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ABSTRACT 
 

Introduction: Healthcare worker performance plays an important role in determining 

the quality and effectiveness of healthcare services. Understanding the factors associated 

with officer performance is essential for improving workforce productivity and 

healthcare service delivery, particularly in primary healthcare settings. 

Objectives: This study aimed to analyze the association between respondent 

characteristics (gender, age, education level, and employment status) and officer 

performance. 

Methods: An analytical cross-sectional study was conducted among 50 healthcare 

officers working at the Baliase Community Health Center, Sigi Regency in Indonesia in 

2025. Total sampling was applied to include all eligible respondents. Data were collected 

using a structured questionnaire consisting of respondent characteristics and 

performance assessment. Descriptive analysis was performed using frequencies and 

percentages. The association between respondent characteristics and officer 

performance was analyzed using the chi-square test with a significance level of p < 0.05 

Results: The majority of respondents were female (88.0%) and aged below 30 years 

(56.0%). Almost all respondents had higher education (98.0%), and employment status 

was equally distributed between civil servants and contract staff (50.0% each). Chi-

square analysis showed that gender (p = 0.368), education level (p = 1.000), employment 

status (p = 0.567), and age (p = 0.577) were not significantly associated with officer 

performance. 

Conclusion: Respondent characteristics were not significantly associated with officer 

performance. These findings suggest that organizational and workplace factors may play 

a more important role in influencing healthcare worker performance than demographic 

characteristics. 

 

Keywords: Healthcare Worker, Performance, Demographic Characteristics, Primary 

Healthcare. 

 

 

INTRODUCTION 
Healthcare worker performance is a critical determinant of healthcare quality and patient safety. Effective health services 

depend on competent and productive healthcare workers who are able to deliver consistent and high-quality care across different 

service settings. The quality of healthcare delivery is strongly influenced by the ability of health personnel to perform their duties 

effectively and efficiently, particularly in primary healthcare facilities where resources are often limited. Poor performance among 

healthcare workers may reduce service effectiveness, increase the risk of medical errors, and negatively influence patient outcomes 

and satisfaction. Improving workforce performance has therefore become a priority in global health system strengthening programs 

and human resource development strategies. Previous studies have emphasized that workforce productivity is closely related to service 

quality and organizational effectiveness in healthcare institutions (1–3). Healthcare systems with well-performing personnel tend to 
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demonstrate better service coverage and improved patient outcomes. Evidence indicates that workforce burnout and professionalism 

directly influence care quality (4), while large-scale international studies have demonstrated that staffing adequacy and workforce 

education levels are significantly associated with reduced hospital mortality and improved patient safety (5). 

Healthcare worker performance is influenced by a combination of individual characteristics, organizational environment, and 

psychosocial conditions. Organizational support, leadership effectiveness, and workplace environment have consistently been 

identified as important determinants of staff performance and productivity in healthcare settings (1,6,7). Supportive supervision, 

effective teamwork, and adequate staffing levels have been shown to improve employee motivation and service outcomes (8–10). In 

addition, occupational stress and unfavorable workplace conditions may reduce productivity and negatively affect healthcare service 

quality (11,12). Healthcare workers who experience high levels of job stress or low organizational support tend to demonstrate lower 

levels of performance and job satisfaction (12,13). Leadership practices and organizational culture also play important roles in 

maintaining workforce motivation and performance stability (14). These findings suggest that healthcare worker performance is a 

multidimensional concept that involves both individual capacity and organizational support systems. Therefore, evaluating the 

determinants of performance requires consideration of demographic and occupational factors alongside organizational influences. 

Demographic characteristics such as age, gender, education level, and employment status are frequently examined as potential 

determinants of healthcare worker performance. Sociodemographic characteristics may influence professional competence, 

motivation, and work productivity among healthcare personnel (2,15). Education level is often associated with improved knowledge, 

technical skills, and clinical decision-making ability among health workers (16,17). Healthcare workers with higher educational 

attainment are generally expected to demonstrate better professional competence and service delivery performance (17). Nevertheless, 

empirical findings regarding the relationship between demographic characteristics and healthcare worker performance remain 

inconsistent (1,18). Age is often associated with professional experience and clinical judgment, whereas younger healthcare workers 

may demonstrate greater adaptability and technological competence (15). However, several studies have reported no significant 

association between age and healthcare worker performance (4,19). Similarly, gender differences have not consistently been associated 

with variations in work productivity or service quality (20). These inconsistencies indicate that demographic characteristics alone may 

not sufficiently explain variations in healthcare worker performance. 

Employment status is another factor that may influence healthcare worker performance because differences in job security and 

organizational commitment may affect work motivation and productivity. Permanent employees generally have higher job security 

and institutional attachment, whereas contract staff may experience greater job uncertainty and lower organizational commitment (21). 

