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Section 1.0: The Nature and Role of Health Care Providers in Disease Control

This section will focus on the following issues:

1.1
A brief description of health care providers and their role in health systems

1.2
Health care provider problems. These will be analysed at three levels: (1) individual health worker level---issues related to morale/motivation, productivity, informal activities, internal capacity, remuneration, work environment, etc; (2) Organisational level (including independent individual providers)—issues related to funding methods, level of autonomy, referral hierarchy (role), accountability structures, etc; and Health system level—issues related to the level of decentralisation, funding arrangements, regulations, system capacity, etc.

1.3.1 Health care system’s response to health care provider problems--- health sector reforms? Common solutions to disparate issues? Where are we getting it wrong?

Section 2: Health care provider incentives

2.1 What are incentives? ─ This will address definitional issues based on a thorough review of literature. The focus will be on developing a common view and understanding of the meaning of incentives at both theoretical and operational levels.

2.2 Formal classification of incentives: to include health system, organisational and individual incentives. The distinction between monetary and non-monetary incentives will be made for each of these categories. The links between types of incentives and disease control priorities will be explored─ incentive and objective alignment. The need for aligning health system, organisational and individual incentives, and the problems associated with doing so will be highlighted. 

2.3 Contextual issues: The context is defined here from an individual and /or organisational view point. This will include issues on working culture, norms and regulations, health systems organisation

2.4 Incentives in practice: This section will draw on empirical evidence of what matters to health care providers in developing countries. The source of information will be published and unpublished material, and a technical paper focusing on a country (Bangladesh) or region.  This will include a box highlighting a success story or failure in using incentives.

Section 3: Health care provider compensations

The section will include a description of health care provider compensations in developing countries focussing on individuals (public health workers), organisations (public, NGOs, and private) and independent individuals (e.g. General Practitioners, and traditional healers)

3.1 Current practices on health care provider compensations: types of payments for individuals and organisations or independent private practitioners─ fee-for service, capitation, case payments (e.g. DRGs, per diem, flat rate (bonus payment), salary, global budget. The interplay of mechanisms and incentives will be discussed. Problems associated with each method will be highlighted for example paying for group effort (will draw on concepts of co-operative behaviour, and the “prisoner’s dilemma”) 

3.2 This section will highlight what seems to work and what does not ---and why using specific examples from both developing and developed countries where appropriate. The dimensions of analysis will include rationale, design, implementation, impact on incentives (incentive alignment issues) and ultimately health care provider behaviour. Two boxes highlighting a success story and a failure will be included in this section.

3.3 Vertical versus integrated programmes. The key question to be addressed here is how the design of a diseases control programme influences health care provider incentives and behaviour particularly looking at effects of compensation methods, management regimes, work environment, accountability, input procurement (as a micro-system analysis of the system), etc. Examples of vertical and integrated programmes that introduced innovative compensation and incentive structures will be used to demonstrate possible effects of programme design and implementation on health care provider behaviour and draw implications for disease control 

3.4 Performance related compensations: This section will be devoted to an analysis of health care compensation methods based on some form of contractual arrangement. Theoretical and practical arguments for and against use of such methods will be discussed. 

3.5 Compensation methods and sustainability issues. A discussion of health system’s capacity to sustain different types of compensation methods--- funding arrangements, relationship with other public sector workers, labour migration etc.

3.6 Formal classification (based on theory and evidence) provider compensations, predicted and observed behaviour. Material from this section will draw from literature

E.g.

	Type of compensation
	Rationale
	Design
	Incentives
	Empirical evidence

	E.g. bonus payments
	Increase productivity
	Based on quantitative outputs
	Increase volume of activity and not quality
	E.g. confirmatory  evidence but risk of opportunistic 


4.0 Is there an optimal combination of health care provider compensation and incentives for DCs? This section will focus on the following issues:

· Cross cutting issues: linking compensation to performance, managerial autonomy over health care providers, markets or hierarchies for what types of disease control activities, 

· National issues: diversity of perceptions of incentives coloured by contextual issues such as norms, culture, customs, religion, regulations, politics and the economy

· The notion of different compensation and incentive packages for different contexts. Each package should include the core elements (see cross-cutting issues) for promoting desired performance behaviour. 

5.0 What governments must do and not do

· To adapt and not to imitate

· To put health care provider compensation and incentives to the fore in designing disease control strategies and programmes

· Emphasis on strengthening health system incentives that promote appropriate health care provider behaviour. The health system should on one hand be able to support the attainment of positive outcomes of organisational and individual incentives, and on the other suppress negative or unintended outcomes. For example, promoting dual practice as an incentive to public health workers in a poorly monitored or regulated system might not help achieve public health goals 

· Implications of increased demand for health workers in the context of scaling up to MDGs

· Need for different approaches for different contexts, and the cost implications of suggested solutions to current provider compensation and payment problems.

6.0 The R & D Agenda

Based on the literature review and analysis above, this section will devoted to highlighting areas where information is absent or incomplete. The foregoing will form the basis for suggesting a research agenda that will help further our understanding of the role of health care provider compensation and incentives in disease control in developing countries.

