggests, 
to an increase in dangerous private provision of health-
care, it would be yet another reason why this practice 
should be curtailed.

Policies and strategies in relation to UHWs, including staff 
production
Tackling the UHW issue in Sierra Leone should start 
with implementing the existing policy commitments; 
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addressing the health workforce planning and the regula-
tion of training institutions to close the gap between the 
number of graduates from medical and nursing schools 
and the demand, based on available paid posts, with 
a greater focus on producing higher-cadre graduates. 
Sierra Leone’s 2021–2025 National Nursing and Mid-
wifery Strategic Plan notes that “there have been discus-
sions and plans to abolish the SECHN in the near future” 
[82], which would be an important first step. Sierra 
Leone health worker density is currently 6.4 per 10,000 
population [81]. This international measurement takes 
into account only higher cadre health workers such as 
doctors, and midwives and nurses who have completed 
their professional training (i.e. not the auxiliary cadres 
such as SECHNs and MCH Aides). Sierra Leone needs 
significantly more high cadre health workers to meet 
the average health worker density for the WHO Africa 
region, which is 15.5 per 10,000 population, well below 
the WHO recommended 22.6 per 10,000 population 
minimum [108]. The 2021–2025 National Health Strate-
gic Plan aims to bring the country’s health worker density 
to 45 per 10,000 population by 2025 [81].

To achieve its 2021–2025 HRH policy pledges, Sierra 
Leone will need significant political will to commit the 
required budget, as well as donor support. This would 
not only mitigate the significant negative impact that the 
reliance on an unsalaried health workforce has on health-
care delivery, it would also contribute to Sierra Leone’s 
policy commitment to achieve Universal Health Cover-
age by 2030 [3, 47, 109].

Health financing
The literature included in this scoping review contains 
few references to one of the key underlying factors of the 
UHW issue: healthcare financing. Understanding some 
of the key challenges regarding Sierra Leone’s health 
financing allows for a greater insight into why the country 
continues to rely heavily on UHWs. A piece in the Lancet 
in the early stages of the EVD epidemic highlighted the 
International Monetary Fund’s then 19-year-long sup-
port for Sierra Leone, which comes with stringent micro-
economic conditions, including keeping the country’s 
wage bill in check [110, 111]. The IMF was criticised for 
requiring caps on the public-sector wage bill, limiting 
funds that are available to hire or adequately remunerate 
health-care professionals; such limits were thought to be 
set without consideration of the impact on priority areas 
such as health.

While aid conditionality is one issue that undermines 
the availability of sufficient funding for a payroll expan-
sion; unproductive and irregular healthcare spending 
seem to further compound these challenges. A 2021 
World Bank Public Expenditure Review of Sierra Leone’s 
health sector reveals that public health spending in Sierra 

Leone is higher than in its West African sub-regional 
neighbours, but health outcomes are lower. Government 
expenditure on health was 1.56% of GDP, and in 2019, 
the health sector received the second highest allocation 
of funding, at 6.49% of the overall budget, second only 
to education [112]. The same report revealed that 73% of 
all health funding was spent on administrative services. 
Secondary and tertiary care services received 12% of the 
funds, leaving just 3% for primary health care. The report 
summarises key issues the authors encountered during 
their review, suggesting Sierra Leone’s health sector suf-
fers from:

unpredictable levels of health expenditure; low 
capital expenditure, resulting in inadequate avail-
ability of health infrastructure; high expenditure 
on personnel emoluments, crowding out spending 
on goods and services such as essential drugs and 
medical supplies; most capital expenditure going 
toward transfers to other agencies of general govern-
ment for purposes which are unclear; … budgetary 
allocations to Local Councils for primary health 
care delivery not tied to performance targets; little 
or no spending dedicated to infectious diseases due 
to unsustainable reliance on donor support; high 
budget execution rate not commensurate with per-
formance in terms of health outcomes; weak district-
level public financial management capabilities; and 
uneven distribution of healthcare resources across 
the country.

Limitations of this review
The authors of this scoping review have taken the 
unorthodox approach of identifying, mapping, report-
ing and discussing [56] the characteristics and impacts 
of our emerging concept, UHWs in Sierra Leone, that 
could be found within the existing literature, grey litera-
ture and policy documentation related to healthcare in 
that country. While rigorous searches were conducted to 
capture all evidence that could be found about the topic, 
this review is limited by the fact that no studies have so 
far been focused solely on UHWs in Sierra Leone. As a 
result, this study presents a relatively narrow summing 
up of observations regarding UHWs, which were made 
by authors whose emphasis was on a related health 
topic. Despite this limitation, there was sufficient evi-
dence to allow this scoping review to be compiled, which 
was demonstrated by the fact that several themes could 
clearly be discerned from the available material. This 
scoping review suggests that more research is needed 
to improve our understanding of UHWs’ coping mecha-
nisms and of their impact on access to healthcare for all 
Sierra Leoneans.
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Conclusion
This scoping review has compiled all available evidence 
to demonstrate that the significant and continued pres-
ence of UHWs within Sierra Leone’s health system 
undermines the delivery of quality and equitable health-
care. The key themes that emerged point to a series of 
unintended consequences that can be associated with 
the heavy reliance on UHWs; UHW appear to be linked 
to informal charging for care and medication (includ-
ing charging pregnant women and children under five 
entitled to free care), leading to some mistrust of health 
workers. UHWs were shown to lack accountability and 
sometimes engage in unregulated private practice that 
can lead to unfavourable health outcomes. Whilst the 
MoHS has acknowledged the health sector’s reliance 
on unsalaried health workforce and has previously pub-
lished policy commitments to address the issue, little has 
changed since the publication in 2016 that demonstrated 
that almost half of all of Sierra Leone’s health workers 
were unsalaried.
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