promoting access to White Rose research papers

(@ A\. White Rose

ANSZFA  Research Online

Universities of Leeds, Sheffield and York
http://eprints.whiterose.ac.uk/

This is an author produced version of a paper published in Human Resources
for Health.

White Rose Research Online URL for this paper:

http://eprints.whiterose.ac.uk/76853/

Paper:

McPake, B, Witter, S, Ensor, T, Fustukian, S, Newlands, D, Martineau, T and
Chirwa, Y (2013) Removing financial barriers to access reproductive, maternal
and newborn health services: the challenges and policy implications for human
resources for health. Human Resources for Health, 11 (1). 46.

http://dx.doi.org/10.1186/1478-4491-11-46

White Rose Research Online
eprints@whiterose.ac.uk


http://eprints.whiterose.ac.uk/76853/
http://dx.doi.org/10.1186/1478-4491-11-46

( BioMied Central

Human Resources for Health The Open Access Publisher

This Provisional PDF corresponds to the article as it appeared upon acceptance. Fully formatted
PDF and full text (HTML) versions will be made available soon.

Removing financial barriers to access reproductive, maternal and newborn
health services: the challenges and policy implications for human resources for
health

Human Resources for Health 2013, 11:46 do0i:10.1186/1478-4491-11-46

Barbara McPake (BMcPake@qmu.ac.uk)
Sophie Witter (s.witter@abdn.ac.uk)

Tim Ensor (T.R.A.Ensor@leeds.ac.uk)
Suzanne Fustukian (SFustukian@qgmu.ac.uk)
David Newlands (d.newlands@abdn.ac.uk)
Tim Martineau (T.Martineau@liverpool.ac.uk)
Yotamu Chirwa (ychirwa@brti.co.zw)

ISSN 1478-4491
Article type Case study
Submission date 17 January 2013
Acceptance date 29 August 2013
Publication date 22 September 2013

Article URL http://www.human-resources-health.com/content/11/1/46

This peer-reviewed article can be downloaded, printed and distributed freely for any purposes (see
copyright notice below).

Articles in HRH are listed in PubMed and archived at PubMed Central.
For information about publishing your research in HRH or any BioMed Central journal, go to

http://www.human-resources-health.com/authors/instructions/

For information about other BioMed Central publications go to

http://www.biomedcentral.com/

© 2013 McPake et al.
This is an open access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/2.0), which
permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.


mailto:BMcPake@qmu.ac.uk
mailto:s.witter@abdn.ac.uk
mailto:T.R.A.Ensor@leeds.ac.uk
mailto:SFustukian@qmu.ac.uk
mailto:d.newlands@abdn.ac.uk
mailto:T.Martineau@liverpool.ac.uk
mailto:ychirwa@brti.co.zw
http://www.human-resources-health.com/content/11/1/46
http://www.human-resources-health.com/authors/instructions/
http://www.biomedcentral.com/
http://creativecommons.org/licenses/by/2.0

Removing financial barriers to access reproductive,
maternal and newborn health services: the
challenges and policy implications for human
resources for health

Barbara McPaKe
Email: BMcPake@qgmu.ac.uk

Sophie Wittet
Email: s.witter@abdn.ac.uk

Tim Ensof
Email: T.R.A.Ensor@leeds.ac.uk

Suzanne Fustukian
Email: SFustukian@gmu.ac.uk

David Newland$
Email: d.newlands@abdn.ac.uk

Tim Martinead
Email: T.Martineau@liverpool.ac.uk

Yotamu Chirwd
Corresponding author
Email: ychirwa@brti.co.zw

! Institute for International Health and Development, Queen Margaret University
Edinburgh, UK

% Nuffield Institute for Global Health, University of Leeds, Leeds, UK
% Department of Economics, University of Aberdeen, Aberdeen, UK
* Liverpool School of Tropical Medicine, Liverpool, UK

® Biomedical Research and Training Institute, Harare, Zimbabwe

Abstract

Background

The last decade has seen widespread retreat from user ifaethavintention to reduge
financial constraints to users in accessing health care andtioufa improving access {o
reproductive, maternal and newborn health services. This has had impmetesiits in
reducing financial barriers to access in a number of settihthe policies work as intended,




service utilization rates increase. However this increasesl@ads for health staff and at the
same time, the loss of user fee revenues can imply that heatiters lose bonuses for
allowances, or that it becomes more difficult to ensure uninterrgoigpolies of health care
inputs.

This research aimed to assess how policies reducing demandgi@eshio access to health
care have affected service delivery with a particular focus on human restarrbealth.

Methods

We undertook case studies in five countries (Ghana, Nepal, Sieoael Zambia and
Zimbabwe). In each we reviewed financing and HRH policies, conslidére impact
financing policy change had made on health service utilization eatal/sed the distributign
of health staff and their actual and potential workloads, and comparetheration terms in
the public sectors.

Results

We question a number of common assumptions about the financing and humaoeresour
inter-relationships. The impact of fee removal on utilization kigemostly not sustained or
supported by all the evidence. Shortages of human resources for dtetlle national level
are not universal; maldistribution within countries is the greater problem. Lavesahre ngt
universal; most of the countries pay health workers well by national benchmarks

Conclusions

The interconnectedness between user fee policy and HRH situations mhiéheult to
assess. Many policies have been changing over the relevant genoel,clearly and others
possibly in response to problems identified associated with finapahgcy change. Other
relevant variables have also changed.

However, as is now well-recognised in the user fee literawmegrdination of healtp
financing and human resource policies is essential. This appsara/édl recognised in the
human resources literature. This coordination involves considering usgeshaesource
availability at health facility level, health worker pay,nsrand conditions, and recruitment
in tandem. All these policies need to be effectively monitored iin fnecesses as well as
outcomes, but sufficient data are not collected for this purpose.
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Introduction

Universal health coverage (UHC) has been labelled, ‘the mostrippwmifying single
concept that public health has to offer’, by Margaret Changdr of the World Health
Organization [1].



UHC has become an international policy. In 2007, universal accespramuetive health
was included among the Millennium Development Goals (MDG, goal 5b)hwivere
unanimously agreed by all UN member states as part of tHenkilim Declaration [2]. A
UN resolution was passed by the UN General Assembly in DmserR012, urging
governments to ensure whole population access to affordable, quality, $eraices The
primary initial focus of UHC policies has been on the extensioningin€ial protection
against health care costs through the provision of insurance anehtbgeal of user fees at
the point of use.

Specific international attention to sexual and reproductive healtplhesd such services at
the forefront of the UHC debate. A total of 179 nations committed to protect reprocaradive
health rights of women and girls at the International ConferencePapulation and
Development (ICPD) in Cairo in 1994, and this was reaffirmed at gubeeconferences in
Beijing and Copenhagen. The High-Level Task Force for ICPD wtableshed in 2012 to
take forward this agenda in the period leading up to the twentretlvessary of this
commitment. Inclusion of MDG goal 5b was owed to the momentum of these eomfes
[2]. Consequently, Reproductive Maternal and Newborn Health (RMN#ices have often
been the first priority of the UHC policies of the different countries.

