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Abstract
Background
While healthcare reform has been a central attention for local governments, its impact on job satisfaction is poorly understood. This study aimed to determine the impact of healthcare reform on job satisfaction in the public healthcare sector in Ethiopia.

Methods
The study was designed as a facility-based cross-sectional survey of healthcare professionals and carried out in all public hospitals in central Ethiopia which have been implementing healthcare reform (n = 5). All healthcare professionals in the hospitals who were involved in the reform from the inception (n = 476) were purposively sourced to complete a self-administered questionnaire adapted from a framework proposed for measuring job satisfaction of health professionals in sub-Saharan Africa. Kaiser-Meyer-Olkin and Bartlett’s tests were conducted to measure sampling adequacy and sphericity for factor analysis. Likert’s transformation formula was used to numerically analyse the satisfaction level of the respondents and to determine the cut-off value of satisfaction levels. Non-parametric and multiple logistic regression analysis were conducted to determine predictors of job satisfaction.

Results
A total of 410 healthcare professionals completed the survey, representing an 88% response rate. The median and mean job satisfaction scores were 50 and 49, respectively, on a scale 1–100, which was equivalent to ‘Job dissatisfied’ on the Likert scale. Only 25% of respondents perceived job satisfaction due to implementation of the reform. Moral satisfaction (adjusted odds ratio (aOR), 177.65; 95% confidence interval (CI), 59.54–530.08), management style (aOR, 4.02; 95% CI, 1.49–10.83), workload (aOR, 2.42; 95% CI, 0.93–6.34), and task (aOR, 5.49; 95% CI, 2.31–13.07) were the most significant predictors. Job satisfaction results were significantly different among the study hospitals (χ
                           2 = 30.56, p < .001).

