Public Disclosure Authorized

Public Disclosure Authorized

Health Systems for Outcomes Publication

Institutions for Health Care Delivery:

A Formal Exploration of What Matters to Health
Workers

Pieter Serneels and Tomas Lievens

September 2008

g)-lso Human Resources for Health (HRH)


wb350881
Typewritten Text
53120


INSTITUTIONSFOR HEALTH CARE DELIVERY
A FORMAL EXPLORATION OF WHAT MATTERS TO HEALTH WORKERS

EVIDENCE FROM RWANDA

Pieter Serneels, University of East Andlia

Tomas Lievens, Oxford Policy Management

September 2008

Abstract
Most developing countries face important challenggmrding the quality of health care that
is provided. While there is a growing consensus ligalth workers play an important role,
there is no framework to analyse their role. Usiuglitative data, we propose to take an
institutional perspective, and focus on four ingidnal factors that affect health worker
performance and career choice. Ranked in ordeasd ef malleability by policymakers they
are: incentives, monitoring arrangements, profesgimorms and health workers’ intrinsic
motivation. Using qualitative data obtained framerviews with users of health services and
different levels of health workers in rural and ambRwanda, we show how these factors
affect the quality of health care by impacting ba performance and career choices of health
workers; we also provide illustrations of threetitogional innovations that work, at least in
the context of Rwanda: performance pay, the estafkent of community health workers and

increased attention to the training of health woske
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1. Introduction

Many developing countries face serious problemandigg the quality of health care. There
is an increasing consensus that many of thesegmsbhave to do with both the performance
and career choices of health workers, as they therfoundation for health service delivery
and issues like poor attitudes towards patientseraieeism, corruption and embezzlement
have been well documented for a number of courtrieBut although recent work on
development emphasizes the central role of inaiitet, surprisingly little work looks at

institutions for health service delivery, whichtlie focus of this paper.

At least one reason for the scarcity of work os thithat it is unclear what the relevant theory
is in this area. Under these circumstances, msisful to start with careful exploratory

analysis, as suggested by Mookherjee (20@d)identify the problems and to characterize the
institutional factors that offer explanations; itaynalso serve as a base for the future

formulation of theory and hypotheses.

We use qualitative research, which has been suodgsapplied for this purpose in medical
and anthropological reseafcind focus on one country, Rwanda, where health marblems
are typical but where the institutional environmisndynamic enough to identify changes. To

% See for example Olivier de Sardan and Yaffré (20@3 provide elaborate evidence for urban areastioh
of Francophone Africa; McPake et al (1999) who jes evidence on coping strategies; Ferrinho @988
who illustrates dual practice; Belli et al (2004) mformal charging and corruption; Franco et &002) on
motivation, and Lindelow and Serneels (2005) orfgrarance problems of health workers in Ethiopia enor
general. There is also quantitative evidencegkample Chaudhurry et al (2006) on absenteeism.

* For a more elaborate treatment of institutions, ldedgson (1998), Acemoglu, Johnson and Robinsa5(2
In this paper we broaden the definition of consday also taking into account implicit contracterfns) and
internalized norms. The fourth factor has morddavith market design.

® As argued by Banerjee et al. (2005), exploratesearch is often not formalized in economic analgsit has
an important role to play as it typically is thesfistage, followed by the formulation of theorydarypothesis,
and their empirical testing. Such exploration lmees even more important in areas where it is redrolvhat
the relevant theory is, ‘as is the case in mosasad economics’ according to Mookherjee (See Meglee
2004, p7.)

® In practice, exploratory analysis in economicsyjsically quantitative in nature, adhering to thasbof the
economics discipline towards quantitative reseakeh.an illustration we carried out a search on téwen
“qualitative research” in two high ranked econofjaiarnals that specialize in overview articles: flfoarnal of
Economic Literature (JEL) and the Journal of EcoizoRerspectives (JEP) and find that neither oftéin® has
published a paper that uses this term (in titlestralst or body of text) over the last ten yearsjifgissued
around 960 and 760 papers respectively over the gmmod. Although other more specific terms maybed,
this is a strong indication that, although theresdsne very good qualitative work (see for exampéaviRy
1999), the methodology seems to receive limitedgaition within the economic literature.



that end we conduct semi-structured group discossiwith health workers and users of

health services in both rural and urban areas.

The discussions underline, first of all, that healorkers make conscious, albeit constrained,
choices about where, when, and how to woik.also reveals that these choices mostly
depend on four institutional factors: extrinsic @ntives, monitoring arrangements, norms,
and how to attend to intrinsic motivation. All fofactors affect both the performance and
career choice of health workérdn what follows we briefly discuss each factotumn.

Our analysis suggests that extrinsic incentivele- traditional focus of economics - are
important, but that health workers take a much deoaet of incentives into account than the
ones that are usually considered. Apart from ssdaand financial benefits - like free housing,
free access to health care for their family, etthey also consider less tangible job attributes
like access to training, chances of promotion, ofppadties for holding a second job, etc., and
more general factors, like whether the locatiorthef job comes with access to good schools
for their children and access to general infrastmaclike electricity, water, quality housing,
food markets, roads and transport, etc. Incentimea more general sense seem to be
important to help explain health workers’ careeoich and performance, probably more so
than existing empirical research - which typicalbcuses on earnings in narrow sense,
indicates?

A second factor is about the arrangements regandiogitoring and accountability, which
often tend to be weak. Sanctioning, for exampdepusually absent or lacks credibility.
However, given the wide range of tasks in whichealtih worker is typically involved. The

need for monitoring is high, but the very naturdhef work makes monitoring a challenge at

" Although this may seem obvious, it is in contradth most work on human resources in the healthiosec
which typically views health workers are passivecand assumes that they have uniform preferences

8 We distinguish these two groups of decisions: ¢hasated to the level of performance and thosated!to
career choices. The former have to do with how mamyrs to work, to remain absent from work or rfot (
example in order to carry out a second job), whality of health care to provide, whether to engage
inappropriate activities such as pilfering drugd @aformal health care, etc. Career choices hawotwith the
type of job, sector and location to work in: theide between working in the public, private-for-firor faith-
based sector, between working in an urban or d setting, between clinical care and public healthether to
move abroad and even whether to stay in the heatttor or not. The quality of health care provithgchealth
workers are determined by both performance andecaedated choices. The latter affects the fornmaresa job
that matches better with the health worker’s pesfees typically leads to better performance.

® Existing research suggests that earnings in @awasense has limited effect on performance (seeXample
Van Rijkeghem and Weder (2001), Barr et al (2004)).



the same time, calling for more innovative appreaclike performance pay and community

monitoring*®

This brings us to a third factor, namely norms.e Tiscussions suggest that health workers
who are surrounded by a culture of poor performafadeexample those in the public sector,
are more likely to also perform poorly, while thoserking in a place encouraging
performance - for example in the faith based secparform much better while receiving the
same salary. That norms directly affect a workpesformance and career choice confirms
both existing theory and evidence, suggestingwlaikers internalize norms over time — be it
at the level of the work place culture, the prof@sr society at large — to guide their own
behaviour (Deci 1975§!

