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Motivation of healthcare workers to combat child mortality in tribal
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Background

In remote tribal areas of India, severe shortfall in skilled health professionals
manifests itself in the form of grave healthcare issues for children due to lack
of immunization, health monitoring, and emergency care. These, along with
the seasonal recurrent epidemics like malaria, pose a severe threat to child
survival' ", killing numerous children in India every year.

The National Health Policy of India (2002)" acknowledges the acute shortage
of healthcare professionals especially in rural/tribal areas. Strategies under
current consideration to combat this issue include increasing the age of
retirement of doctors enabling them to work longer, decentralizing recruitment
of staff to state and sub-state levels, providing numerous financial and career
development incentives, and offering future educational benefits to children of
doctors who are in rural service.” However, most of these strategies view
doctors as “takers” from the health system, and focus on providing them with
extrinsic “carrots” for undertaking rural service. While the institution of such
mechanisms often succeed in bringing doctors to rural areas, they do not bring
along with the doctors the commitment and capability to work in these areas.
We are seeing the effects of this in the form of the lack of interest among new
generation of the health workforce in public health systems, as well as the
disinterest and disengagement felt by the existing workforce in healthcare
delivery.

At this juncture, it becomes important to pose the questions:

What will increase the motivation of the health workforce to work in
underserved areas? Why is the health workforce in India urban-centric? How
do we deal with the absence and inadequacies of the health workforce in rural
and tribal areas? Is the mere physical presence of healthcare personnel in rural
areas adequate? Will health professionals, who go to serve in a rural area
because of personal incentives, make a difference to healthcare access and
child survival in these places?



There is evidence from other developing countries and contexts that a whole
range of factors - good income, training and appreciation (Vietnam),
professional exchange and career development programmes, the need to feel
valued and supported in individual roles, and community level trust
(Tanzania)"'- play important roles in motivating healthcare workers to work in
rural regions. A recent systematic review indicates that while financial
incentives formed the “core” of motivation, other factors such as recognition
and supportive infrastructure for functioning have a profound effect on the
morale of the workforce'. It has also been illustrated that managers and
healthcare workers tend to view motivational factors through different lenses,
and hence, there is a danger of incentive systems being set up on the basis of
inappropriate assumptions*. Given the complexity of this issue, it is not
surprising that many countries are still grappling with the local realities of
evolving and implementing “best-fit” health workforce strategies that will work
in their contexts.

Conceptual Framework

Current strategies for addressing human resource concerns have often been
fitted into multi-level frameworks, which focus on diverse levels of the problem
including the individual, organizational, systemic and socio-cultural
components™*. In this exploratory analysis, we have only considered issues at
the individual level and have adopted a simplistic approach. Our assumption
here is that the fundamental steps of any generic human resource intervention
could be conceptualized to be

1. Getting adequate staff

2. Enabling them to function, and

3. Motivating them to perform in a committed manner.

These interventions have been shown in figure 1.

Figure 1: Strategies for advancing healthcare workforce in rural India
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While it is important to address shortages in the workforce and provide an
enabling environment for work, the establishment of a disinterested and
coerced workforce in remote/rural areas does not serve the objective and may
not bring about the benefits that are expected to accrue from their presence.
Thus, in this case study, we have tried to:

e Understand the reasons for “disillusionment” in the health workforce
e Illustrate the detrimental effects of a de-motivated workforce on
healthcare access, and consequently, on child survival
e Suggest mechanisms for the development of self-confidence and
stimulus within the workforce.
The three research questions and the key theme of the paper have been
illustrated in the figure below:



Figure 2: Disillusionment in the workforce, its effect on access to healthcare
and interventional mechanisms
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For the purpose of this paper, we have defined motivation as “an individual’s
degree of willingness to exert and maintain an effort towards organizational
goals” . The seminal framework of “Maslow’s hierarchy of needs” has been
adapted to explain the different requirements of healthcare providers in rural
areas, and the relative importance of these needs.*"

Study methodology

Study location: This analysis was done as part of a larger study that was
conducted in early 2009 to investigate child deaths in tribal regions in Central-
South India. The location of this study was Adilabad, a tribal district in
northern Andhra Pradesh bordering Chhatisgarh and Maharashtra, which has
poor socioeconomic and health indicators. The study was done from May 2009-
October 2009.