Conclusions
The healthcare reform significantly and negatively influences public healthcare professionals’ job satisfaction and its overall impact on job satisfaction was poor, which would hinder the ‘Health Sector Transformation’ movement of Ethiopia. Healthcare reform efforts are contingent on job satisfaction of healthcare professionals, and such efforts should balance the demand and supply of both patients and providers for improved healthcare outcomes.
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Background
Healthcare professionals, as their patients, are clients of the healthcare system, in that their work requires the infrastructure, supervision, equipment, and physical setting to operate efficiently and cultivate a sustainable basic healthcare [1]. How well they respond to patients’ needs depends on various financial, professional, political, social, and personal factors [2]. In many countries, healthcare professionals are operating under serious policy, financial, organizational, and managerial constraints, with productivity, morale, and effectiveness suffering as a result. Principles for improving the values and skills of healthcare professionals were laudable but genuinely translating these into practice remained controversial. The recent World Health Organization global strategy on human resources for health: workforce 2030 has among its major principles to “uphold the personal, employment and professional rights of all healthcare workers, including safe and decent working environments and freedom from all kinds of discrimination, coercion, and violence” [3]. In essence, flourishing this into action thereby developing an emotionally strong, dedicated and job-satisfied healthcare professional that can go an extra distance to improve the quality of care will remain at the shoulder of each country.
There have been multiple healthcare reform initiatives in different settings that local governments were undertaking by virtue of their power to reform their healthcare environment for best outcomes on the delivery of care. Have these initiatives been following a two-tiered approach to satisfy the need of both patients and healthcare professionals, or rather affect job satisfaction levels of the professionals? Some scholars have complaints that healthcare reform efforts are sorely lacking better outcomes on job satisfaction [4, 5] while others reported for the reverse [6], but the extent and causes of the association between healthcare reform and job satisfaction are hidden by the absence of sufficient evidence. Healthcare professionals have been especially concerned about the nature of healthcare reform taking place in the healthcare sector as the reform could trigger major staff replacements, substitutions, and reduction which insists them to feel uncertainties about job security. This, in turn, would increase workload, compromise quality of care, and clouds the long-term visions of healthcare sectors.
In healthcare sectors that need to undergo healthcare reform, availability of resources and competency of workers are essential but not sufficient to ensure the desired worker performance. Rather, the effectiveness of the reform is critically dependent on worker job satisfaction and motivation of the Human Resource for Health (HRH) [7, 8]. Reengineering healthcare may lead to inadvertent voluntary resignations because of high dissatisfaction of health professionals with the process [9]. The surviving staff may experience low morale and motivation prompted by reactions such as insecurity, distrust, and anger which can also result in poorer patient outcomes [10]. For instance, healthcare providers reporting a greater number of hospital reengineering initiatives were also less satisfied with their jobs, less engaged in their work, more burned-out, and more likely to leave their job [11]. Job satisfaction brings to the healthcare professionals a pleasurable emotional state that often leads to a positive work attitude and improved performance and enables them to be altruistic, flexible, innovative, and loyal [12]. Healthcare leaders aiming to improve levels of job satisfaction should focus on workforce development and training efforts [5, 13]. Skilled healthcare professionals that practice under unattractive remuneration and in an operationally rigid conditions and living environment are at high attrition rates [14].
In Ethiopia, different Ethiopian regimes have been exploring acute healthcare reform strategies to satisfy health needs of the Ethiopian people. Succeeding the era of traditional medicine, the country has witnessed healthcare reform efforts including reform of modern health services, reforms of the national health policy and strategy, health reforms of the Provisional Government of the Socialist Ethiopia, health reform of the transitional government, and Business Process Reengineering (BPR) healthcare reform [15–21]. Each healthcare reform implemented at different times had its own contributions to the betterment of the health systems of the country. Starting in 2008, the Federal Democratic Republic of Ethiopia Ministry of Health (FMoH) has gone through a major country-wide healthcare reform initiative in the form of BPR. The purpose of the reform was to establish customer-focused institutions, rapidly scale up healthcare services, and enhance the quality of care in order to improve the health status of the Ethiopian people [18]. A system of tracking clients’ suggestions and complaints about services has been put in place to enable responsible departments of the FMoH to take appropriate and immediate actions. In line with this, the FMoH and agencies under the FMoH have identified seven core processes that need reengineering in order to effectively fulfil sectorial visions and missions. Each core process was organized with the major aim of bringing together similar activities in one place thereby decreasing lengthy service provisions and effectively utilizing resources. The reform has been progressively implemented through a series of training sessions for managers and technicians at all levels followed by changes in staff deployment, specific job assignments, and the recruitment of new staff. The FMoH, under its Improving Access and Quality of Health Service core process, has developed standards for specialized hospitals, primary hospitals, health centres, and health posts, and implemented in selected health facilities [21]. The Addis Ababa Health Bureau was among the administrative regions/city administrations in Ethiopia that have been customizing and implementing the reform that was developed by the FMoH to health facilities that it owned. When the bureau initiated this reform, though many of the city’s residents were public health facility users, the city’s health service coverage was 18% showing that the service was limited and seriously compromised [22]. Besides, as Addis Ababa is the capital city of Ethiopia, beyond the city’s permanent residents, patients across the country came to obtain better services. However, the healthcare services in the facilities were complicated and the way the facilities are structured was incapable to satisfy patients’ needs. In 2008, the Addis Ababa City Government Health Bureau (AAHB) conceptualized in detail previous and existing healthcare systems and implementation strategies using the BPR methodologies and identified major problems, causes, and effects. Among the major challenges identified were longer patient waiting time, multiple back and forth movement from one department to another, longer appointments, inadequate medical equipment and drugs, health care providers’ misbehaviour and incompetency, absence of accountability, demotivated staffs, incomplete services, and lack of information communication system between health facilities [22]. Based on these gaps, stretched objectives were synthesized and sub-processes that form the core process identified. Under its BPR implementation plan, the AAHB structured hospital services into three major case teams namely; Emergency, Outpatient, and Inpatient, where Outpatient and Inpatient case teams were further classified into eight and nine case teams, respectively. Each case team was expected to host technical, administrative and supporting staffs to enhance solidarity for a better healthcare provision. A general hospital and specialized teaching hospital were expected to host 416 and 450 clinical staffs, respectively [21, 22]. However, despite the fact that the Ethiopian government implemented the BPR healthcare reform across all public healthcare sectors in Ethiopia, the impact of the reform on job satisfaction of the health workforce was still poorly understood.
Thus, the study aimed to examine the impact of healthcare reform on job satisfaction in the public healthcare sector in central Ethiopia.