With respect to removal of fees, this has amounted to a paradiginmvath a growing
consensus that user fees are regressive and undermine equitasie tacessential health
services [3], as do all types of out-of-pocket payment [4]. Iniquéat, a concern that
pregnant women and children under five years are negatively eaffést such financial
barriers has prompted many low- and middle-income countries to réepmsvying user
charges by ensuring either more thorough implementation of exammi waiver
mechanisms, significant reduction in fee levels, or their abolgltogether [5,6]. While its
impact on the level of out-of-pocket payments in the health syseymot be definitive (and
indeed, most health systems remain heavily dependent on out-of-pogketns), such a
policy shift [5] will undoubtedly have consequences for the heatitesyacross a number of
dimensions, including the search for replacement revenue and ensuriigiguaisponding
to the changes in utilization, reflecting increased numbers aternsa of utilization [3,8].
Both of these anticipated consequences raise specific concemsrfan resources for health
(HRH), yet this issue has been frequently overlooked until rgce@dampbellet al [5]
suggest that demand-side support, ensuring that access is no longfeained by payment
for services, requires balance with support for the supply sideniis & capacity and quality
of care. This research responds to this concern.

The objective of this research was to determine the associaimhanter-relationships
between workforce characteristics (stock, distribution and competenciksjjamable access
to RMNH services resulting from the removal of, or exemption from user fees.

The research questions that we sought to answer were to unddrstaedidence of the
impact of fees, exemptions and fee removal on HRH, and of HRHKathastics on the
impact of fees, exemptions and fee removal. The sub-questions, to besaddspecifically
in Sierra Leone, Zimbabwe, Zambia, Nepal and Ghana were: toildedsbe RMNH
workforce in terms of its stock, distribution, skill mix, workload, renratien and terms and
conditions; to project need for RMNH workforce and identify plans irceplm enhance
guantitative and qualitative capacity; to describe the situatidnresipect to formal fees and
exemptions, the revenue generated and its distribution, and effes¢snamd for health care;
and to identify the policy implications.



Background

In the five case-study countries, there have been signiftteu@lopments in both financing
and human resources for health policy that have led to theittieales case studies and
provide the background to the study. In Ghana, Nepal, Sierra LeoneaaruaZ the health
system was designed during the mid-twentieth century dreredo provide universal
coverage through a public health-care system that is free poieof use, financed largely
through the government budget and mainly, therefore, through taxation anddfnndi
from development assistance. In the post-independence period, problemgeeto varying
degrees, in sustaining accessible services at an adequateofegahlity through this
mechanism, and were generally attributed to funding shortfalls. ¢¥egges started to be
introduced as early as 1969 in Ghana and as late as the early 198@shia. In Zimbabwe,
fees existed at independence, but the exemption system effectivefiedualbst families for
free health care until the mid-1990s when similar pressureggethand user fees increased
and became more widely applied.

In Ghana, exemptions were introduced for delivery care in 2004 jrfifste regions, then
across the country. The policy was later superseded in 2008 gofremage of all pregnant
women within the National Health Insurance Scheme (NHIS). Bothciesliwere
undermined by poor availability of funds. Government HRH policy focuse@sinshifting
and improving distribution, including introducing the deprived area incentihense,
augmenting salaries in 55 districts. Large pay increases fireded in 2006 and in 2006 to
2007 there was a significant expansion of training schools, although ileze also some
concerns about the effect of this expansion on quality of training.

In Nepal, in principle, all citizens have free access to gmyncare. Targeted groups are also
protected from secondary care costs. However, both policies haveuhdemined by
shortfalls in funding. In 2005, financial incentives were introduced to erg@wamen to
deliver in a facility, and in 2008 th&amapolicy was introduced, providing free institutional
deliveries in all public and some private facilities. The HRFtegy of 2003 aimed to
increase the public sector workforce by 71% by 2017, with an engpleasiensuring
increased numbers of health workers with skilled birth attendance competencies

In Sierra Leone, the Free Health Care Policy (FHCP) wiasduced in 2010, providing for
free public care for pregnant women, lactating women and childreter five years.
Substantial salary increases were funded in 2011 and a perforivesenfinancing system
at district level was introduced in 2011. HRH policy planned incentize$ard-to-reach
areas and reformed career paths and recruitment processes, aliftieugtogress had been
made in these areas at the time of the research.

In Zambia, user fees were abolished for rural primary L2006 and in peri-urban areas in
2007 in both government and mission facilities. A Department for IntenadtDevelopment
(DFID) grant was provided to enable compensation for the resultingpfagvenue. HRH
policies emphasized the training and recruitment of graduatedettedbopment of a human
resource (HR) information system, and the scaling up of the Zamb#ath Workers
Retention Scheme, offering salary top-ups in remote areas.

In Zimbabwe, there was a policy of free care but it had bemmsistently applied, and there
was a perception that charging could be locally determined. HRHéxpe collapsed to



0.3% of the public health budget in 2008. Dollarization of the economy mayirhaveved
the position of health workers since then, and also increased thakgalof those fees that
are charged. An Emergency Retention Scheme was introduced, suppalaingssof key
professional cadres, but this will be phased out by 2013. The HRldgstralan identified
the key priority of staff retention.

Methods

This study consisted of the following components: literature revdesk-based analysis and
document review, field studies and analysis. No experimentakcesaaresearch on humans
was involved in this work.

Literature review

We undertook a review of the current literature on the removal efetton from or waivers
of user fees in low- and middle-income countries in relation to RMN#ithe consequences
for human resources for health working in RMNH. First, to be includiedlies had to
address either the removal of user charges or the applicatexewiptions and/or waivers in
order to facilitate access to RMNH services in low- and middleme countries. The user
fee, exemption and waiver mechanisms at national, provincial andctdivel were
explored. The second criterion for inclusion was consideration of thet eff these financing
instruments on RMNH health personnel, particularly cadres of skiliegth attendants
(SBAs), including nurses, midwives, doctors and clinical officers ted paramedical,
support and ancillary staff.

The final criterion was publication date, which was restricted0@l to 2011, with some
exceptions, where studies on the introduction of user fees from the 198@9Qs were
included for historical context. Only studies and reports writteherEnglish language were
collected, collated and consolidated in the bibliography. The follodatgbases and sources
were searched: PubMed, Popline, SCOPUS, Science Direct, WiKhowifledge, Human
Resources for Health Journal, Equinet, MNCH knowledge portal, ELBR1 Global
Resource Centre, World Health Organization, Alliance for Hddlicy and Health Systems
Research, and Google Scholar, using a list of 66 key words.