A final factor is the role of intrinsic motivationy the inclination to provide medical care for
its own sake - without taking into account exterimalentives like earnings or social status.
Health workers as well as patients talk about timportance of ‘vocation’, and how
‘commitment’” may be different across sectors. rderlines the importance of intrinsic
motivation for both performance and career chaisesuggested by thedfyand calls for an

analysis of how institutions take differences itriirsic motivation into accourtt

In the next section we describe the data and metbgy, while Section three discusses the
performance problems of health workers and the wabmtext in Rwanda. Section four
discusses the institutional factors, while Secfiwa considers two institutional innovations;

Section six concludes.

2. Method

% The need for monitoring is usually considered ipriacipal-agent framework, stemming from infornoati
asymmetries between employee and employer.

1 Bartel et al (2003) for example show in their stud a US bank that differences in norms and attituin
different braches have a direct effect on perforeamBarr and Serneels (2008) show that workplacmsi@re
related to firm performance among Ghanaian Manufagy firms. Bowles (2001) discusses how norms als
affect career preferences.

12 See for example Deci (1975), Krepps (1997), Benatdd Tirole (2003). Intrinsic motivation is usiyafleen
as an individual characteristic that is a long t@moduct of both nature and nurture, and that cehaahanged
in the short term.

13 One example is the allocation of health workemutal jobs: do those who want to work in ruralaeget a
chance to do so?



Qualitative research offers an appropriate tooleiqgploratory analysis. Group discussions in
particular are useful as they reveal and contrastuiitude of perceptions and opinions, and
have been used with success in both medical anétemegsearch. The factors described
above emerged from analysing the qualitative dagaoitained from semi-structured group
discussions with health workers and users of hesdthices in Rwanda. Following a strict
methodology in the preparation, implementation andlysis of the discussions, we heard the
opinions of 73 individuals, 48 health workers aldduers of health services. In order to have
an open discussion we held six separate group stiEmms with different levels of health
workers - doctors, nurses and auxiliary health wskhalf of them in an urban area, the other
half in a rural town; and three group discussionth wsers: one in an urban area, one in a
provincial town, and one separate discussion watséhs Living with HIV/AIDS (PLWHA).

To allow for a richer exploration we tried to maxz® within-group heterogeneity by
selecting the participants using a number of dattdrat affect performance and career choice,
like age, gender, having children or not, the secfactivity (private for profit, private not-
for-profit, public), the type of facility (hospitatlinic, health post), having multiple jobs or
not, and working at a facility with a performancitiative* Table 1 presents the set up of

the groups and the profile of the participants.

4 We also took into account technical criteria toilfsate group dynamics (like selecting particigamtho are
not shy and who do not knowing any of the otherugranembers). Some challenges arose with identifying
health workers employed in rural private facilitiesvhich are very scarce- and female doctors wgrkinrural
areas.



Table 1: Discussion Groups and Participants

Kigali Provincial Total Per cent of
Town total
Focus groups 5 4 9 100.0%
Auxiliary nurses (A3 & A4) 1 1 2 22%
Nurses (Al & A2) 1 1 2 22%
Doctors (A0) 1 1 2 22%
Health users 1 1 2 22%
Persons living with HIV and AIDS 1 0 1 11%
Health workers 24 24 48 100.0%
of which: Auxiliary nurses 8 8 16 33%
Nurses 8 8 16 33%
Doctors 8 8 16 33%
Female 17 8 25 52%
With children 22 19 41 85%
below age thirty-six 15 10 25 52%
Public 18 20 38 79%
Private for profit 13 2 15 31%
NGO 1 2 3 6%
has formal second job 3 2 5 10%
with performance initiative 11 16 27 56%
Users 17 8 25 100.0%
of which:Persons living with HIV/AIDS 9 0 9 36.0%
Other patients/users 8 8 16 56.0%
Female 10 3 13 52.0%
With children 17 8 25 100.0%
last visit in health centre 7 7 14 56.0%
last visit in hospital 10 1 11 44.0%
last visit in public sector facility 13 5 18 72.0%
last visit in private for profit sector facility 2 0 2 8.0%
last visit in NGO/faith based facility 2 3 5 20.0%

The study was implemented in November 2005 andlitbaussions took place in a meeting
room in a health facilityf, were semi-structured using detailed scriptsgthsin average two

hours and a half, and were held in French for tbetals, nurses and pharmacists and in
Kinyarwanda for the auxiliary health workers aneé tisers. All discussions were recorded

and transcribed in French.

The transcripts were then coded, which means thelted was attributed to each unit of text
or quotation, reflecting the underlying contenttioé topic discussef. A quotation can be
given different codes when it refers to differempits at the same time. Where this occurs,

the association of codes can be analysed. In 16283 quotes have been examined and 35

15 Except for the discussion with PLWHA, which toolage at the headquarters of the Rwanda Network of
PLWHA

% This is a coherent entity of text varying from @eatence to a number of sentences.



codes have been used, reflecting the diversith@idsues of interest in the study. The quotes
reported in this paper are selected because af shbence and because they reflect themes
and issues recurrently brought up by participafte text was analysed with QSR NVIVO

2.0, which also allows for a limited quantitativeadysis relating to the associations between

quotations, which we include in the téxt.

3. Health Service Délivery in Rwanda: Context and Challenges

Despite substantial economic growth and signifidanancial resources allocated to the health
sector, Rwanda’s health outcomes remain pdoMajor health indicators including infant,
child and maternal mortality as well as life expedy at birth remain below the Sub-Sahara
African average (WHO, 2006). The Government of Raaahas done major efforts to rebuild
the health system since the 1994 war, and thisrésmdted in important improvements in
health infrastructure. Nevertheless, the util@maf health services remains low at 38%, with
a declining trend in utilisation between 1997 a@@2 (Ministry of Health, 2005). This low
utilization occurs despite a high population dgnsia stark contrast with most Sub-Sahara
African countries - and a traditionally mixed pubprivate health sector, which could both
work in favour of utilizationt? Analysts agree that human resources for heaith fbe main
explanation for this poor performance and are a &ewystraint for better health service
delivery in Rwanda.

What are the problems with human resources fortihhéalRwanda? As for many other Sub-
Sahara African countries, the challenges can b@elivinto those related to the size and
distribution of the workforce, and those relatedhéalth workers’ on-the-job performance.

With respect to workforce size, Rwanda has a loalthevorker to population ratio, even by

Sub-Sahara African standards: for eight out of stadf categories Rwanda scores below the

7 Since the discussions followed a preset scriptcame compare the number of quotes for a topic.amyd
number of quotations is seen as suggestive ofédlaive importance of that topic to health workeslow
number of quotations corresponds to the situatiberes the interviewer has prompted health workemih
topic but gets very few replies because the tapitot an issue.