Methods
Setting and participants
The study was designed as a facility-based cross-sectional survey of health professionals and carried out in major and highly complex public hospitals in Addis Ababa, Ethiopia, between January to June 2015. Addis Ababa was selected among the 11 administrative divisions of Ethiopia considering its presence as the largest and city capital of Ethiopia and the political capital of Africa where the headquarters of the African Union, United Nations Economic Commission for Africa and numerous other continental and international organizations are based. The Addis Ababa Health Bureau administers six public hospitals which are anticipated to deliver advanced preventive and curative health services, from which all that have been implementing the BPR healthcare reform since its inception in 2008–2009 (n = 5) were purposively selected as study sites. The source population was all healthcare professionals that were working in the study sites at the time of data collection (n = 1681). Of this, all who were hired at least 1 year before the inception of the reform (n = 476, 28%) were drawn with a purposive sampling technique to select respondents who knew the performances of the hospitals before implementation of the reform and who could better analyse the changes that occurred due to the reform. The healthcare providers included medical doctors, laboratory professionals, nurses, health officers, pharmacists, dentists and sanitarians.

Data instrument
The study instrument was a structured, self-administered questionnaire designed quantitatively in pursuance to a framework proposed to measure job satisfaction among health professionals in sub-Saharan Africa [23]. The framework involved eight domains of job satisfaction, namely, continuing education, salary and benefits, management style, tasks, work environment, workload, moral satisfaction, and job stability. Similarly, the central proportion of the study was the way the study got data, by asking healthcare professionals to assess the BPR healthcare reform in terms of job satisfaction. With this, each of the eight domains was represented by a specific item linked to a Likert-type scale, and the overall job satisfaction was a composite of the eight items (Table 1).Table 1Job satisfaction dimensions


	Job satisfaction dimensions

	Due to implementation of healthcare reform

	
                                            Continuing education: Hospital management facilitates job-related training to staffs when necessary

	
                                            Task: Staff have a clear job description that describes their routine duties in detail

	
                                            Salary: Staff salary increases

	
                                            Workload: Enough and competent health care workers and administrators are in place

	
                                            Management style: Management involves the technical staff in decision making)

	
                                            Job stability: Efficient and effective health care financing system has been established

	
                                            Work environment: The way the hospital is structured is conducive to the daily workflow

	
                                            Moral satisfaction: Staff are highly motivated to their work


Adapted from [23]



                        
Independent of the eight domains, the respondents were asked in the questionnaire to rate their overall job satisfaction to separately assess their overall job satisfaction and use findings to further analyse job satisfaction predictors. The questionnaire also captured socio-demographic characteristics of the respondents, such as age, gender, duration of work as a health professional, duration of work as staff in the hospital, profession and level of education for conducting comparable analysis.
The study was granted Ethical Clearance Certificate from the Higher Degrees Committee of the Department of Health Studies, University of South Africa and the Addis Ababa and the Research and Technology Transfer Core process of the Addis Ababa City Administration Health Bureau. Written informed consents were developed for each respondent to read and sign before moving on to filling the questionnaires.

Data analysis
Responses to the items in the eight domains were coded on a scale from 1 (strongly disagree) to 5 (strongly agree) and analysed numerically. The five scales were converted into a 0-to-100 scale by utilizing a Likert’s transformation formula [24].[image: $$ \mathrm{adjSS}=\kern0.5em 100\times \frac{\mathrm{stdSS}-1}{5-1} $$]