Despite these theoretical differences, several studies have suggested that employment status may not significantly influence 

performance when employees operate within similar organizational systems and working conditions (22,23). Performance outcomes 

may remain comparable when supervision systems, workloads, and organizational expectations are equivalent across employment 

categories (23). Evidence regarding the influence of demographic characteristics on healthcare worker performance remains limited, 

particularly in primary healthcare settings in developing countries where workforce conditions differ substantially from those in high-

income settings. Understanding the relationship between demographic characteristics and healthcare worker performance is therefore 

important for designing effective workforce management strategies. Therefore, this study aimed to analyze the association between 

respondent characteristics (gender, age, education level, and employment status) and officer performance using chi-square analysis. 

 

METHODS 

 
Study Design and Setting 

This study employed an analytical cross-sectional design to examine the association between respondent characteristics and 

officer performance. The study was conducted at the Baliase Community Health Center, Sigi Regency in Indonesia in April to July 

2025. The cross-sectional design was selected because it allows the simultaneous measurement of independent and dependent 

variables within a defined population and is widely used in health workforce research to identify factors associated with employee 

performance. 

 

Study Population and Sample 

The study population consisted of healthcare officers working at the selected healthcare facility during the study period. Eligible 

respondents included officers who were actively working and willing to participate in the study. Respondents who were absent during 

data collection or had incomplete questionnaire responses were excluded from the analysis. A total sampling technique was applied, 

in which all eligible officers were included as respondents. The final sample consisted of 50 respondents. 

 

Variables and Measurements 

The dependent variable in this study was officer performance, which was categorized into good performance and poor 

performance based on the total performance score obtained from a structured questionnaire. The questionnaire consisted of several 

performance indicators related to work responsibility, service quality, and task completion. Performance scores were classified into 

good and poor categories using predetermined cutoff values. The independent variables included respondent characteristics: 1) 

Gender, categorized as male and female; 2) Age, categorized into <30 years, 30–40 years, and >40 years; 3) Education level, 
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categorized as higher education and vocational school; 3) Employment status, categorized as civil servant and contract staff. 

Respondent characteristics were obtained through a structured questionnaire completed by the respondents. 

 

Data Collection Procedures 

Data were collected using a structured questionnaire administered directly to respondents. The questionnaire consisted of two 

sections: respondent characteristics and performance assessment. Respondents completed the questionnaire independently after 

receiving an explanation about the study objectives and procedures. All completed questionnaires were checked to ensure 

completeness before data entry. 

 

Data Analysis 

Data were analyzed using statistical software. Descriptive analysis was performed to describe respondent characteristics using 

frequencies and percentages. Bivariate analysis was conducted using the chi-square test to determine the association between 

respondent characteristics (gender, age, education level, and employment status) and officer performance.  

 

RESULTS 
A total of 50 respondents participated in this study (Table 1). The majority of respondents were female (88.0%), while males 

accounted for 12.0% of the total sample. More than half of the respondents were aged below 30 years (56.0%), followed by those 

aged 30–40 years (36.0%) and above 40 years (8.0%). Almost all respondents had a higher education background (98.0%), whereas 

only 2.0% had vocational education. The distribution of employment status was equal between civil servants and contract staff, each 

representing 50.0% of respondents. 
 

Table 1. Characteristics of Respondents (n = 50) 

Variables Categories n % 

Gender 
Female 44 88.0 

Male 6 12.0 

Age 

<30 years 28 56.0 

30–40 years 18 36.0 

>40 years 4 8.0 

Education Level 
Higher Education 49 98.0 

Vocational School 1 2.0 

Employment Status 
Civil Servant 25 50.0 

Contract Staff 25 50.0 

Source: Primary Data 

 

Table 2. Association Between Respondent Characteristics and Officer Performance 

Variables Categories Poor Performance n (%) Good Performance n (%) Total p-value 

Gender 
Male 1 (4.8) 5 (17.2) 6 

0.368 
Female 20 (95.2) 24 (82.8) 44 

Education Level 
Vocational School 0 (0.0) 1 (3.4) 1 

1.000 
Higher Education 21 (100) 28 (96.6) 49 

Employment 

Status 

Civil Servant 9 (42.9) 16 (55.2) 25 
0.567 

Contract Staff 12 (57.1) 13 (44.8) 25 

Age 

<30 years 13 (61.9) 14 (48.3) 27 

0.577 30–40 years 7 (33.3) 12 (41.4) 19 

>40 years 1 (4.8) 3 (10.3) 4 

Source: Primary Data 

 
Chi-square analysis (Table 2) was performed to determine the association between respondent characteristics and officer 

performance. Gender was not significantly associated with officer performance (p = 0.368). Female respondents represented the 

majority in both poor performance (95.2%) and good performance groups (82.8%). Education level was also not significantly 

associated with officer performance (p = 1.000). Nearly all respondents had higher education in both performance categories. 

Employment status showed no significant association with officer performance (p = 0.567). Civil servants accounted for 55.2% of 

respondents with good performance and 42.9% of respondents with poor performance. Age category was not significantly associated 

with officer performance (p = 0.577). Respondents aged below 30 years represented the largest proportion in both poor performance 

(61.9%) and good performance groups (48.3%). Overall, none of the respondent characteristics were significantly associated with 

officer performance. 
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DISCUSSION 
This study examined the association between respondent characteristics (gender, age, education level, and employment status) 

and healthcare worker performance in primary healthcare facilities. The findings indicate that none of the examined demographic 

variables demonstrated a statistically significant association with performance outcomes. These results suggest that workforce 

performance may be shaped more strongly by organizational and systemic determinants than by individual sociodemographic 

attributes. 