18 Economic growth has been 7% per year since 199,(R2008) and public resource allocated to health
reached 12% of the national budget in 2004 (WH@820

19 The health sector in Rwanda has been charactesizadmix of public and private sector for mositsfrecent
history. However, while in the past not-for-praditd faith based organizations dominated the pisattor, for-
profit health facilities are increasingly put inape, especially in the capital. The not-for prettor has also
undergone change in recent years due the incrgaiesdnce of donor funded public health programsesh as
the Global Fund, the Bill and Melinda Gates Fouiwhatetc.



regional averag® Community health workers are the only exceptios, Rwanda has

comparatively more of theff.

While health workers who participated in the distoss recognize this picture, they also
point at shortcomings in human resource practiogsealucation policies that exacerbate the
situation. Facilities that have been mandatecetouit staff directly often seem to lack the

resources to do so. As a consequence especialty jourses often have to wait before they
can take up their first job. On the education side a mystery to most health workers why
there is still a numerous clausus for medical sttgjewvhile the limited access to secondary
education in general restricts the number of stigd&ho can enrol for either nursing or

medical studies.

Since health workers can choose where to work,l¢last popular positions tend to be
understaffed. This is especially the case for éigtducated health workers who are more
scarce and can therefore be more picky about ghaae of work. A good example is the
shortage of health workers in rural areas. In 200 17% of health workers in the public
sector took up a job in a rural area (Ministry adaith, 2006). When health workers in our
research talk about frustration and dissatisfadtiotme profession, they frequently relate this
to rural postings (in 15% of the cases). Privaet@ positions are often more popular than
public sector ones, while jobs in public healthrsée be more popular than those in clinical
care, because they are often better paid, butkesause they involve no health risks. Still,
when a job compensates for this kind of risks, #nages to attract health workéfs.Our
research suggests that higher earnings definitayribute to the higher popularity of private
sector jobs: when health workers talk about higy pa 15 out of the 17 cases they refer to

the private sector, for-profit or NGO'’s, and ofteention HIV/AIDS services.

21t has less than one fourth physicians per 10Bakitants compared to Sub-Sahara Africa as a whesle than
one half nurses and midwives, less that a sixtedetitists and technicians, about half the pharnsaesd
technicians,etc. (WHO 2006). Although the differesicmay to some extent be justified by the fact that
population density is much higher and as a consemukess health workers per population are nedtisddoes
not justify the large difference, as the figuremaén very low to equally populated areas elsewhdR@anda
does, however, have three times as much commuedtigthworkers per 1000 inhabitants.

21 To address these shortages, the Ministry of Hdwthset up staffing norms for each type of facilikgtual
staff numbers remain far below these targets weitls than 30% filled (Ministry of Health, 2006).

22 An illustration is the premium many NGO's pay foypicians involved in HIV/AIDS medical services yjray

6 times as much as the public sector for similavises (MMinistry of Health, 2006).



While shortages in some positions - for instanceunal areas - are a fact, they should not be
taken as a fait accompli. Job attributes, inclgd#arnings, can be changed in order to make
these positions more attractive. It is also impdrteo bear in mind that health worker
preferences are heterogeneous, with some healtkevgochoosing to provide health care
where it is needed most, and that preferences eamdulded to some extent as we will

discuss later.

Box 1: Unbalanced allocation of Health Workers

Rural areas are intolerable; life is difficult. yfou want your child to grow, you cannot accept tokain a rural
are. When you go there, you will plunge yoursel iroutine, will not be able to increase your ligistandard,
and you eventually become a peasant. Auxiliary worker in Kigali

It is Siberia! Doctor in Kigali

In a rural area, a doctor kills himself. He loosal elements that make up a real doctor, and will &ip with
25% of what he knew A doctor in a rurasiict

Nurses working in the rural areas are not satisfattl insult the patients; while doctors workingtire rural
areas become bitter to the point they don'’t takehtiiking patients, and all that because they’nacktin the
rural areas. User in Kigali

(-..) there’s no plan of development for a doctor kimy in the rural areas; once you're affected te thural
areas, it's as if you're lost in the rural areashf lack of this career development for the doatoa irural area
means that once you're affected or mutated, iKe & punishment. Doctor in a rural
district

Apart from shortages in some types of posts, arsbtygpe of problem is health workers’ on-
the-job performance. In the discussions, healthkers themselves as well as the users of
health services identified a number of problemsgctvican be summarized in four categories.
Firstly, many health workers have poor attitudesai@s patients and seem to have weak
patient management skills. They are frequently iltgand rude, favour some patients above
others and often care little about the long waitiinges for patients. The importance of this
issue for users is underlined by the fact that 6if%he quotes from users are about the
reception of patients and health worker attitudédgsenteeism among health workers is a
second problem. Many health workers stay absemh fnork during parts of the day, or
sometimes the entire day, and this appears to bstlyncelated to a second job and
particularly high among health workers in urbamaarand doctors. About 40% of the quotes
on absenteeism (26) refer to doctors, underlinimgt they can organise their own time
schedule freely. A third problem is the presentearuption and embezzlement among
health workers. Corruption varies from asking silte helping patients jump the queue or

escape high bills, to asking extra payment for isesvoutside working hours, or in some



cases falsification of documents. Sometimes moyejdts are perceived as a token of
gratitude. Embezzlement of drugs and materiats @adsurs, as materials are taken away from
the facility to be used in the provision of inforintare, while drugs are often sold on in the
market. We collected 73 quotes on inappropriateabeur, indicating that it is firmly
present. Interestingly, examples almost exclusivefgr to unorganized and petty corruption.
A final problem is the lack of medical skills amohgalth workers, especially among nurses
and auxiliary health workers, who are themselveacemed about their own lack of
knowledge, for instance in how to deal with HIV/ADThe latter is confirmed by people

living with HIV/AIDS, who complain about the lack &nowledge among health staff.

All four types of performance problems turn oub®far more important in the public than in
the private and faith-based sector. Patients engeh#isat health worker attitudes are better in
private-for-profit and faith-based facilities; h#mlworkers point out that absenteeism,
corruption and embezzlement are lower in the peivegctor. Both patients and health
workers suggest that this has to do with the higbay, the superior monitoring and
accountability mechanisms, and the difference imkwaulture in the private sector, while
health workers in faith-based facilities are moergeerceived to be more committed. But the
respondents suggest that the situation in pubdiitias is improving with both absenteeism
and embezzlement of drugs apparently falling. iFhplementation of performance related
premiums, the training of health workers on quadisgurance and the increased monitoring of
health workers by community representatives aregdeed as playing an important role in
this and this.