where ‘adjSS’ and ‘stdSS’ are ‘adjusted satisfaction score’ and ‘standard satisfaction score’, respectively. With this scoring method, job satisfaction fell into five categories: ‘extremely dissatisfied’ (adjSS: 10–29), ‘dissatisfied’ (30–49), ‘generally satisfied or not’ (50–59), ‘satisfied’ (70–89), and ‘extremely satisfied’ (90–100).
On the other side, job satisfaction predictors were determined by computing overall job satisfaction score with job satisfaction domains. The item which was included to separately assess overall job satisfaction had original responses classified in Likert scale. Thus, the responses were dichotomized into ‘Job satisfied’ or ‘Job dissatisfied’ answers by taking the ‘Strongly agree’ and ‘Agree’ responses as a ‘Job satisfied’ value, while ‘Strongly disagree’, ‘Disagree’, and ‘Neutral’ responses as a ‘Job unsatisfied’ value. The output was used as the dependent variable to run logistic regression analysis to examine the correlation of job satisfaction with the domains of job satisfaction. Job satisfaction was taken as the dependent variable while the healthcare reform as the independent variable.
The instrument was pre-tested and Cronbach’s alpha [25] conducted to measure internal consistency. Kaiser-Meyer-Olkin and Bartlett’s tests [26] were conducted to ensure adequacy of sample size for factor analysis. Descriptive analyses were performed to provide background information of the data. Likert’s transformation formula was used to numerically analyse the data. Mann-Whitney U test [27], Kruskal-Wallis test [27], and multiple logistic regression analysis [28] were conducted to determine predictors of job satisfaction. Exploratory factor analysis [29] was conducted to determine the most significant factor of job satisfaction. Median and mean scores were used to measure the overall job satisfaction and the various job satisfaction sub-scales.


Results
General characteristics
Of the total eligible participants (n = 476), the questionnaire was distributed to those who consented (n = 465) and 88% (n = 410) were retrieved and those which were complete (n = 406) presented for analysis. The majority of the respondents (84.2%) had at least first degree and most of them (74.9%) were nurses followed by medical doctors (8.6%) and medical laboratory professionals (5.9%). A large number of participants (49.8%) had worked as a healthcare professional for 10 to 19 years, while a very small number of respondents (0.7%) had worked as a healthcare professional for 30 to 39 years. The general characteristics of the study respondents are presented in Table 2.Table 2Socio-demographic characteristics of respondents


	Item
	Count (n = 406)
	%
	Cumulative %

	Gender

	 Male
	124
	30.5
	30.5

	 Female
	282
	69.5
	100.0

	Age (year)

	 20–29
	93
	22.9
	22.9

	 30–39
	195
	48.0
	70.9

	 40–49
	92
	22.7
	93.6

	 50–59
	26
	6.4
	100.0

	Duration of work as health professional (year)

	 6–9
	146
	36.0
	36.0

	 10–19
	202
	49.8
	85.7

	 20–29
	55
	13.5
	99.3

	 30–39
	03
	0.7
	100.0

	Duration of work as staff in this hospital (year)

	 6–9
	247
	60.8
	60.8

	 10–19
	136
	33.5
	94.3

	 20–29
	21
	5.2
	99.5

	 30–39
	02
	0.5
	100.0

	Profession

	 Medical doctor
	35
	8.6
	8.6

	 Laboratory
	24
	5.9
	14.5

	 Pharmacy
	16
	3.9
	18.5

	 Nurse
	304
	74.9
	93.3

	 Health officer
	14
	3.4
	96.8

	 X-ray technician
	11
	2.7
	99.5

	 Sanitarian
	2
	0.5
	100.0

	Level of education

	 Certificate
	2
	0.5
	0.5

	 Diploma
	37
	9.1
	9.6

	 Degree
	342
	84.2
	93.8

	 MSc/MA or MPH
	7
	1.7
	95.6

	 Medical doctor degree + speciality
	18
	4.4
	100.0

	Total
	406
	100
	100




                        

Reliability and exploratory factor analysis
Kaiser-Meyer-Olkin test had a value of .795, which indicates that the sample size was statistically significant for factor analysis. The Cronbach’s alpha test had a value of .832, which satisfactorily ensured internal consistency of the data collection instrument. The exploratory factor analysis indicated that 75% of the variance has been explained by three variables among the eight job satisfaction domains.