In the initial search, 500 articles were identified, out of which 26iwhortlisted based on
the keywords above; the abstracts were then reviewed independenhily bgsearchers and
115 were shortlisted. Following a further refinement of the sepatameters, in which the
keywords were narrowed to exclude any articles not includingerefe to human resources
engaged with RMNH activity, a final list of 67 was included and fillke articles were
included and reviewed. Similarly, the grey literature seanchished 200 documents and 35
were included following the aforesaid procedure.

Desk-based data analysis and document review
We sought data on:
* Human resource numbers and distribution (by cadre and district) in public and private

sectors and before and after the financing policy change of interest, wheratreleva
* Public and private sector remuneration and allowances, and trends;



* RNMH need as measured by the population and birth rate by district;

* Health-management information-system data on levels of use of antemaigdastnatal
care, deliveries, newborn care, abortions, and family planning, gynaeet|cgixually
transmitted diseases (STD) and HIV clinic services.

Access to data sets held by Ministries of Health, Central Stati€itices and similar offices
was secured along with policy and planning documents, through thetmesmt of local
collaborators in a position to access these. Grey literaturdosai®d by web search and by
contacting relevant local agencies. The search for data and eotsuwas undertaken during
2011.

Much of the data sought proved unavailable. Trend data were genamalwilable either

due to an absence of maintenance of a historic database, or be@sespestimates of
variables were made in a way not comparable with those of pesténates. Private sector
data were difficult to access and sparse where available at all.

Field studies

Field studies were undertaken in two countries (Sierra Leone and Zimbabwa&) toaye in-
depth understanding in both HRH and financing domains. These countrieseleced
because there was a smaller literature base on user fed®eamgmoval, in these countries
than in others. In Sierra Leone, the time was spent accessingeiots and secondary data
and seeking clarifications in relation to data that appeared iistemis Data quality was
poor, and there remain considerable gaps in what we were able to collect.

Analysis

In each country we analysed available data and researclsrégpogeview: (1) how financing
policy change had affected utilization levels; (2) the geographlistribution of the health
workforce; (3) delivery workloads and how actual workloads and potemiddioads (based
on the total number of births that are estimated for the countmmpaed to what is
considered by the WHO to be a feasible workload; and (4) remunegsttrierms and
conditions. In the discussion section, we address to what extenew i@ihese data help to
answer our research questions concerning the inter-relationshipsebetmorkforce and
financing situations and policies.

Qualitative data were transcribed and analysed thematicaltyingtfrom the topics outlined
in the interview guides, but allowing for identification of new tlesmarising from the

discussions. Analysis of the distribution of the health workforce ih eaantry computed

concentration indices (CIs). These are constructed by orderingctdisby increasing

population density (from most sparsely to most densely populated tdjsarad measuring
the distance between actual and equal shares of health workeesagdeof population in each
district. A hypothetical situation where health workers areidiged equally in proportion to
population across the country produces a CI of zero (no distanceaftoi to equal share).
In a situation where the distribution favours densely populated areasdéxewill be greater

than zero. Maximum, pro-urban, concentration is where the whole ofatfiéesbased in the
most densely populated district and the corresponding ClI is one.



Literature review

In the mid-1980s, many low- and middle-income countries were encouraged to introgluce us
fees as a response to declining national health budgets. Useredieepresented as a means
of cost recovery of public health expenditure, as well as enhaeéilcgency and equity
[3,7]. The Bamako Initiative, put into action by African MinistersHealth, followed on
closely in 1987. It included user fees among its instruments, assiertions that it would
produce quality improvements in services through the local retentiomefajed revenue. It
also placed a strong emphasis on community participation [7,8].

However, after more than two decades of global user-fee experibese objectives have
been rigorously critiqued [9-11]. As the regressive nature offassrhas come under close
scrutiny [3,9,12] many countries have taken steps to either redat®lish user fees in their

health facilities, or to more consistently apply exemptions ovevsifrom fees for specific

groups or services [13-15].

The slow progress in reducing the high levels of maternal anditaaeaths in low income
countries has led to a renewed commitment to improve provision andsacdRMNH
services [3]. At least three quarters of neonatal deaths amdilar proportion of maternal
deaths occur outside hospital [16]. User fees are cited as a cab#dinancial barrier to
women'’s care-seeking during and following their pregnancy [17,18)n4 list of countries
including Benin, Burkina Faso, Burundi, Cameroon, Ethiopia, Ghana, Kenyaial.idali,
Nepal, Niger, Senegal, South Africa, Sudan, Uganda and Zambia havedpigsuemoval
or exemption policies for delivery care and/or caesarean seéfioNdst studies reviewing
utilization following the abolition of user charges for delivergesl other related maternity
care have observed a rise in assisted deliveries and caesact®mns at health facilities
[3,13,18-25] and, in some cases, show that gains are concentrated in poorer groups [7,14].

Campbellet al [5], however, present another perspective in acknowledging themhed
now presented by fee removal:

What is the net benefit of increasing access to ‘free'thearvices if there is

no qualified health worker available to provide care, or where you nnewyeq

all day only to be afforded an ineffectual consultation which undegmine
respect, trust, privacy and confidentiality? Such are theiesalit many low-
income countries, particularly in rural and remote areas, wieakh workers

are drastically in short supply, and often over-burdened and / or under-
resourced (p.1)

Leeet al [17] concur, arguing that, ‘strategies to increase demandefeices need to be
accompanied by actions to ensure the supply side can cope with thasewt demand
(p.114).

Recent reviews of the growing trend to abolish or suspend usehifgdight that for these
policies to be effective, careful planning of the supply-side response tontiéaseéd demand
has to take place [7,9,13,23,24,26,27].

The literature generally underplays the important contributioneofdegenue at facility level
[27]. In Senegal, for example, at the higher levels of the myatser fees made up 37% of



the revenue of the regional hospital and 43% ofGleatres de Santévhereas the health
posts derived 95 to 96% of their revenues from user fees [21]. In situatiens fee revenue
was retained by the district or sub-district facility, iscaallowed some autonomy and
flexibility for the district health management team or thdthezentre in charge to respond to
gaps in funding [28]. Such discretionary funding would often supplement lavesa cover
delays in receiving salaries or cover the costs of communisygport staff [21,24,28-30].
Several studies, for example, Kippal [31], also describe the important role such incentives
had on staff motivation. Often, technical and community support stedivexd wages or
small bonuses from user-fee revenues in Afghanistan [28], Ug&ajlazgmbia [29] and
Senegal [21].

Increases in utilization lead to increases in staff workloddthere is no additional
recruitment. In several countries this was anticipated witbreamitant rise in salary; in
other countries a lack of preparation and planning compounded the problefh siiatages
and difficulties with rural allocation and retention, leading to significantlyroale.