Although our research focuses on Rwanda, all tbblpms we identify seem to arise in other
countries. Explorative research for Ethiopia simio ours identifies very similar problems,
while Olivier de Sardan and Yaffre (2003) find dieniproblems for most capital cities in

Francophone West Afric&’

Box 2: Perfor mance Problems among Health Workers

Poor Attitudes

To receive the patients well, you need sufficiamd aapable personnel. The faith-based sector hasign
personnel and equipment, but the public healthreeotten lacks personnel and equipment. Therefe@le
don't like to go to public health centres. User in a rural district

% see Lindelow and Serneels (2007) and Olivier dd&@aand Yaffre (2003) respectively.
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Health workers in the public sector may receiveigras badly because they know there are no consegsg
but in the private sector the employer is usuatlyumd and observes how things are done.

Auxiliary health worker in Kigali
.. and if you dare saying you feel bad, they reaxrily which makes you even sicker. User in Kigali
There was a mother who took her ill baby to thepitakasking for drugs and the nurse said ‘Go awayen
your baby dies, | will deliver another one for ypthe nurse is still working at the hospital; unfionately the
baby is dead. User in Kigali
Health workers [in the public sector] insult patisrwho are for example dirty. Auxiliary worker in Kigali

Absenteeism and shirking
Doctors are more absent in the public sector thathe private sector. Doctor in a rural distrig

To some of the remote health centres, you can ddiad no one to receive you. User in a rural district

When the State has prevented you to take up anjoihefor example with an NGO. Then, you just actfgou
work. Doctor in Kigali

Many health workers pretend to work. Doctor in Kigali
Corruption and Embezzlement
Patients paid more than was reported in the registe’'ve found many of those cases

Auxiliary worker in Kigali
There may for example be an agreement betweeratienpand the nurse: the patient leaves at nigid & the
morning it is observed that the patient left withpaying. In fact he has given money to a nurse

Doctor in Kigali

Some doctors sign medico-legal documents makingghip. Nurse in Kigali

The theft of small material is really very frequent you can never know who did iAuxiliary worker in Kigali

We had a case where nurses embezzled drugs, soig thok the money of the community and used thé&r
proper consumption. Doctor in a rural district

The embezzlement of drugs had become importamobuive require that when leaving the office youstwe
next person what is not there. Auxiliary worker in Kigali

Lack of technical Skills
There are health centres headed by an auxiliaryithesorker; this leads to problems regarding theality of
care. Doctor in Kigali

In our health centre there’'s only one A2 nurse. iVbiee leaves for training, | remain alone and dergthing
without being properly educated. | do it but it Hgas a problem Auxiliary worker in a rural district]

Our knowledge is not sufficient. The training tleaadministered does not arrive at our level.
Auxiliary worker in a rural district]

11



4. How Institutions Explain Health Worker Behaviour

Four institutional factors emerge from the discossithat, through their effect on health
worker performance and career choice, have a detegninfluence on the quality of care
provided: incentives, monitoring and accountahiliborms and work place culture, and

intrinsic motivation. We discuss each in turn.

41 The Roleof I ncentives

Classic economics argues that people who are pai@,nperform better. But there is no
consensus why this is the case, as the relationsdnipgo both ways. Workers may be
performing better because they are paid more, ey thay be receiving higher payment
because they perform better. In a public sectatecd, where rewards are heavily regulated,
the question then becomes whether the existingrosaare sufficient to either make health
workers perform well or to attract workers who pent well. There is limited empirical
evidence on the relationship between payment arfdrpgance in the health sector. A small
literature looks at the effect of earnings on cptiobehaviour, and suggests that the effects of
earnings in a narrow sense are small. Barr et2803), for example, using a behavioural
experiment, find that earnings reduce embezzlententthat the effect is limited, while Van
Rijkeghem and Weder (2001), using cross-countrya,déibd that higher public servant
salaries (relative to manufacturing wages) are aatam with less corruption, but neither
Treisman (2000) nor Rauch and Evans (2000) have akle to replicate the result. They do
find suggestive evidence, however, that employnsentirity and recruitment and promotion
have a more important effect on corruption, sugggdhat job attributes in a more general
sense have a larger effect on performance. SimnMalence emerges from another strand of
the literature, such as the - mostly exploratowork on absenteeism among health workers.
Chaudhury et al (2006) find for example that abseistm is lower when facility conditions
are better, while Banerjee, Deaton and Duflo (2G0%) that it is highly correlated with the

cost of getting to work.

Incentives and rewards also affect health workeeseer choices, as they determine how
attractive a position is. As argued by the thedrganpensating wage differentials, jobs with

less attractive attributes typically offer higheages in order to attract workers. Serneels et

12



al. (2007), using contingent valuation, determineaivwage premium is needed to make
health workers in Ethiopia take up a rural posteyffind that, to get 80% of health workers
take up a rural position, public sector salariesrforses and doctors need to increase with
57% and 83% respectively, suggesting that smahgbsiin salaries will have a limited effect

on the distribution of health workers.

Our research confirms that incentives and rewaftectahealth worker performance and

career choice, but especially when interpreted lmoad sense. Apart from earnings, which
include the health worker’s salary and his compemsdor over-time, other financial benefits

like the health worker’s pension, the per diem éeeives for field work or training, and the

reimbursement of health care costs for his famignroers, are also important. Non-financial
benefits, like access to training, and other camtia stipulations, like job security, are also
recognised as important job attributes. Finalhgiriect factors that are associated with the
place of work, like access to quality housing amidastructure, including good education for
their children, and access to other income oppdaitsn like a second job, also play an

important role?*

The importance of earnings is underlined by thé thaat insufficient reward is the single most
important source of frustration among health wasketith 25% of the quotes about low
satisfaction referring to low remuneration. Esp#gilower level health workers indicate that
their earnings are not sufficient to satisfy theibaneed of family life. Because earnings are
modest, health workers often engage in secondaiyites. This has an effect on their
performance, and health workers argue that theyldvparform better if they would get a
higher salary. The rewards associated with a @tamly contribute to explaining health
workers’ job preferences. Posts in rural areas,eftample, come with lower access to
infrastructure and good schools, lower availabiiifysecondary activities, and lower access to
alternative employment opportunities; they alsoehavcost of personal and professional
isolation attached to them and may limit futureeearopportunitie$® Doctors, for instance,
have almost no incentive to work in rural areasesithey earn more, can specialise, and enjoy

a higher quality of life — both professional andgmmal - in urban areas. Because of this large

4 Serneels et al. (2007) provide quantitative evigetat especially access to education for childaeness to
training and promotion for the health worker hinfisle key factors in the choice between a rural armhn
post.

% Because the quality of care in rural facilitiegyipically basic, working in a rural post is histaily seen as a
signal of low skills. Not-for-profit facilities ahNGOs often value rural experience.
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difference between urban and rural areas, rematdrasefits, which typically represent only
a small percentage of the salary, will have a Bohieffect, although they may convince some
health workers. A more detailed quantitative asiglys needed to find out what premium is
needed.

Differences in rewards also help to explain thei@hdetween sectors, but again, only to
some extent. Although many health workers predework for the private for-profit sector,
which pays the highest wages, some prefer to worktife public sector because it offers
higher job security, access to training, and actes®sedical care at a reduced cost. Still
others prefer to work for the faith based sectdrictv follows the public sector salary scales
but also provides additional financial benefitsg arsually provides on the job training. Thus,
salaries by themselves seem to have some but nagkrpower to attract health workers to

certain positions.