Job satisfaction scores
The median and mean job satisfaction score of all the respondents were 50 and 49, respectively, on a scale 1–100, which was equivalent to ‘Job dissatisfied’ on the Likert scale. From the five Likert categories, 133 (32.8%) were extremely dissatisfied, 169 (41.6%) generally satisfied or not, 91 (22.4%) satisfied, and 13 (3.2%) extremely satisfied. Only 25% of respondents were job satisfied as a result of the healthcare reform. Analysis of the Kruskal-Wallis test indicated that there is a significant difference in job satisfaction among the five study hospitals (χ
                           2 = 30.56, p < .001) (Table 3).Table 3Kruskal-Wallis test rank and test statistics of job satisfaction among study hospitals


	Rank
	Test statistics

	Hospital
	Frequency
	Mean rank
	Sum of ranks
	Number
	406

	1
	72
	228.44
	16 447.68
	Median
	50.00

	2
	56
	225.27
	12 615.12
	Chi square
	30.557

	3
	99
	227.87
	22 559.13
	
                              df
                            
	4

	4
	71
	156.08
	11 081.68
	Asymp. sig
	0.000

	5
	108
	184.42
	19 917.36
	 	 
	Total
	406
	203.50
	82 620.97
	 	 



                        

Descriptive analysis
Of the total 406 healthcare professionals who responded to the questionnaire, 221 (54.4%) respondents claimed that there were no improvements in instituting continuing education programs in the hospitals. On the other hand, 188 (46.3%) respondents agreed that there were task flow systems in the hospitals that clearly describe in detail job descriptions of staff. While 256 (63.1%) of respondents argued that salary increment has not been made in line with the healthcare reform (Table 4), and 181 (44.6%) respondents agreed that there are improvements in staff workloads. Regarding the existing management style, 198 (48.8%) respondents argued that the management system of the hospitals is not participatory and only 96 (23.6%) respondents perceived job motivation due to the reform.Table 4Results based on dimensions of job satisfaction


	Job satisfaction dimensions
	Level of agreement

	Agree f (%)
	Neutral f (%)
	Disagree f (%)

	Continuing education
	142 (35)
	43 (10.6)
	221 (54.4)

	Task
	188 (46.3)
	96 (23.6)
	122 (30)

	Salary
	93 (22.9)
	57 (14)
	256 (63.1)

	Workload
	181 (44.6)
	98 (24.1)
	127 (31.3)

	Management style
	153 (37.7)
	55 (13.5)
	198 (48.8)

	Job stability
	141 (34.7)
	184 (45.3)
	141 (34.7)

	Work environment
	161 (39.7)
	110 (27.1)
	135 (33.3)

	Moral satisfaction
	96 (23.6)
	77 (19)
	233 (57.4)

	Total % score
	36%
	22%
	42%




                        
Due to the healthcare reform, the healthcare providers achieved an overall job satisfaction mean score of 2.87/5. Comparing mean scores of the eight job satisfaction dimensions, the highest mean scores were reached in workload (3.19) followed by task (3.18), while the lowest mean scores were observed in salary (2.35), followed by moral satisfaction (2.46).
Analysis of the Kruskal-Wallis test indicated that gender, age, duration of work as a health professional, duration of work within the hospitals, profession and level of education had no significant influence on job satisfaction (p = .099, .684, .761, .105, .144, and .309, respectively). However, comparing job satisfaction among professions with descriptive analyses, the highest mean scores of satisfaction were observed in pharmacy profession (3.38/5) followed by health officers (3.17/5), while the lowest mean scores of satisfaction were observed in X-ray professionals (2.34/5), followed by nurses (2.82/5). Figure 1 described cross-tabulation of percentage mean score of job satisfaction by profession.[image: A12960_2017_188_Fig1_HTML.gif]
Fig. 1Cross-tabulation of job satisfaction by profession




                        

Predictors of job satisfaction
Table 5 presents eight independent variables of job satisfaction. In the bivariate logistic regression analysis, continuing education, task, salary workload, management style, job stability, work environment and moral satisfaction showed statistically significant association with job satisfaction. All the eight independent variables had significant associations with job satisfaction at a 5% level of significance. However, in the backward stepwise multivariate logistic regression analysis, only four variables have shown significant and independent association with job satisfaction, which were as follows: task (p < .001, adjusted odds ratio (aOR), 5.49; 95% confidence interval (CI), 2.31–13.07), workload (p < .072, aOR, 2.42; 95% CI, 0.93–6.34), management style (p < .006, aOR, 4.02; 95% CI, 1.49–10.83), and moral satisfaction (p < .001, aOR, 177.65; 95% CI, 59.54–530.08). While the remaining four predictor variables, namely, continuing education, salary, job stability and work environment had no association with job satisfaction in the multivariate logistic regression analysis (Table 5).Table 5Predictors of job satisfaction