Most studies reported that health staff considered their watktbhave increased since the
new policies on fee removal or exemptions commenced [13,19,24,28,33,34]. &Vidker
[21] report similar increases (of about one third) in deliverykioads for midwives in
Senegal and medical assistants in Ghana [18,22]. Concomitant witlasiedrevorkload,
various studies report declining morale - in Burundi [33], South Afd€®], and Uganda
[24] - made worse where allowances or bonuses are also removwedaasbia [29]. In both
Zambia [29,35] and Uganda [36-38] additional funding was released by thetiémiof
Health to the districts to compensate for loss of revenue. Inddgaccording to Nabyonga-
Orem et al [36], flexibility in how these funds were to be used was allovadithough
Ssengoobat al [30] suggest that the additional funds did not directly compentsdite Ia
Zambia, few guidelines were provided by the Ministry of Healbout what the ‘user fee
replacement grants’ could be used for [29], decisions about their ergecentralized and
distribution did not reflect the former levels of user-fee collection [39].

Loss of financial autonomy provided by user fees has been regretted in a numberr@s;ount
including Burundi. Before the introduction in 2006 of free health servareshildren under
five years and free deliveries, hospitals retained all user &€l were expected to be
relatively self sufficient [33]. Following the abolition of feéw these services, delays in
reimbursement affected hospital and health-centre functioning, asdkegould not pay for
their own supplies. In Burkina Faso, the 20% bonus formerly receivéRIMiyH staff for
deliveries from the user fee was retained but with no guidance ontdh@alculate from
which price they should take the 20% [13,26].

In Nepal and Burkina Faso, reimbursement tariffs were decieletlatly by the Ministry of

Health. Nepal's national free delivery policy has retainedritiee payments to health
workers of the earlier scheme [14]. The tariffs in Nepal daaiecording to facility type and
degree of obstetric complication [15]. In Niger, the additional admatigé and clinical

workload experienced by health workers, and created by sexteaitilization, was
acknowledged, and a payment of a monthly bonus supplemented their salary [40].

Community and support staff often had to be made redundant oncedsailitiionger had
discretionary funds from fee revenue. This occurred in Uganda [32]. 8bthe staff of the
Centres de Sangommunity in Senegal received a fixed monthly allowance [21].



Very few studies identified the cadres affected by fee rehmvaxemptions. Witteet al
[21] cite a shortage of midwives in Senegal. The workforce ageocwith delivery care in
Nepal remained stable or increased, but increases were nolydieéatied to financing policy
[14] (p.89).

While Hoope-Bendeet al. [41] argue that, ‘most primary health care frontline workees a
not sufficiently skilled to deliver a minimum MNH service paokag(p. 230), others are
more hopeful that a process of careful planning for task shifting cooldupe sufficient
skills in lower cadres to meet the need, including performing caesar¢ams$42].

Case studies

How financing policy change affected utilization leels

In Ghana, the delivery exemption policy appeared to be effectivasimg utilization with
some modest equity gains [18]. One study has compared baselime thatedistricts, before
the NHIS (in 2004) and after (in 2007) [43]. Its findings suggest tthere has been an
increase in access to formal care amongst members, lagswekignificant decrease in out-
of-pocket expenditure. However, there was no difference in use ofmaktare (antenatal
care (ANC), deliveries or caesarean sections) between the interverdicorarol group.

While there is no public information on trends in use of outpatient ssnhy insured
patients specifically, outpatient use for the population as a vdhaes a marked increase
from 2005 onward, compared to stable (low) use before. The timing diednpeorrelated
with growth in NHIS membership, indicating that the NHIS has indea@ased service use
[44]. According to an International Labour Organization (ILO) pape086, ‘utilization for
the insured was then at around 0.9 (OPD [out patients] per cagpitaost twice the non-
insured (then at 0.49 visits per capita)’ [44]. However, even thdaathe insured falls far
below the Service Availability and Readiness Assessment (3AB#chmark level of 5
[46]. It is also interesting to note that overall admissions mteexperienced consistent
growth between 2005 and 2008. This might reflect the benefits gfiatetvention through
better access to outpatient care.

In Nepal, the latest household survey on Alaenaprogramme [47] indicates that over the
past five years, there has been a substantial increase in thetipropbwomen giving birth
in a health facility (albeit from very low levels). In high HamDevelopment Index (HDI)
districts, the rate of institutional delivery care has increédsen 33 to 54% and in low HDI
districts from 6 to 21% between 2005 and 2010.

There was some evidence of pro-poor impact of fee exemption: tdweldDI districts saw
higher rates of free-facility births than three high-HDI diss; and in the low-HDI districts,
poorer women were more likely to receive free care. Trends ioverly wealth group show
that inequality in facility births has fallen substantially andrginalized castes have seen
large increases in utilization over the past five years.

In Sierra Leone, the impact of the FHCP on utilization appeatsedtj48]. For outpatient
visits of children under five years, there was a more than twafoléase in the number of
consultations in the twelve months post-FHCP introduction compared lasthgear before
the FHCP. However, this conceals a gradual downward trend in thpdatef the first year



post-FHCP, and even after the increase there were fewe0thaconsultations per member
of the population per year. Liagat and Ferry [49] confirm that theas a sharp and
statistically significant increase in health utilization blyildren under five years across
Bombali District immediately after the introduction of the FHQRt the peak was not
sustained. In the immunization of children under age one, 88% of childeea fuilly
immunized pre-FHCP but this had fallen to 76% post-FHCP [48].

In maternal health, there was an increase of 45% in the numbegoaptavomen making at
least one ANC visit. There was an initial increase in the nurabg@ostnatal care (PNC)
consultations, but a slight reduction towards the end of the first yearnumber of new
acceptors of modern family-planning methods increased by about 140%e ifirdt 12
months of the FHCP [50]. Again, these percentage increases must bstaodien the
context of very low initial levels of service use.

In Zambia, after free care was introduced in 2006, an analysigibfyfaecords from the
Health Management Information System (HMIS) showed that remasgagfees for primary
health care services increased the number of outpatient visitalrdistricts by patients over
five years of age, and achieved visit-per-capita rates of twarah districts, well above the
African and urban Zambian average, if still far below SARAnchmarks [35,45]. However,
there was a wide difference across districts, ranging &datl of 39% to an increase of more
than 100% [51]. The increase in utilization was not always sustawvexdime and there was
indication of crowding-out of children under five years, who alreatgived care free of
charge before the policy change. Analysis of a comprehensivmalafacility-based dataset
found that utilization increased by 55% among the rural population a&dedst five years.
Utilization increases were greatest in the districts whign highest levels of poverty and
material deprivation [35], although this analysis regressed mage utilization change with
district deprivation score, and may have been confounded by an undeudyretption of
initial utilization levels and deprivation. However, analysis of thginlg Conditions
Measurement Surveys (LCMS) did not confirm an increase in @i¢oesare. The analysis
found no evidence that removing fees improved the probability to seelwlkarefalling ill,
even after adjusting for the varying degree of implementatioheofpblicy across districts
[51].