Data collection: The study was conducted using a case-method approach
(Adilabad’s tribal area being a case) where we used exploratory qualitative
techniques such as in-depth interviews, group discussions and Participatory
Rural Appraisals techniques to collect evidence on various human resource
issues in health. Human resources and healthcare delivery was a nodal link in
the study.

A set of validated, semi-structured interview guides were used for the
interviews and group discussions. Participatory techniques of transit walks?,
social mapping and mobility diagrams were used at community level to elicit
the range of healthcare providers available, their location and dynamics and
the reasons for preference of a particular healthcare provider.

The following table illustrates the number and characteristics of the study
participants. Purposive sampling was used to identify study participants,
keeping in mind the need for diverse viewpoints and perspectives from a whole
range of personnel.

Table 1: Data collection

Different cadres of health workers (30 interviews)

Public health system

(Comprises community level staff and sub-centers manned by nurses, primary health care centers
manned by general physicians and nurses, and hospitals having access to specialists)

Hospital level:

Physicians at the hospitals-2

Primary healthcare level:

Medical officers at primary healthcare centers- 5

Ancillary Nurse Midwife/nurse-8 (ANM also goes into the field and works at community level)
Community level:

Malaria health assistant-1

Community Health Worker-3

! A transit walk is a physical walk through the village, done to get geographically oriented with the village and hence
identify key social and development landmarks (such as presence of water sources, schools, health centers, etc). It is

usually an integral part of Participatory Rural Appraisal toolkits.
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Accredited Health Social Worker-2
School ANM - 1

Others

Traditional healer-1

Rural Medical Practitioners-3

Visit to emergency care services-1

Anganwadi workers (workers doing nutritional interventions)- 4

Community (12 interviews and 3 participatory group exercises)
Case studies of child death-12

Participatory Rural Appraisal exercises-3 (consisting of 15-20 participants)

Governance ( 3 group discussions and 2 interviews)
Local level governing bodies -3(group discussion, 8-10 members)

Health authorities-2

Others (3 group discussions)
Human rights activists (group discussion, 8-10 active participants and several observers), Civil society

persons (group discussion, 12-15 participants)

School personnel (group discussion, 5 participants)

Note on group discussion: These group discussions were held in a community
setting, and participants walked in and out of the discussions according to their
convenience. An average number of participants has been provided above.

Data analysis:

Data was collated from discussions with multiple cadres of health workers, the

community, and the local governance system. These discussions were recorded

and then transcribed. The transcripts were coded and thematic analysis of the

transcripts was done through an iterative process. Several broad thematic

areas were initially considered. After refinement, only the most relevant

themes have been retained.

The final refined themes of analysis emerged as:

e Perceptions of the healthcare workforce (that did not belong to Adilabad) on
their stint in the tribal region

e General problems faced by the healthcare workforce in Adilabad and the
effect of these problems



e Functioning of the local health workforce (barefoot doctors and community
health workers) in Adilabad

e Community perceptions of healthcare providers they visited

e Community preferences with regard to healthcare providers, and reasons
for these preferences

We used mobility maps to depict availability of healthcare. Conceptually
ordered display techniques such as cognitive maps and effect matrices X" were
constructed to elucidate the nuances of the relationship between motivation
and healthcare access. The qualitative techniques we have used were intended
to be explanatory and do not attempt to measure specific outcomes (it would
be useful to conduct follow-up studies to compare the discrete effects of the

several variables that emerged from this study)

Description and main results of the case
4.1 Introduction to the case:

The district of Adilabad has a large tribal belt, home to a tribal population of 8
lakh. This population is largely poor, socio-economically backward and faces
high morbidity due to a host of infectious diseases including recurrent malaria
epidemics. Some of the important health and development indicators in
Adilabad are presented in Table 2:

Table 2: Population and Health indicators-Adilabad

Population indicators

Population (in 1000s) 2488 (Source: Census 20012)
Decadal growth rate (1991-2001) 19.1 (Source: Census 2001)
Sex Ratio 989 (Source: Census 2001)
Percentage SC population 18.5 (Source: Census 2001)
Percentage ST population 16.74(Source: Census 2001)
Percentage Literate population 56.3 (Source: DLHS-3)3

2 Registrar General and Census Commissioner: Census of India 2001. [http://www.censusindia.gov.in/]
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Percentage having access to toilet facilities | 25.2 (Source: DLHS-3)

Percentage living in a pucca house 10.4 (Source: DLHS-3)

Percentage having a BPL card 86.8 (Source: DLHS-3)

Percentage of girls marrying before 18 | 30.5 (Source: DLHS-3)

years

Child health indicators

Children (12-23 months) fully immunized 54.1 (Source: DLHS-3)

Children (12-23 months) who received | 93 (Source: DLHS-3)
BCG

Children (12-23 months) who received 3 | 71 (Source: DLHS-3)

doses of polio vaccine

Children with Diarrhea who in the last two | 33.2 (Source: DLHS-3)

weeks who received ORS

Children (<3) breastfed under 1 hour of | 33.4 (Source: DLHS-3)

birth
Children (<3) exclusively breastfed 25.8(Source: DLHS-3)
Women delivering at a health facility 1.6 (Source: DLHS-3)

In 2007-08, the district succumbed to a succession of malaria epidemics that
led to high child mortality. Within the district, there were 5 blocks that were
most affected by the epidemics and these were termed as “high-risk” blocks.
These blocks were locationally remote (several on the border areas), lacking in
road connectivity and were seen to be lacking staff through unfilled vacancies
in the public health system. A brief description of the health system at Adilabad
is provided in the next section.

4.2. Brief description of the health system at Adilabad:

In this section we describe the key components of the pluralistic health system
at Adilabad comprising -- the public health system, private healthcare
providers, emergency care services, traditional healers, NGOs providing
healthcare and partnerships between these entities.

* International Institute for Population Sciences (lIPS); Ministry of Health and Family Welfare. District Level Household

and Facility Survey: Fact Sheet 3 Orissa. Report 2007-08: 1-7
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Figure 3: Health Services available to the people of Kolama village
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Figure 3 is a mobility map drawn by the community in Adilabad as part of the
PRA exercise conducted by the study team. It illustrates the healthcare options
available to people in a typical village of Adilabad.

Public system: At the village level, the healthcare delivery is done by an
Anganwadi worker and a Community Health Worker®. We found in the village
that made this mobility map, that the post of an Ancillary Nurse Midwife (ANM)
has been vacant for some time. The Primary Health Center (PHC) is 12 kms
away from the main road of the village. The civil (sub-district) hospital is 60
kms away from the PHC but an ambulance has been provided to the PHC after
the 2007-8 epidemics to cover the distance between the PHC and the civil
hospital. The ambulatory service can be called through a toll-free number
"108”, and hence the service has acquired the pseudonym 108. The district

* The Community Health Worker is a village level health worker who is trained to deal with simple medical ailments. Nowadays

these workers are being termed as Accredited Health Social Activists (ASHA).
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hospital is the final referral center in this chain and is another 50 km away
from the civil hospital.

Private system: The private local health system comprises a Rural Medical
Practitioner (RMP)°> who runs his own private practice. He lives in a small town,
between the village and the hospital, and visits the village whenever he is
called. The community also mentioned the use of home remedies during illness
episodes, but did not mention any local traditional healers in the vicinity of the
village.

The Public Health System in Adilabad

The public health system in Adilabad comprises a hierarchical structure of
healthcare institutions. The primary health care center and its satellite sub-
centers are the key health facilities in the vicinity of the village. The major civil
hospital in the five high-risk blocks is in small town center (Utnhoor) and the
district hospital is located at Adilabad (which is the last rung of the referral
structure in the district). Table 3 depicts the public health infrastructure and
human resources available for the health service delivery in the tribal areas of
Adilabad. A large number of vacancies can be observed in the health posts
available in these regions. It is even more disturbing that several of the
existing posts have been filled on a contractual basis, despite there being both
need and sanction for a permanent post.