	 	 	Job satisfaction

	Predictors
	 	Frequency
	
                              df
                            
	Sig.
	Crude OR (95% CI)
	Adjusted OR (95% CI)

	 	 	Dissatisfied
	Satisfied
	 	 	 	 
	Continuing education
	Poor
	39
	225
	1
	.906
	1R
                                          
5.934 (3.697, 9.524)
	1.083 (0.291, 4.029)

	Good
	72
	70

	Task
	Poor
	21
	197
	1
	.001a
                                          
	1R
                                          
8.615 (5.055, 14.684)
	5.491 (2.307, 13.069)

	Good
	90
	98
	 	 
	Salary
	Poor
	49
	264
	1
	.099
	1R
                                          
10.776 (6.355, 18.271)
	2.189 (0.864, 5.549)

	Good
	62
	31
	 	 
	Workload
	Poor
	28
	197
	1
	.072b
                                          
	1R
                                          
5.959 (3.643, 9.747)
	2.422 (0.925, 6.342)

	Good
	83
	98
	 	 
	Management style
	Poor
	40
	213
	1
	.006a
                                          
	1R
                                          
4.611 (2.900, 7.331)
	4.017 (1.490, 10.828)

	Good
	71
	82
	 	 
	Job stability
	Poor
	42
	223
	1
	.286
	1R
                                          
5.088 (3.191, 8.114)
	1.769 (0.620, 5.049)

	Good
	69
	72
	 	 
	Work environment
	Poor
	32
	213
	1
	.798
	1R
                                          
6.413 (3.955, 10.397)
	1.148 (0.400, 3.299)

	Good
	79
	82
	 	 
	Moral satisfaction
	Poor
	21
	289
	1
	.001a
                                          
	1R
                                          
206.429 (80.828, 527.2)
	177.654 (59.539, 530.08)

	Good
	90
	06
	 	 


                                    aSignificant at 0.050; bmarginally significant at 0.050



                        