In Zimbabwe, there is a lack of clarity about the levels of teat should apply, and have, in
practice, applied over recent decades. This implies that analiysgidization trends cannot
be linked effectively to discrete changes in policy and implertientaHowever, there is
evidence that fees act as a deterrent to use of health care [50].

In the interviews we conducted, delivery care in facilities wewed as difficult to afford for
most families, even in the absence of complications. This iy likdbe one factor behind the
high rate of home deliveries, even though these are discouraged (ardsast, traditional
birth attendants (TBAS) were nervous about speaking about their wok)jespite the fact
that families have to bring newborn babies into health facilities to get adxahdr[52].

The geographical distribution of the health workforce
WHO defines an SBA as,

. an accredited health professional — such as a midwife, doctuuree —
who has been educated and trained to proficiency in the skills needed to



manage normal (uncomplicated) pregnancies, childbirth and the immediat
postnatal period, and in the identification, management and referral of
complications in women and newbotns

While this definition is clear in principle, it is not alwagasy to operationalize in any given
context. Some categories of staff in use include those who have amaditabeen educated
in this set of competencies. For example, some nurses may haveakedespecialist
childbirth-related training and some not. Furthermore, those whosentraias included
these competencies may not have undertaken relevant practice iedh&me, or may not
have retained them for other reasons. The categories of sta#hsatsome of whom have
SBA capacities in the five countries, can be listed as doatarses, midwives (not a
separate category from nurses in Nepal and Zimbabwe), cliniakrsf (Zambia and
Zimbabwe only), and auxiliary nurse midwives (Nepal only).

We were able to disaggregate data for public and private setctGisana, Nepal and Sierra
Leone, and further separate non-governmental organizations (NGOs)adhebaked
organizations (FBOs) from the rest of the private sector ime&Sieone. These data show that
in Ghana, most health professionals work in the public sector, na@&® of doctors, 80%
of midwives and 91% of nurses. In Nepal the situation is almostsee83% of doctors,
59% of nurses and 33% of auxiliary nurse midwives work in the prseteor. In Sierra
Leone, 58% of doctors, 62% of nurses and 66% of midwives work in the petiar svhile
15% of doctors, 16% of nurses and 16% of midwives work in FBOs. Thendgnavork in
the for-profit sector. In Zambia it is reported elsewhere that 80Realth workers worked in
the public sector in 2006 [53] and in Zimbabwe, it has been estimatied5¥%aof doctors
work full-time in the private sector [54].

In Zambia, data were available for two time periods, 2004 and 2010s Ih@tgpossible to
obtain data for more than one time period in any other country. FigusBows the
comparative Cls for the five countries, computed in this manner.

Figure 1 Concentration indices health workers by cadre latest available dates

The figure shows that in all countries but Sierra Leone, doctersnach more concentrated
in densely populated (urban) areas than other cadres. In Sierra Lamses and midwives
are about equally concentrated in those areas, and no cadre pravide$oc remoter rural
areas. Overall, the concentration of doctors in urban areas ispmsiunced in Nepal.
Clinical officers in Zambia and Auxiliary Nurse Midwives (ANMin Nepal are spread
almost equally across areas, in line with population numbers, suggéstingignificant
potential for such additional, non-traditional cadres to contribute to more equitabletjpopula
coverage for RMNH services. However, in Zimbabwe it is nurse/m&svivho make the
most contribution to providing RMNH services in remoter rural arélas number of clinical
officers is very small and most of them are in Harare. Ei@Qucompares public and private
sector Cls for those countries for which that disaggregation was possible.

Figure 2 Concentration indices in public and private sectors

The figure shows that, according to those HRH data available, Nepal achieyescfaitable

distribution of health workers in its public sector: its high ovetadl (Figure 2) reflect the
dominance of the private sector in the employment of health workefGh&ana and Nepal,
the private sector employs health workers predominantly innudsaas resulting in Cls



considerably higher than for the public sector. The further disagfywagin Sierra Leone
between NGO/FBO and other private sectors shows the importértbes alistinction. In
Sierra Leone, health workers in the NGO/FBO sector are nupstably distributed.
Nevertheless, they are still highly concentrated in urban areasre so than staff in the
public sectors of Ghana and Nepal.

Delivery workloads

Table 1 shows the workload in terms of the current numbers of deBveer SBA and per
doctor, and the number of births per SBA and per doctor in each countrwlasea This
shows the actual workload, if evenly distributed among all health weonke¢he country and
the full coverage workload, if all deliveries were attendedrb$BA in a facility. In Zambia,
the definition of an SBA is particularly difficult and we show théstals for both a ‘narrow’
and a ‘broad’ definitioh

Table 1 Delivery workload for skilled birth attendants and doctors actual rate of
facility -based deliveries and full coveragéll births)
Births per Births per doctor  Attended deliveries Attended deliveries

SBA per SBA per doctor
Ghana 2010/11 29 283 13 127
Nepal 2011 309 525 132 224
Sierra Leone 1202 1048 320 279
Zambia, narrow 185 1317 73 515
Zambia, broad 133 52
Zimbabwe 18 475 12 313

SBA, skilled birth attendant.

The WHO suggests that one doctor is required for around 1000 Histipsovide emergency
intervention where there are complications before, during and afteerge whereas a
midwife can provide care for 175 births per year. On the basis of tssimptions, most
countries do not have an absolute shortage of health workers relativerént levels of
facility-based delivery, with the exception of Sierra LeonkisTis not surprising, as the
availability of health staff and the quality-of-care problems e result from excess
demand for their services, serve to constrain demand. In Sierra l®ghe,with ANMs,
Community Health Officers (CHOs) and nurses, as well as mesvand doctors, are
counted as attended births although ANMs, CHOs and nurses do nothmeggaining
requirements to be classified as SBAs [55]. Ghana and Zimbabwehave sufficient staff
to provide full coverage for facility-based SBAs. Other countnage some shortfalls in
relation to ability to provide full coverage. Clearly, this inclu@srra Leone, which does
not have sufficient staff to cope even with the current workload. iZandes not have a
sufficient number of doctors, nor marginally, skilled birth attendamtsler the narrow
definition. Nepal has sufficient doctors for full coverage but not SBAs.