Gender was not significantly associated with performance. This finding is consistent with previous research indicating that 

productivity and quality of care are primarily influenced by competence, work environment, and institutional systems rather than 

biological sex differences (1,20). While gender disparities may influence career progression or leadership representation, routine 

clinical performance tends to remain comparable when healthcare workers operate within standardized protocols and equivalent 

supervision systems (18). In structured primary healthcare environments, performance measurement is often competency-based, 

which may reduce gender-related variation. 

Age also did not show a significant relationship with performance. Although older healthcare workers may possess greater 

clinical experience and professional judgment, younger personnel often demonstrate stronger adaptability to technological innovation 

and updated clinical guidelines (15). These complementary strengths may neutralize potential age-based performance gaps. Similar 

findings have been reported in previous healthcare workforce studies showing inconsistent associations between age and job 

performance (4,19). This reinforces the argument that performance stability in healthcare settings depends more on continuous 

professional development and supportive institutional systems than on chronological age alone. 

Education level, theoretically linked to improved knowledge and technical competence (16,17), was likewise not significantly 

associated with performance in this study. While higher educational attainment may enhance analytical and decision-making capacity, 

standardized service delivery protocols in primary healthcare facilities may minimize variability in observable performance. 

Moreover, structured supervision and ongoing training programs can mitigate competency differences among staff with varying 

educational backgrounds. Evidence from workforce performance literature indicates that formal qualifications do not always directly 

translate into measurable improvements in job productivity without adequate organizational reinforcement (7,22). 

Employment status (permanent versus contract) was similarly unrelated to performance outcomes. Although permanent 

employment is often associated with stronger job security and organizational commitment (21), empirical evidence suggests that 

performance differences diminish when supervision, workload distribution, and evaluation systems are standardized across 

employment categories (23,24). Motivation and retention are influenced not only by contractual status but also by recognition systems, 

leadership practices, and work climate (7). These findings support the broader human resource management perspective that 

organizational culture and management quality exert greater influence on performance than employment classification alone. 

Collectively, the findings emphasize that healthcare worker performance is a multidimensional construct embedded within 

complex organizational systems. Contemporary human resource for health frameworks highlight leadership quality, teamwork 

effectiveness, supervision strategies, and workload balance as primary determinants of workforce productivity (8,13,14,25–27). When 

these structural components function effectively, demographic differences may have minimal impact on performance variability. This 

systems-oriented interpretation aligns with global health workforce strengthening strategies that prioritize institutional capacity 

building over purely individual-level interventions. 

The absence of significant associations between demographic characteristics and performance carries important policy 

implications. First, workforce management strategies in primary healthcare should prioritize strengthening organizational systems 

rather than focusing recruitment policies solely on demographic profiles. Investment in supportive supervision models, structured 

performance appraisal systems, and continuous professional development may yield greater returns in service quality improvement. 

Second, policymakers should enhance leadership development programs at the facility level. Collective and transformational 

leadership approaches have been shown to foster high-quality care cultures and improve staff engagement (14). Strengthening 

managerial competencies among primary healthcare leaders may therefore contribute substantially to performance optimization. 

Third, institutionalizing equitable workload distribution and clear clinical protocols may help maintain consistent performance 

across diverse staff groups. Evidence suggests that adequate staffing patterns and positive practice environments significantly 

influence service quality and workforce stability (5,13,28). Integrating workforce planning with quality assurance systems could 

reduce performance disparities and enhance patient outcomes. 

Finally, performance improvement initiatives should adopt a systems-based approach consistent with global human resource 

for health recommendations (3,26). Rather than targeting demographic subgroups, policies should focus on strengthening governance, 

accountability mechanisms, supportive supervision, and team-based care models. Such structural interventions are more likely to 

produce sustainable improvements in healthcare service delivery. 

This study employed a cross-sectional design, limiting causal inference between respondent characteristics and performance. 

Additionally, performance assessment may be influenced by institutional evaluation mechanisms and reporting bias. Future 

longitudinal research is recommended to explore the interaction between demographic characteristics, organizational climate, job 

satisfaction, and leadership style. Mixed-method approaches may further clarify contextual mechanisms influencing workforce 

productivity in primary healthcare settings. 
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CONCLUSION 

This study revealed that characteristics such as gender, age, education, and employment status did not significantly impact the 

performance of healthcare workers in primary care facilities. This suggests that demographic factors alone are unlikely to determine 

workforce effectiveness. Instead, elements related to the organization and work environment, such as leadership quality, supervision, 

teamwork, and the overall workplace atmosphere, appear to be more influential in shaping employee productivity and the quality of 

care provided. Therefore, strategies aimed at improving healthcare worker performance should prioritize improving organizational 

structures, offering ongoing professional development, and encouraging supportive management practices in primary care settings. 
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