Box 3: The Importance of Incentives for Health Worker Perfor mance and Career Choice

Earnings
Doctors’ salaries should be increased in order thalhen he goes to work he does not go to workufstrgome|
hours and then goes elsewhere to earn more. User in Kigali

If we want a doctor to deliver a good service, leeds to have a good salary, to live, to ensurdasly can
live, and to ensure that when he treats 10 patjehty are treated well. Person living with
HIV/AIDS

If our salary were increased, we would work betied, moreover, be extremely happy while at work.
Auxiliary worker in a rural district]

We have friends - lawyers, economists, and otharsl-when we talk to them, we hear what they eard,find

that they earn much and work little. Doctor in a rural district
In the private sector or in an NGO, one earns aolbinoney. Nurse in Kigali
Public health pays best. They are paid but do me€ho work. Doctor in Kigali

Other attributes
There is the training, medical care, annual salargrease. The most important advantage of the pugctor is

the access to low cost medical care; we only p&g d5the bill, even of the drugs. Nurse in Kigali
Stability

What's important is the job stability. In the pubsiector one has more security even if one is aiot @s good ag
in the other sectors. Nurse in Kigali

It's true we've been talking about salary and otlpeoblems in the public sector, but it's not likithwthose
Americans [who are investing in public health bgrshg new NGOs] who are here for a set period oahd
will leave afterwards, so they can chase you oyt tme. Then it's better to earn a small but regudam of
money. Auxiliary worker in Kigali

In private health centres, one never signs a camntréou just draw up a convention and when it'sassary, the
employer fires you, but as long as you work wellkéeps you. Auxiliary worker in Kigali
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Training
An advantage of the public sector is that one ngztraining. Auxiliary worker in a rural district]

If we had the choice between training and salagyease, we'd choose training. Nurse in Kigal

A specialisation is generally obtained in the paldiector; it's far more difficult to specialise the private
sector. Doctor in Kigali

Public-private
You can’'t compare the faith-based sector with tbblip sector, for example, in certain faith-baseskpitals,
they have specialists coming over and staying ffier @ two months and then you receive training.

Doctor in a rural district

Rural urban
In the public sector, it is encouraged to workhee tural districts and you receive a premium.Nurse in Kigali

It's necessary to have a second job. Experiencevsltbat almost all doctors in Kigali have a secagnd
job. In the rural areas, this is not possible besathere are no opportunities for a second job.
Doctor in a rural district

What we would need to be motivated to go to a rarah? A salary increase. Equipment. The posgibibr
further training. Access to education for the cheld Doctors in a rural distrigt

Doctors in the rural areas have a particular reptita in the medical corps, they make many mistakelsdo
things in a mediocre way Doctor in Kigali

In the rural areas, a doctor would kill himself Ymose all that makes you a real doctor, you endvith 25%
of what you knew A doctor in a rural district

4.2. Monitoring and Accountability

Monitoring and accountability form a second fadtwat affects both performance and career
choice, and although they are important in any esment, they are especially important in
health professions. Indeed, since health workegags in multiple tasks for which the
outcomes are often difficult to observe, employm@nitracts are highly incomplete leaving
plenty of scope for moral hazafdl. The role of monitoring is attracting growing atien in
micro-economic analysis and specifically for publgervant¢! Generally speaking,
monitoring can take different forms: agents cannmmnitored from above — in our case by
their superior or a representative (for exampleealth inspector), from aside — by their
colleagues and peers, or from below — by theirntdieor the community they serve.

Regarding the subject of monitoring, there are approaches: monitoring can focus on

% See for example Dixit (2001) and Le Grand (20@8)af discussion on these themes for civil servants.

2" One of the key reasons seems that it helps taixplhy contracts are relatively simple in pragticecontrast
to what theory predicts. Indeed, the literaturecontracts, mostly theoretical in nature, doesseem to fit with
the empirical observation that in reality most caats are relatively simple, as argued by Chiapaod Salanie
(2002).
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outcomes or on processes. An important questidrowe much monitoring is needed. Too
little monitoring is ineffective, while too much imefficient and may negatively affect
performance as it erodes motivation. Also impdrta the sanctioning mechanism.
Monitoring is likely to have limited effect withowredible sanctioning. Serneels, Lindelow
and Lievens (2008), studying absenteeism in thdthhesctor in Ethiopia and Rwanda,
observe that punishment in case of detection iy wedikely, rendering any monitoring
strategy ineffective. There is, however, limiteetadled empirical evidence on the role of
monitoring and accountability because one needgutienal variation to study the impact of
monitoring. EXxisting work on the education sedtaticates that monitoring can have large
effects, for example on teacher absenteeism (Deiflal.,2007) or on the management and
fund allocation at the school of funds at the stHewel (Reinikka and Svensson, 2004).
Evidence from behavioural experiments also sugdbatshow the monitor is appointed — for
example whether he is elected by the communityobrnhas an effect on performance (see
Barr et al. 2004).

Health workers and users have much to say abouitonoig and accountability with 80
guotations directly attributed to this theme. Theyfirm that it is difficult for employers to
monitor health worker performance and that monipiand accountability systems can differ
greatly across sectors and locations; they are @vaakhe public than in the private and faith-
based sectors, and less present in remote aresexs point out that health workers are not
sufficiently accountable. Sanctioning for bad perfance is unheard of, except for specific
and extreme cases of recurrent misbehaviour, likaekihg and fighting at the workplace,
according to health workers themselves. Espeatttors are weakly supervised. The annual
performance evaluation system that is in placéénpublic sector with the aim of monitoring
individual behaviour is seldom used, and wheres itised, it is perceived as too subjective.
The current efforts from the Government of Rwanalattribute a larger role to community
monitoring and to reduce the need for monitoring rogking pay more dependent on
performance, have created high expectations; wkiaeathese new interventions in Section
5.

Box 4: Monitoring and Accountability

There’s no system of supervision in the publicasect Doctor in Kigali

Here in the hospital, a nurse can commit a profesal mistake but there is no law that can punish.hi
User in Kigali
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In the faith-based sector, health workers are gmmiusly monitored. It's impossible to have timetegs
User in a rural district

In the private sector, you're sacked even for aanimistake, but in the public sector you're sackedly if
you're really impossible. Auxiliary worker in a rural district]

It also depends on where you work; fraud can odoupublic health centres, but in the faith-basedpoivate
sector it's far more difficult since the controlrisuch more rigorous. Doctor in a rural district

We have an annual evaluation that should normadysént to the Ministry of Health, but it is notpested and
is not being done regularly. Nurse in Kigali

Performance is evaluated using an evaluation fdyat,it is of no use because there is a problemb@ativity:
who evaluates whom and how? Nurse in Kigali

| give everybody “very good”; it's subjective becauthere are no objective criteria. Doctor in Kigali

4.3 The Role of Norms

Norms can generally be seen as an implicit way ohitoring or an implicit contract
enforcement device (see Fehr et al 1997). Prafieashorms are believed to be fundamental
in constraining opportunistic behaviour among sErvproviders, especially in the health
sector’® For our purpose, we can think of three relevamels of norms: society wide norms,
professional (peer group) norms, and workplace sornsociety-wide norms are relevant
because one expects that, ceteris paribus, casruptnong health workers will be higher if
there is more corruption in society at large. Rg®up norms are important because they
determine professional success and recognitioly; dhe guarded by a professional body, like
the Order of Physicians. At the level of the wptlce, norms provide a way of monitoring
daily behaviour like attitudes towards patients,rkv@thic and engagement in corrupt

activities.