However, the dominant problem restricting access to skilled tehdance in a facility is
distribution: both geographic distribution and distribution among the public paivate

sectors. In Ghana, all regions have sufficient SBAs and dotiopsovide full coverage,
although this may not be true at district level. The situatiemigdar in Zimbabwe for SBASs,
although regional numbers suggest that most districts are tikdlave sufficient SBAs to
cope, even with full coverage. This is not the case for Zimbabviere doctors are
insufficient to cover actual current workload in four out of tenaegi or to provide full



coverage in seven out of ten regions. This compares to no more than th20abil 100
deliveries per doctor in Harare and Bulawayo [51]. In Nepal, only tiwfove regions (the
Central and Western Development Regions) have sufficient doctorgitfeer current
workload or full coverage, and whereas all regions have suffiéibiMs for the current
workload, none have sufficient for full coverage. At the extreme, the Western
Development Region has one doctor for every 7562 births and one ANM for &V@éry
births. Nearly all districts in Sierra Leone have insufficistaff to cope with current
workload. At the extreme, Kailahun District has one midwife farg 17 415 births and one
midwife for every 4627 current facility deliveries, explaining tlse of under-skilled staff to
play this role. In Zambia, 55 districts (76%) have insufficient dedimprovide coverage at a
rate of one for every 1000 births; 13 (18%) have no doctors at 8 thstricts (50%) there
is insufficient staff for full coverage under the narrow defimtof SBA and 8 districts (11%)
have insufficient staff for actual levels of facility-based deliveryauride broad definition.

We were able to break down staff and workload numbers byatliatrd public and private
sectors in Sierra Leone. Of our five case studies, Sierra llemmnsome of the most extreme
RMNH staff shortages according to the above analysis. The mandied above for
Kailahun are unaffected by the public-private disaggregation, asitheceprivate sector of
either type there. This is likely to apply in other contexts:édldstricts that are most under-
served in general are those in which private sector presetigelysto be least. A better
served district such as Western Area has a relatively marageBd actual deliveries per
midwife. Excluding sources of private-sector care that numbes tesd75, on the cusp of
what is considered manageable and indicating that even Westenn weguld require more
public sector midwives to provide adequately skilled care to an singeeate of utilization
of SBAs in public facilities.

Remuneration and terms and conditions

It is very difficult to compare terms and conditions. There aréatvans in entry-level
qualifications required, length of training and other barriersitydo the health professions,
and some of the case studies show these to be in flux as atemaptseade to cope with
shortages by reducing such barriers. Conditions that are impartaetlth workers cannot
all be captured as a national-level phenomenon: the quality and sexfusitgommodation
available; the working conditions, including presence of utilities aadlladility of basic
supplies to support effective work; and the sanitary and other infgogwention conditions
cannot be effectively compared and summarized across countries.

We have attempted to compare public sector salaries for tineheath professions involved
in RMNH. This is complex for several reasons. First, health gpsajas are defined slightly
differently. For example, we have used the term, doctor, but attérptapture the ranges
of pay and allowances that apply to a health professionlalaniedical degree, operating as
a general primary provider, excluding specialists operatingeriary level from our
calculations. However, pay scales often overlap between lsegeng general doctors and
more junior specialists and an approximate cut-off was used in sas&s. Enrolled and
registered nurses are still separated categories in soumtries (among our case studies,
Sierra Leone). As previously discussed, midwives are not a separatarategjbcountries.

Second, comparisons of different currencies can be made in termpsrafasing-power
parity. However estimates of the rate of translation of aenayr to its international dollar
value are not made continuously. Currently, the best availabieade are from 2009. For



Zimbabwe, these relate to the pre-dollarized economy and cannot boused purposes.
Zimbabwean estimates are consequently presented in US dollars.

Third, we are interested in the relative, as well as the atieswblue of salaries. We have
compared salary levels to measures of national income or nati@thlcpmper capita as a
measure of this. However, income distributions may differ and goodiygdali&d on income

distribution in Africa are scarce. If health workers benchmark st@ndards of living against
others within their society they deem professionally comparaihie analysis is unable to
indicate what this comparison may indicate.

Table 2 shows the public-sector pay (salary midpoints) of healthewgik international
dollard and as a ratio to gross national income (GNI) per capitathfercountry). In
Zimbabwe the figures are for US dollars and gross domestic pr¢@iP) at current
exchange rates.

Table 2Public sector remuneration(salary midpoints incorporating allowance$ in
international dollars and as a ratio to GNI per capita(all current: December 201}

Value of salary and allowances in Salary expressed as ratio to per capita gross
international dollars national income
Doctor? Nurse Midwife Doctor Nurse Midwife
Ghana 3932 2171 2171 28.4 15.7 15.7
Nepal 4408 3851 43.7 38.2
Sierra Leone 3179 429 578 46.0 6.2 8.4
Zambia 5346 2167 46.5 18.4
Zimbabwé 218 176 4.4 3.6

%General medical doctor or closest equivalent avail@dliepbabwe estimates are expressed in US
dollars and as a ratio to per capita gross domestic produatrantexchange rateSstate-enrolled
nurse’state-registered nurse and community midwife.

The data suggest that complaints about poor pay for most cadrestinauogies would be
unjustified, and in all cases health workers earn well above geveades of earning in their
communities. Doctors in all countries but Zimbabwe appear to begamagh elite earning
28- to 46-fold the average income. Nurses in Ghana, Nepal and Zamaheaty as well
paid, in the range of 15- to 38-fold. The recent pay award in Siezome puts Sierra
Leonean doctors into the same category, but leaves Sierra Leemedied and registered
nurses and midwives much less well paid. Zimbabwean health wakenmsmiore modestly
paid than their counterparts in the other four countries. In those caumtri@hich high
salaries apply, reform of salary scales has been amongdbet HRH policy innovations,
suggesting a trend that other countries, and at least Zimbabwegaow case study
countries, may have little choice but to follow.

As suggested above, the comparison with per capita GNP or GDP dessblat assessment

of the relative remuneration in the sectors that health workessdeem comparable. It is
difficult to obtain data for the top end of income distributions in @&fini countries. Survey
data are subject to large errors because of the small populationgat high levels and
probable biases in the self-reporting of income among this populationZarhbia Living
Conditions Monitoring Survey of 2004, for example, uses a cut-off of ZK 800 000
(approximately US$ 150 at current exchange rates) per month @spier income threshold.
Eighteen percent of Zambians stated an income of this level or ab@084 and no further



breakdowns of this figure are available. Doctors’ incomes have b#@srates at more than
10-fold this cut-off, and nurses’ incomes at 3- to 4-fold.

Another possibility is that comparisons are not made locally btit international salary
benchmarks. Given the increasing international mobility of healthkevsr it may be
considered by governments setting salaries that health workaromy be retained if
international salary levels can be matched. However, salaries so out of tduthemttional
economic capacity raise significant questions of sustainahilitypnly in a long-term future
in which aid dependency is reduced, but also in an aid-supported futureidh health
worker numbers are significantly higher.