Table 3: Health infrastructure and human resource in Adilabad

Number of sub-centers | 153

Number of PHCs 28

Number of civil | 1

hospitals

Number of district | 0 ( the Adilabad district hospital is in the plain area,
hospitals but accessed by the tribal population)

Medical officers Sanctioned: 166, in position: 127, vacant: 39

®> RMPs are usually local practitioners, who are supposed to have a diploma that permits them to practice medicine in rural areas.
Some of them have undergone a formal training and have acquired the requisite certification, while others have interned under a
doctor/pharmacist and have started their own practice (without a formal degree) since they have a working knowledge of common

medicines.
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Staff nurses Sanctioned: 131, in position: 91, vacant: 40

Lab technicians Sanctioned: 77, in position: 44, vacant: 33
Community health | >1000
workers

Multi-purpose  health | Sanctioned: 11, in position: 92, vacant: 19
assistant (male)

4.3. Understanding problems of medical personnel

Understaffing is one of the biggest problems in the public health system at
Adilabad. This shortage of health staff can be observed at various tiers in the
healthcare system, among the medical, paramedical and the ancillary health
staff. During the 2007-8 epidemics, several medical postings at Primary
Health Centers had been vacant (refer table 3). In the light of improving the
staffing situation in Adilabad, the government has instituted two mechanisms
for bringing doctors into the area.

One of these is giving allowances to newly graduated doctors for post graduate
medical education and specialisation. In India, post graduate medical education
is very competitive and the specialty stream allotted to young doctors depends
upon their choice and the marks they score in their entrance examinations. If
students commit to a rural posting for 2 years and complete it, they are given
30% more weightage in the post graduate medical entrance examinations for
admission into the next academic year onwards which is a huge benefit.
Discussions with the government officials showed that this scheme seemed to
be working in inducing young doctors (prospective post graduate degree
candidates) to the tribal areas in Adilabad. However, interactions with the
young doctors illustrated that while they had chosen to work in these areas,
they remained unhappy and regarded their responsibility with disdain, wanting
to “get over with it”, and did not feel any sense of natural service or duty
towards their work. Being inexperienced, they found it hard to deal with
several complicated situations, medical and political. Doctors (who are usually
from the urban areas) usually faced 'culture shock' and adjustment issues that
had an adverse impact on their performance. Some of the unhappiness can be
sensed from the following quotes (taken from discussions with doctors)
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“For me right now it is very difficult. There is only one doctor here and I am
finding it very hard to manage. I don’t know
for this stintt o get over?’

“In the * cinema productions, they often show- doctors must be like this, like

that .but that’'s all i dreaa | tiswn ,c ..rfl aiwsaesd btohrenr e ...1 |
background.. We don’t know how to deal with the pr
here.. why wever di d I take a job with the gc¢
pol i tics..

“One and a halfyear s are over now..,ust have to manag:c¢
and | wil/l never come back..

“Everything is a fight here.you develop an i
feel, after doing MBBS (medical degree in India), why shoul d | bot
things go on as they are goingon...at t i t odley sbhbecomes | i ke that
cC ome, go. .as "t hey want ..

According to the health authorities ( the District Medical and Health Office), the
implementation of the above scheme is able to fill some vacancies at the
primary healthcare level, but even this is not adequate during the high
incidence season of Malaria, when children require immediate medical
attention. Thus during this season, extra health personnel are deployed
temporarily from other areas compulsorily to serve in the rural areas from
June-September. It was felt by the health administration that while this
approach was turning out to be effective in controlling malaria during the
season, it was unable to address the basic problems of the area on a
sustainable, long-term basis.