The group discussions focus on norms related tdegsmnal and workplace culture.
Professional norms are typically acquired duringfessional training, and there are
indications that the strength of norms varies acrsshool$? Work place norms vary

substantially across sectors. Private for praidilities seem to be more client oriented, but

also more money oriented, have a heavier work ladule health workers in not for profit

%8 gee for example Frank (2004), Ferrinho and Varbérghe (2000, 2002), Ferrinho et al (1998) and Teend
(1997).

2 An alternative way to look at norms obtained dtost is to consider them as socialized motivatias,
described in the next section. As norms taughtnduprofessional education are internalized, thegps
motivation, which at least in part springs frommadhat are internalized over time.
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facilities have a reputation for being dedicat@udiblic sector facilities have the most damaged
image, and are perceived as having weak work etBiome work place norms have been
transformed into bylaws, which health workers ageeted to follow. With the foundation of

the Ordre des Médecins in 2001, professional ncenesnow being evaluated and health
workers place high hopes in this auto-regulatorgiybtm enforce internal rules and provide
credible punishment where needed. Nurses have ssqueheir hopes that they too would

have an Order soon.

Box 5: Professional and Workplace Norms

The regulations are clear, if you are working fbetgovernment, you are expected to have a certtinde.
Doctor in a rural district

The bylaws consist of a number of rules to folldva. person does not respect a rule, he is toldsd informed
about the sanction, the first time orally, the setdime in writing. If it happens another time, tha&nction is
applied. Nurse in a rural district

If you compare the public and the faith-based gsegtou’ll find that there are more problems in tpeablic
sector because the health workers know they cdmetaicked easily. User in a rural district

| have the impression that there is a system whegally goes very badly, when it is absolutelyaclthat there
is a problem, then, something is done, the persdataimed or something else. Doctor in Kigali

Since the order of doctors has been created thawe lbbeen investigations undertaken, and some dobimre
been suspended. Doctor in a rural district

People love to go to the private sector becausehttadth personnel speak kindly. They treat fewepdsi and
take time to speak at length with them; consequenthen the patients leave the health centre, #reyvery
happy. Auxiliary worker in Kigali

4.4. Intrinsic Motivation

As mentioned earlier, intrinsic motivation is theye to do something for its own sake. It
comes about as the internalization of norms owvee tibut since this is a slow process,
intrinsic motivation should be considered exogenimughe short run. Intrinsic motivation

affects performance in the sense that more motiva¢alth workers tend to perform better. It
can be seen as a self-enforcing contract that leadshigher performance outcome (Deci,
1975)*° A weakness of many existing payment schemesatstiley do not take into account
the heterogeneity in performance due to differemeanotivation, an issue that performance

pay may be able to address.

3% which is more likely to arise in some environmentsuch as NGO'’s - than in others because these
environments are better suited to overcome ageratygms (see Glaeser, 2001; Pauly, 1987
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Intrinsic motivation also affects career choicetas highly correlated with career preference.
31 Individuals prefer a job that satisfies their imsic motivation®? An important question is

also how candidates are allocated to jobs. In Ra&andtching takes place through a largely
unregulated market — thus taking into account cifiees in preferences and intrinsic

motivation>®

Although intrinsic motivation should be considehstant in the short term, it may change
in the long term. This may happen for two reasoRgst, new norms may be internalized
over time. For instance, health workers who happework in a corrupt environment for a
long period of time may revise their norms and ‘getialized into corruption’. Second,
extrinsic incentives may crowd out intrinsic motiea. Seabright (2002) illustrates how
satisfaction derived from intrinsic motivation magnflict with that derived from extrinsic
incentives, explaining why paying for activitiesattare done out of intrinsic motivation may
reduce performance. Titmuss (1970) makes a simpit@nt much earlier emphasising the
importance of altruism in the organization of blatmhation3*

Health workers in Rwanda make generous use ofgiaes vocabulary when describing their
motivation to work in the health sector, using wsrtlke ‘vocation’, ‘devotion’ and
‘apostolate’. They attribute an important roleintrinsic motivation, arguing that one needs
to have high intrinsic motivation to surmount lowayprelative to high effort, poor working
conditions, the lack of career perspectives and rikle of getting HIV/AIDS. Some
participants argue that intrinsic motivation isated to religious beliefs and those working for
the faith-based sector are said to be ‘more coradiito their job than others. In general, the

31 Serneels et al (2007), using quantitative analysisls for example that motivation is a major expitory
factor of health worker’'s willingness to work inraral area in Ethiopia, and that motivation is bothated to
exogenous variables (like gender and age) and paitgrendogenous variables like having attendedN&O
school.

32 Besley (2005) argues that how a system functitresdy builds in selection criteria. Applying thi politics,
he argues that the political system in itself detaes who self-selects into politics.

3 Allocation mechanisms - whether an unregulatedketara regulated market or an alternative allocatio
mechanism like a lottery- have received some atterih high income countries — see for instancehRatd
Sotomayer (1990) for how the allocation of medidattors in the US has been redesigned over timehdoe
received very limited attention in developing coied, and there is certainly place for a more actdle in the
design of these institutions. Roth (2008) pointsypical problems like thinness and congestion, amgies that
allocation can be engineered to be more efficient.

3 The best known example for this is provided by €yeand Rustichini (2000) who show that when a fine
imposed on parents for picking up their childrete lxom Kindergarten, more parents come late. Bason is
that they do no longer see ‘being late’ as configctwith their intrinsic motivation, but now see &sas an
entitiement for which they pay. For other work e trowding out of intrinsic motivation see alsmBlou and
Tirole (2003).
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discussions indicate that there is substantial rbgémeity in motivation among health
workers. Because of the importance of intrinsidivation, health workers are concerned that
the performance initiatives, which provide bonusesording to reaching quantifiable
objectives, may erode commitment because perforenantypically measured in terms of
guantifiable objectives, and may stimulate a marechanical’ behaviour among health

workers.