Discussion

This study relied on secondary data and is constrained by thedimitent of those data. In
particular, there were very few historic data that weewalble to access, and we were
generally unable to compare the situation of the health workbmfoge and after financing-
policy change. Secondary data are also affected by well-knownyqoafiterns that in the
cases of individual datasets are difficult to assess. We kehefiowever, from recent
initiatives to strengthen HRH databases in several of the ecesinDespite constraints in the
data collection process, we believe the data we have usedveemeost up-to-date at the
time of collection (2011) and those believed the best quality available in eachycountr

Of the four case-study countries that have removed or introduceg®arsifor user fees for
RMNH (in the fifth case-study country, Zimbabwe, no discrete cgolkchange was
introduced), only in Nepal is there clear evidence of positive impaattilization without
significant exception. In Ghana, better evidence is availabldatiom to the earlier maternal
health exemption programme than the more recent inclusion of frieenalahealth services
in the NHIS, although an evaluation of the NHIS exemption for pregmamten was due in
2012, according to Ministry of Health sources. It appears clesr utilization increased
where free care was effectively available, but implementadifficulties, most notably
under-funding of the programme, implied that effective free @rkeast as judged by users)
was not sustained, with the implication that higher rates ofzafiin also could not be
sustained. In Zambia, fee removal was not specifically targtédaternal and Newborn
Child Health (MNCH) services and there is conflicting eviderfcthe impact of fee removal
on utilization. In Sierra Leone, data suggest an initial incrieasetpatient visits for children
under five years in the first year of the policy, but a gradealine since then, and an overall
fall in immunization levels, which may have been caused by faexternal to the policy.
These findings illustrate the importance of attending to the supg@g; including human
resource constraints, when seeking to support access to effeeth Itare through
financing policy change.

In Nepal and Zambia, there is some evidence that user-fee rehasvparticularly enhanced

the utilization of poorer groups (Nepal) or areas (Zambia), althewgghave expressed some
doubt about the Zambian analysis on this point. In other countries,nohégen possible to

break down utilization change in this way.

The HRH situation in case-study countries is more variable thgint mmave been expected.
At national level, shortages of HR relative to the needs of RMBiices are not universal.
However, in general, there are local shortages relative to eébdr because of overall



national level shortages, which are acute in Sierra Leone and raogenat in Zimbabwe, or
because maldistribution creates local shortage where there imatasufficiency. The
relative contribution of health workers in the private sectorffgedit to measure. Although
such workers represent capacity to deal with RMNH needs, thgyomander-used to the
extent that people are unable to access those health workers teefitancial barrier. In
Nepal where the proportion of health staff in the private sestbighest, this issue is more
important than it yet is in the African countries. However, econcenid private sector
growth in these countries implies that questions of access tdepsgator health staff and
their influence on the overall balance of need and HRH capacityreglire a more
sophisticated analysis.

Low salaries are not the general situation of health worketfseigase-study countries, with
salary levels for doctors in Nepal, Sierra Leone and Zambiayimgpthat they must be
located at least in the top 2% of the income distribution, and in Ghana, the top '3 @6
cadres, other than nurses in Nepal, are not quite so well paigitliagon in Sierra Leone
for non-doctor health workers and for all health workers in Zimbabweie moderate, with
pay levels at 3- to 9-fold per capita GNI/GDP.

The relatively high salary levels for at least some heatifkers suggest that their market
position or collective bargaining power is strong. One explanatiothisfis the greatly
increased level of international migration since the 1990s. Thpsesa global market for
scarce medical skills in which some countries seem positionednpate, although the
sustainability of that level of competition is questionable both imtedium and long terms.
Benchmarks are not available and the expectations of well-edushiedns and Asians,
whose economies are characterized by high degrees of ineguitgame distribution, are
likely to be relatively high in comparison to national incomes peit&ahan in countries
where education is less scarce. Given that only 2% of Zamii@resxémple, Zambia Living
Conditions Monitoring Survey, 2004) are educated to degree level or abouay ibe a
reasonable expectation of those who are, that their incomes shoatd them in the same
elite.

Another key issue is the extent to which competence in skilled &tittndance is difficult to
assess across the case-study countries. The researahigsa®m rules of thumb about who
counts or does not count as an SBA. There are particular di#gutti this assessment in
Zambia, where no separate category of midwife exists antewiugses are not all trained to
an adequate level of competence in skilled birth attendance; aScenira Leone where
Maternal Child Health (MCH) aides do not meet the internatiorfatiien of SBA but are
locally expected to play this role. Even health workers who havallyibeen provided with
sufficient training but who are not highly motivated, have not subseguansittised in the
role of SBA, or have not received sufficient in-service traininges will not in practice have
the requisite level of skill. Hence, the capacity to scale up58 coverage of RMNH
services is probably more limited than it appears.

This research highlights gaps in systematic and well planned nabtaii between financing
policy and HR policy. In our case-study countries, there have bedaldi attempts to plan
for the impact of fee removal or reduction, and sometimes concorsitgpportive change,
even if not specifically responding to the needs of financing¥ypatitange. The global
literature review suggests that poor coordination is widespread. In cases, such as in
Niger and Zambia, measures were taken after problems asdowittiethe removal of fees



became evident. In the case of Zambia, of which we know more, theurasaof
compensation appeared to come too little and too late, sometimes not at all.

A number of countries that removed fees also increased health warkén some extent at
around the same time, although it is not clear that this wastlgiieaccompensation of
changes brought about by fees in all cases. In Sierra Leensydlpolicy debates have been
clearly linked and salaries were increased in preparatioth@FHCP [57]. Such explicit
linkage is not apparent in the other countries. In Zambia itasned that the user-fee
removal policy came with no plan or budget to recruit and deploy health workers [56].

Rather like pay, in some cases additional recruitment was ukelertzoncurrent to fee
reform, but it is not clear in Zambia or Ghana that this veasfally planned as part of a
package of complementary policies. In contrast, Sierra Leone didngi@ased recruitment
as an element of the FHCP and this had been ‘partially achiavé¢dé time of a review in
June 2010 in the sense that it was seen as contingent on the salary uplift.

Rather it appears that pay reform, recruitment activity and-fasereform are among a
plethora of interventions that are being introduced concurrently but ngufficient
coordination. The literature on user fees is now quite clear on débd for associated
measures, and the implications of the neglect of these are Iclé¢he first place, failure to
coordinate undermines the impact of user-fee reform through whatraggpeaplementation
problems and result in the failure of policies to secure eggeaetsults or to sustain them. In
the second place, user-fee reform may be exacerbating HRmpeollae clearest case of this
is the Zambian one. Ironically, the focus of user-fee remonmalural districts, intended to
target access improvements in rural areas, has had a disproporéfieeten workloads in
rural areas, which were already significantly greater timanrban areas. Worsening the
relative conditions in rural areas is likely, other things beingakqto worsen the
maldistribution of HRH and may result in rural access detémgyaln Sierra Leone, loss of
user-fee income has resulted in the loss of volunteer workars,jrwpractice depended on
user fees for an income rather than constituting volunteers in ibe s#nse. This may
explain the declining rate of immunization, as this appears to dépesmine extent on such
workers.