Discussion
The aim of this study was to examine the impact of healthcare reform on job satisfaction in the public health sector in Ethiopia. The results revealed that healthcare reform significantly and negatively influences public healthcare workforces’ job satisfaction. The overall job satisfaction of the workforce was low, which was consistent with previous studies that focused on public healthcare professionals in Ethiopia [30–33] and other countries in sub-Saharan African such as in Kenya [34], South Africa [35], Uganda [36, 37] and Ghana [38].
The study revealed that the majority of the job dissatisfactions were due to moral dissatisfaction, management style, workload, and task. These four dimensions are priority areas that the government and partner institutions should involve to ensure a job-satisfied staff across the public healthcare workforce in the country. The statistical analysis we conducted indicates no significant difference in job satisfaction among different gender, age, duration of work as a health professional, profession and level of education (p > .05). However, the descriptive analysis showed a higher sense of job dissatisfaction with X-ray professionals than the other healthcare professions, which could be due to physical working conditions of X-ray departments [39]. Pharmacy professionals were the most satisfied with their job, which concurs with the findings of another study held in Ethiopia [40]. Hence, a high level of effort is needed to improve job satisfaction of public healthcare staff, but the level of efforts needed among the different professions could be different. Healthcare professionals that perceived better job satisfaction due to implementation of the reform might be those that were transferred to a better position as a result of the reform thought there was no statistically significant evidence emerged from this study.
Staff moral dissatisfaction was recognized in the current study as the most salient problem and took the highest share towards job dissatisfaction; which was in line with previous studies conducted in Ethiopia [32, 41–43] and other East African countries [44]. According to the FMoH 2015 annual performance report, despite several gains in the HRH capital and leadership in Ethiopia, delay in the implementation of health workers motivation and retention packages and ineffective HRH management are challenging the system. Moral identities are dependent on the recognition of staff’s own needs for professional satisfaction and care [45]. In the presence of multiple HRH challenges, healthcare providers in resource-limited settings were shown enthusiasm to perform, which may serve as a motivator for them to improve their performance and that of the overall health sector [46]. Recognition of the public health workforce to reward their work and behaviours is a fundamental need for them to extend their determinations towards meeting the intended goals of the hospitals. The recognition shall be made in such a way that it is relevant to the actual needs of the workforce. Regularly monitoring staff service performance data to reward and attract best-performing providers who bring innovative ideas and procedures.
The study provides evidence that despite implementation of the healthcare reform, the management style remains delicate. Policies and methods used to manage HRH are at the core of any sustainable solution to healthcare system performance [15]. HRH management should take healthcare reform effort as a key factor for reducing job dissatisfaction of the health workforce [47, 48] and build their technical competency as they have the largest share in the success or failure of a reform [49–52]. The hospital management needs to regularly re‐evaluate the skills of the workforce to identify and rectify any skill deficits or training requirements to use the workforce’s full potential to achieve their tasks. The management should develop and implement a clearly defined career path for all staff as indicated in the Continuing Professional Development (CPD) guideline for health professionals in Ethiopia [53]. Just as a capable healthcare workforce is needed, so are capable HRH managers to guarantee effective implementation and oversight of policies, norms, and procedures [3]. The management should insist the staff keep updating their knowledge through continuing medical educations, workshops, and conferences. The management should also strengthen communication throughout the hospitals to develop a culture that encourages innovation, collaboration, and the free exchange of ideas, while foster a positive and welcoming environment that can nurture a culture of respect, inclusion, and equal opportunity.
The workload in the health workforce adversely affects patient safety [54], value and quality of care [55, 56], and personal life of the workforce [57–59]. This study revealed that the healthcare reform efforts did not reduce the workload of the workforce. This may result in delayed care, adverse events, medication errors, patient falls, nosocomial infections and patient death. The likelihood of these consequences in public hospitals could be reduced by assigning competent health workforce that matches with the patient load. It is likely to minimize diagnosis, care and treatment errors through the deployment of competent and appropriate numbers of the health workforce. The Ethiopian FMoH reports an increasing trend in health workforce density in the country, though it is still far behind the minimum threshold required to ensure high coverage with essential health interventions [60].
Though salary, as an independent variable, had a significant association with job satisfaction at a 5% level of significance, it did not in the backward stepwise multivariate logistic regression analysis. This could be due to the establishment of private wings in public hospitals in line with the reform to contribute in financing the hospitals as well as staff. The private wing is meant to improve the quality and timeliness of services, especially on weekends, to help reduce the turnover of skilled manpower through additional compensations, and to motivate staff members to provide more and better services for an additional fee for those who can afford to pay. Until 2013, there were 45 public hospitals which opened private wing services nationwide [61]. If the private wing is implemented effectively throughout public hospitals in Ethiopia, job dissatisfaction resulted from salary and benefits could decrease more. Besides, the recent public transportation the government has availed for public servants needs to be valued and supported.
This study had some limitations. The dependence of the study on healthcare respondents in hospitals, but not in lower level health facilities such as health centres, as primary sources of data could be a source of some limitations. The possible effect of this has been mitigated by inclusion of all public hospitals in the study area which have been implementing the reform from the inception, and as much of healthcare providers in the hospitals as possible. The respondents included were those who were hired before the inception of the reform to select respondents who knew the performances of the study sites before implementation of the reform and who could better analyse the changes that occurred due to the reform. Meanwhile, additional studies in other regions of the country are required to substantiate these findings.

Conclusions
The results of this study provide new insight into the impact of healthcare reform on job satisfaction of public healthcare professionals. The healthcare reform significantly and negatively influences public healthcare professionals’ job satisfaction and its overall impact on job satisfaction was poor, which would hinder the ‘Health Sector Transformation’ movement of Ethiopia. The study revealed that the majority of job dissatisfactions were emerged from moral satisfaction, management style, workload, and task; thus, the four dimensions are priority areas that the government and partner institutions should involve to ensure a job-satisfied workforce across the public healthcare sector in the country. The conceptual terrain of this study marked that healthcare reform efforts are contingent on job satisfaction of healthcare professionals and such efforts should balance the demand and supply of both patients and providers for improved healthcare outcomes.
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