Since health workers can choose freely where thesk w Rwanda, and social relations are
perceived less important to get a job comparedht gast, those with high intrinsic
motivation self-select into positions they liker fostance posts in the faith-based sector or in
rural areas. The for-profit sector, which oftenspoigher demands on health workers and also
provides higher payment, may attract a differeofile of health workers. The public sector
seems to attract health workers who plan to coatiion further specialization, or those who

do not find a job in the (for-profit or not-for-git) private sector.

Box 6: Intrinsic M otivation

Some say being a health worker is an apostolate. Doctor in a rural distrigt

Whether you want it or not: when you study medjcjoe have a vocation. If you do not have this tionayou
will fail. A doctor needs to be permanently devptedoctor without devotion is not a doctor.Doctor in Kigali

When you have a vocation it is impossible to doetbimg else. Auxiliary worker in a rurdistrict

There is always this vocation, which pushes yogditinue even if conditions are not met: the salahg
equipment, the other colleagues, the professiongirenment; but since lives are threatened, youmrshed to
continue, the situation is more or less comparaibléne public, private or faith-based sector.

Doctor in a rural district

We always work longer than the planned timetalble a vocation; you cannot leave a patient becatisdime
to go. Nurse in Kigali

Health workers in the faith-based sector are mooenmitted to their work compared to those in thelipub
sector.
Auxiliary worker in a rural district

Today, health workers only seek money. Person living with HIV/AIDS

3 Job mobility between the sectors is said to alseehacreased in recent years. Recently, the Minist
Health (MOH) tried to reduce the outflow of healtlrrkers from the public to the private sector bsuiag a
circular note that should restrain Non Governme®taanisations (NGO) in their aggressive approadhttract

health workers from the public sector
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5. Institutional |nnovationsfor Service Delivery

We focus on three innovations that are being implged in Rwanda and deserve special
attention: the gradual implementation of perforneapay, the establishment of community
health committees and the training of health wakier attitudes and patient management

skills.

Perfor mance Pay

In the private for profit sector pay is typicallglated to performance and workers who
perform well receive a higher salaryrhis has inspired policy makers to establish alami

performance related pay system in the public sectar2001 the Government of Rwanda
started the Initiatives for Performance (IP) intanier of public and faith based facilities. IP
makes part of the funding that a facility receidependent on its performance. An important
characteristic of IP in Rwanda is that performaisceot measured at the individual level, but
rather at the facility level and it is thus theili that receives a reward if it performs well.

The facility itself determines how to distributeetipremium among the health workers, so
there is scope to pay higher wages to better panfgr health workers; it can also decide to

use the additional funding for hiring extra perselnn

In general, the Initiative for Performance receigepositive evaluation from both health
workers and users of health services in our disonssHealth workers monitor each other
more than before and this has improved their perdmce. IP seems to have had both a
guantitative and qualitative effect: it seem todawreased the number of vaccinations, pre-
and postnatal care and curative care consultaf@hich are all part of the targets); and it also
has improved the attitudes of health workers towardtients, the quality of care, and the
teamwork among health workers. A reported shortHgke is that it translates mostly into
extra payment but not into improved career devekgmhence almost half (14 out of 30) of
the quotations on performance pay refer to the gaymmodalities of IP. Another potential
down side, according to patients, is that it enagas health workers to implement certain
activities mechanically, thereby eroding the gyatif care. Thus, although it may induce
health workers to put more effort in their job, tsséear that effort will be directed towards
certain activities, usually the more profitable.e&8uring performance at the facility rather

than at the individual level certainly reduces tieisdency, by increasing peer monitoring and
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team motivation. Some health workers are alscatigfged with the lack of transparency of
how the premium is distributed within the facilityrinally, IP has created high expectations
but cannot address all shortcomings. Health werkemplain that it has not solved the lack
of equipment and the shortage of technical skillsealth workers.

Box 7: Perfor mance Pay

A health worker knows that if he does not work wiélhe is absent, if he is too late, if his seevis not
appreciated, this will decrease the premium thathiealth centre receives. It makes that persoromials each
other. Everybody knows that the one that worksybadh be sacked and risks being accused by hisazplk;
this leads to a higher degree of accountability angher productivity User in Kigali

You're the only doctor to consult. But with the tihe recruits, and instead of one doctor, you'redrample
five. So there’s an improvement in the work coadgiand you're no longer stretched. Doctor in a rural ares

Now, we see that there’s improvement in the midinvaf health workers. Regulations have been dgesl by
each health centre and have to be followed. Thalagigns are such that when they are not followsadt of the
premium is withdrawn, which makes the personnelenarcountable and more responsible. We are more
conscious of what we have to do. The stabilityuofp@rsonnel is also assured by this premiunurse in Kigali

Patients are better received, the guards are bettganised, but as for quality, technically spokirere has not
yet been improvement because there is no techsuigglort, no equipment. Doctor in Kigali

In vaccination for example, before the premium wsked ourselves why we had to fetch children thage wet
vaccinated, but since IP, we are obliged to go aadrch this child that has not been vaccinated bseave
know that this activity is paid for. Nurse in a rural district

There’s inequality in the distribution of the premm, even if we do the same tasks and have the diginena.
Auxiliary worker in Kigali

It is a good initiative, but performance should fnat be acknowledged in financial terms, | thirdople also
want advancement in their career, they want proaroti Doctor in Kigali

But what often happens is that after a while, thetiee risk of routine, to carry out lots of acties that are not
necessarily of good quality; something that can endlie Initiative for Performance perpetual is a stamt
monitoring system. Doctor in a rural district

Community Health Committees
As part of a wider move towards decentralizatiomd anvolving local communities in

governance, the Government of Rwanda encouragessthblishment of Community Health

Committees. The idea is that local communities@relved in the management of the health
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centres, in the spirit of the Bamako Initiat’e.So while performance pay encourages self-
monitoring and sideways monitoring, Community Heallommittees increase monitoring
from below through community health workers whoresgnt the patient population on the
health centre committees. One of the risks of type of decentralization is the capture by
local elite (Bardhan 2002). Indeed community meralye a privileged position may be able
to capture these new powers from the communityusedthem directly for their own benefits,
for example by employing loyal community memberstooincrease their grip on power over

the community.

The discussions suggest that the establishmenmbrofnunity health committees address the
lack of accountability of health workers, espegiah rural areas. By letting community
representatives having a seat on the health copesjtthey can use their discretionary power
to give financial rewards to well-performing healtlorkers and use disciplinary measures to
badly behaving health workers. Users argue thataghproach has led to an increase in the
quality of care because health workers performdraseimproved, mainly because of lower
absenteeism and improved attitudes towards patiéBeésause information on health worker
behaviour is mostly available at the local leveimenunity health workers seem to close the
information gap that typically exists between thghler-level health administrators and local
health service providers. The fact that Rwandaaaggh population density, also in rural
areas, may be one of the main explanations fosuheess of the approach.