The difficulties of policy coordination are well-known and are not ioeaf to low- and
middle-income settings [57]. The specific set of policy processes involved in user-fee
removal have been analysed by Meesseal [58], who find that what they describe as
‘good practice’ has more often than not been absent in the six Araantries they review.
One common feature they identify is a ‘top-down’ and in mangsasidden and surprise
move to remove charges that planners and policy makers at lowés fega struggle to
adjust to. This may partly explain some of the problems in our case-study cotaaries

The HRH situation also affects user-fee reform in the sémsethere is some evidence
among our case studies that staff who feel aggrieved becausesarisa of overwork,
underpay or deterioration in conditions, are more likely to undermirrefeseeform in the
interests of maintaining the status quo. In all countries, thereewidence that services
intended to be free were not always experienced as such by aitkeosigh to different
extents. This problem was seen to be small in Sierra Leone, and to have redueeal itut
indicates a clear link between the two areas of policyhia direction. At the extreme,
informal fees can simply replace formal ones.



Linkage also operates in both directions through the medium of quélitgre. User-fee
removal can only be counted as successful to the extent thatewmggrize a better option in
the reformed service, comparing both quality and price variablesidecaison of utilization
as an indicator of the effectiveness of policy reform measheeditect and desired outcome,
improved access, but also indicates the extent of users’ preferemndbe reformed service
[59]. The observation that initial increases in utilization are astiasned (of our case studies,
most likely in Zambia) implies that neither measure of sicebng lived. Health workers
make perhaps the most critical contribution to quality of care @amehether any utilization
gains following fee removal are sustained. Interpersonal aspegtslity of care - whether
users are treated with dignity and respect and given the attahir problem requires -
always rank highly in studies of the attributes of quality thatt@n to users, and are mainly
under the control of health workers. Health workers also have influence on whetheadd
other supplies are available when required: they can conceahldeasitocks, and can use
initiative to replace drugs that are out of stock at the timeeXample. Aggrieved health
workers who do not support user-fee removal because they have not beeatege
compensated for the lost income and increased workload, are ledgttb support the
maintenance of quality in any of its dimensions.

Among the associated measures well-recognized in the exig@ngture is the need to
ensure replacement of user-fee income where it is importatitealocal level. User-fee
income has typically been used to provide bonuses to staff, emplojoadddontract staff
and to support drug supply. All the case studies of user-fee rémoexemption except
Nepal identified problems in either the failure to replace user-fee inoothe inadequacy of
the replacement in form or amount.

Conclusions

The interconnectedness between user-fee policy and HRH situatepsavad too difficult
to assess with the existing evidence base. Many policies have beemglaregithe relevant
period, some have changed explicitly in response to problems a@sdowidh financing
policy change, others might have responded, but policy documents do not makteathia
their explanation of the policy rationale. Other relevant varidide® also changed and we
do not have evidence that would allow a full understanding of theddtateountry’s health
system in the absence of user-fee policy changes.

As is now well-recognized in the user-fee literature, cootiinaf health financing and HR
policies is essential. This appears less well-recognizethanHR literature. In order to
support (whole or partial) free health-care policies, investmemisnieebe made in pay and
recruitment, and in particular to ensure that relative conditioesnpfoyment do not worsen
for rural areas. Generalized pay increases in the contexh efcaeasing imbalance of
workloads in urban and rural areas may not be sufficient. Policy ioatimh proves an

intractable problem in many settings, not only in low- and middieme countries, but this
does not mean that improvement is not possible within health polieied across

government and international stakeholders.

Replacement of user-fee income is only part of the solution tandw@agement of the
introduction of free health care. Human resources need spettéiatian in relation to
recruitment and retention, and most of all, distribution. Policieasiag on incentives to
attract health staff to under-served areas are weak across atudiss.



Demand-side financing approaches better replicate the posifpextasof the incentives
embedded in user-fee systems, and appear to work well in.Népakver, they may not
work everywhere. They clearly can only work where reliable fun@ngaintained, as did
not happen in Ghana. They may also require particular capagfitehninistrative systems,
not always present, and it is noteworthy that the Nepal progeaimas been intensively
supported with externally funded technical input, its management hadseantintegrated
with general health system management and the challengdievegreater integration is
now recognized. A careful analysis of the incentives embeddecematitve mechanisms of
user-fee replacement is required everywhere for the mostieffeystem in its context to be
designed.

Policies need effective monitoring systems that focus on thidesalf their implementation
as well as their impacts. At present, the data required to onaifectively are insufficient,
despite some recent efforts to invest in this area.

Endnotes

g http://www.who.int/universal_health_coverage/en/];
Plhttp://ww.icpdtaskforce.org/about/mission-vision.html];
‘Service Availability and Readiness Assessment: see [REFD];

Ihttp://www.who.int/healthinfo/statistics/indbirthswithskilledhealttgmmel/en/] (accessed
15 March 2013)%he narrow definition includes only midwives, doctors and cliniciterfs.
The broad definition includes midwives, doctors, clinical offers and nuvegghted for the
percentage of obstetric workload in the total facility workload;

"The World Health Report, 2005 (p91) suggests that for a districtaditith rate of 30/2000,
one full-time-equivalent doctor is required for 3600 births. Gabregsal (2011) translates
this into 1200 births per doctor on the basis of three doctors requiredwiolgR24-hour
cover. The WHO Making Pregnancy Safer model specifies 1000 Ipethdoctor, and we
apply this lower number, which also seems to allow for professamalopment days, leave
and sick leave;

9 PWT 7.0 Alan Heston, Robert Summers and Bettina Aten, Penn World etslion 7.0,
Center for International Comparisons of Production, Income and Pti¢ks Bniversity of
Pennsylvania, May 2011. [http://pwt.econ.upenn.edu/php_site/pwt70/pwt70_form.php]
(accessed 15 December 2011);

"[http://data.worldbank.org/indicator/NY.GNP.PCAP.PP.CD] (accessed 2dniber 2011);
'[http://data.worldbank.org/indicator/NY.GDP.PCAP.CD] (accessed 15 Decetba);
Idetailed income distribution data are not available but thesmatst are based on the
extreme assumption that those earning the given ratio ofesalariaverage GDP/GNI per

capita capture virtually the whole GNI/GDP. More realistssuanptions rank the salary
earner more highly still, relative to the rest of the population.
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