Box 8: Community M onitoring

The health committees give these performance beniisomeone is absent, the bonus is stopped. Baiso
give bonuses; if someone comes too late three timeesnonth, the bonus is stoppedluxiliary worker in Kigali

To find a health worker reading a book when yolut @shealth centre does not happen anymore. It bapgd
before, but now, they fear the health communitykes:. User in a rural district

When a nurse doesn't interact in the right way wpigtients, community health counsellors can takearthey
can decide to fire him. User in Kigali

With the decentralisation, the health centre is agged by more than one person, there is a repreteataf the
State, but there is also a representative of theufadion sitting on the health committee. The Heattmmitteg
can decide, for example, to pay the rent of a healbrker, or to give him a premium, etc... All tlion top of
the salary. Sometimes, workers with equal qualificedo not receive the same bonus.

Auxiliary worker in Kigali

% The Bamako Initiative introduced community pagiion (and user fees) in the management of prircarg
facilities. It focuses on increasing health workeiscountability and gives users, through represterds, a say
in determining part of the health workers’ finariércentives.
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The health committees give these performance beniisomeone is absent, the bonus is stopped. Baiso
give bonuses; if someone comes too late three timeesnonth, the bonus is stoppelxiliary worker in Kigali

Since community health assistants control the fanictg of the health centre, these problems do exast
anymore. If a nurse does not behave well towardeipd, community health assistants take decisfonshis
nurse. They have the power to hire and fire. Thishy the health centres function better todayser in Kigali

Today, representatives of the population contrel fiinctioning of the health centre; if you're ablsesven an

ordinary citizen can accuse you by saying for edanijve seen him in that place and he wasn’t wotki

When the population has a meeting, the one whaé@s you or has had a problem will make it public.
Auxiliary worker in Kigali

Sometimes the population nominally accuses persaftiee public hospital in the newspapers.
Auxiliary worker in Kigali

If the health committee is willing, if you've wodkeell, they can take money out of the financiakrees of the
health centre and thank you. For example, at thet @heach year, | don’'t know whether it's to thard they
take us where we want, we eat, we drink and thi#theammittee pays the bill. Auxiliary worker in Kigali

Training

Health worker norms are often seen as exogenousiffitailt to change. A potential way to
shift professional norms, however, is through iran Teaching health workers how to
increase the quality of care and improve their ggatimanagement skills can increase
awareness and improve attitudes, whether the migisigeneral or focuses on specific groups
of patients, like people living with HIV/AIDS. Theaining may also have long term effects,
as norms tend to be internalized over time, paéntshifting motivation more permanently.
The government of Rwanda started providing thigllof training and our research suggests
that it has been effective. Health workers ardus it has helped to improve the quality of
care. Users draw no causal conclusion, but itaisl lio say whether this is because the
initiative is too recent, because its effects arstéd, or because users do not know about the
training. Future evaluations may help shed lightlos.

Box 9: Training

Since the training on quality assurance there’'sriovement in the attitude of health workers.
Auxiliary worker in Kigali

In the past, before the training on HIV, someone wias suspected to be HIV positive was abandoned to
himself, he was not treated, but that actually doessexist anymore, with the training, we help thera treat
them. Nurse in a rural district

6. Conclusion

Institutions play a central role for developmentt little is known about their role for health
service delivery. With the growing consensus & trealth worker performance is at the core
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of health care, the question arises how institstiafiect health worker behaviour. However,
in this new field, there is little insight about athshould be the appropriate theoretical
framework, and, following Mookherjee (2003) we #fere carry out explorative analysis.
Using qualitative research we hold discussions widalth workers and users of health
services in a country with common health care @noisl and a dynamic institutional
environment, Rwanda. This approach allows us ¢atifly the problems and challenges with
health worker behaviour and to explore the keyitusbnal factors that help to explain this

behaviour.

The problems we identify are very similar to thaseother countries in Sub-Sahara Africa,
and include both issues related to the size andiiison of the workforce, and issues related
to health workers’ on-the-job performance. Therfer include a shortage of health workers
for specific posts like those in rural areas, i@ plublic sector, and in high HIV/AIDS infected
areas. Performance problems pointed out as maoessby both health workers and patients
are the poor attitudes of health workers towardsepts, their frequent absenteeism, their
engagement in corruption and embezzlement, and ldak of medical skills, confirming the

picture painted by similar research in other caestr

Regarding explanatory factors, four institutionattbrs that affect health worker behaviour
emerge: extrinsic incentives, monitoring, norms anttinsic motivation. On extrinsic
incentives, our findings underline the need to aersa broader range of incentives, beyond
the narrow focus of earnings. But our findingsoalsderline the importance of monitoring,

or the lack thereof, as well as the key role tloatns and intrinsic motivation play.

So how does this help for future research? Whahaesappropriate theoretical framework,
what type of research is needed and what are fedsypotheses? Our findings indicate that
the institutional architecture plays a key roleexplain both health workers’ on-the job-
performance and career choice. It also indicdtasit may be best to separate career choice
from on-the job performance, even though they arite each other. To understand health
worker performance the classic principal agent rhqulevides a good starting point, but
needs to be expanded beyond incentives and margtdo also take norms and intrinsic
motivation into account. To analyse health workareer choice, standard models from
labour economics provide a starting point, but mgegeds to be extended to allow for a role

of work place culture and the type of health (hisier motivation).
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Although more exploration is warranted in some sasghat is needed in general is
guantitative research that allows testing the daysaf relationships and their importance.
Using the above mentioned theoretical frameworkt hvelp to formulate hypotheses to test
the effect of each of the four factors on perforogamnd career choice with quantitative
research. While the effects of incentives and mooing have been investigated to some
extent, more work is needed, and very little rededras assessed the role of norms and
intrinsic motivation. A common objection to studgithe role of institutions in a quantitative
way is that there is little observed variation mstitutions. Our research indicates that this is
only true to some extent as incentive design, neanij arrangements, work place culture and
the motivation of the health worker seem to varipssantially across sectors and between
urban and rural areas. The implementation of natatives like performance pay or the
establishment of community health workers may alsate further variation. Furthermore,
using more innovative techniques may help. To owerour understanding of the effects of
incentives and monitoring, the most effective wayward seems to conduct randomized
experiments. To improve our understanding of nolms intrinsic motivation, further

exploration by means of behavioural games mayrere effective way forward’

37 For an example of the first approach, see Geetlat (2006), for an example of the second approsed Barr
et al (2004).
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Most developing countries face important challenges regarding the quality of
health care that is provided. While there is a growing consensus that health
workers play an important role, there is no framework to analyze their role.
Using qualitative data, this study takes and institutional perspective and
focuses on four institutional factors that affect health worker performance and
career choice. Ranked in order of ease of malleability by policymakers they
are: incentives, monitoring arrangements, professional norms and health
workers’ intrinsic motivation. Using qualitative data obtained from interviews
with users of health services and different levels of health workers in rural and
urban Rwanda, This study shows how these factors affect the quality of health
care by impacting on the performance and career choices of health workers; it
also provides illustrations of three institutional innovations that work, at least in
the context of Rwanda: performance pay, the establishment of community
health workers and increased attention to the training of health workers.
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