Our discussions with the medical and paramedical staff also pointed out to the
following problems:

Lack of transport to and from the health facility: The irregularity of public
transport makes it difficult for doctors and ANMs to travel to PHCs in the more
remote areas. Even after reaching the key health facility (like the PHC), the
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health personnel often had to travel by foot to reach inaccessible villages.
Hence, this encourages absenteeism, leaving work early and not doing
scheduled home visits. (“we have to walk to the interiors as there are no

vehicles there... we have(nameeofadplase) bactk homa, rbdto

if I miss it, I have to stay here entire

Work Burdens of Existing Staff: Understaffing puts a lopsided burden on the
existing staff to carry out activities in addition to their own work
responsibilities, and hence perform to suboptimal levels in many of their
functions

( Here is not enough staff. I am the only medical officer here, so it is not
possible to be here 24 hours. But even there the orders have come but there
isnost af f. Here we dornabtTechni®dan” have a

Gender aspect: For women doctors and ANMs, staying alone in remote areas
gives rise to issues of safety. ( “ For me per sprobkemlisythab han a
single woman. So staying here alone is a challenge. I have to find an auto and
get home soon, before the dark..”)

Residential Facilities : Residential facilities for the medical staff need
improvements. There is a need to provide modest living quarters and basic
toilet facilities for the doctors at the PHC. ( “ When | first came

ni gh

her

no water in the toilet; |l used to buy miner al

Medical equipment and infrastructure: Medical officers at the PHC are
unsatisfied at the workplace due to the lack of availability of supporting
equipment for diagnosis and emergency care (like supply of blood), which are
also important for emergency care.

Incentive structures: The health workforce is not given any motivational
benefits, recognition or financial incentives for performing better, and working
in remote areas. The lack of recognition and appreciation from authorities often
led doctors, who used to work with commitment in the tribal community, to
leave public service. We met a doctor on sabbatical from work, who was highly
revered by the community, and asked him about his experience. He felt that
he had earned the trust of the community by working with dedication beyond
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his working hours. However, practical monetary issues and the constant lack of
appreciation from superiors/colleagues forced him to leave this service. Here is
an excerpt from a discussion with him:

‘O am from a poor family...so when | got ed
peopl e..l anr iad aslo...aaf tter my weddi ng, I got my m
stipend to study from the government ....i serve
ANM, she used to tell me-take a break and eat-but I felt that my hunger will go

it could ease the suihfle88B,ithege was$ a bigy epigleracp | e ...
3500 people died of cholera here, but the government declared only 250
deaths ..l did a |l ot of work then to serve the
of snakes, not even a proper buil ding..not ev
s what | bel i

must not be a businessmen, that
But t hat was 10 year s ago....i believed i n t
Nehru. . but | r eadwllyeeld sHotilé als® decome like other people,

ridein AC <car s, think of self be comparable with.naynd |
peer s, na..my juniors are doing better, ear ni
anything here..no one outsidle k nows about you...just nothing.

4.4. A de-motivated health workforce and its effects on access to
healthcare

“They aranadamost of them are illiterates.. . e
l' isten....they wil!/l think in their own way..eve
wi || n o The alove’ is an excerpt from transcripts of interviews with the

medical officer at one of the Primary Health Centers in Adilabad. We found that
interactions with health personnel (particularly those from other areas) were

often colored with frustration and complaints about the community. There
existed a visible disconnect between the health workforce and the tribal
people, with the doctors blaming the tribal folk for not seeking healthcare
(“They know, but it is their carelessness. Or t hey say they don
t i meComnmon complaints of the healthcare personnel were that people
believed only in traditional medicines, did not visit the medical center until the
disease had progressed to an advanced stage, and did not follow medical
advice.
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Figure 4: Mechanisms of influence of a disgruntled workforce on healthcare
access
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However, it was evident from discussions with the community that people did
believe in the curative power of allopathic medicine, but often did not trust the
doctors and health personnel to give them the right medicine. Some reasons
cited by the community for not seeking healthcare and not following medical
advice have been quoted below:
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“.the doctor wi || come at 12 and | eave by

signature..and heedutrsetelflAmma, you see” and g
“They are only concerned about the time. They
duty at 4pm and are in a hurry to | eave.”

“There are sc-hwhy samhenm’et there schools here!
schools as well. Then what do they mean that there are no schools! Their level
of expectation is higher. They don’t want to

“Li ke when the patient goes and the doctor |
patient is confused...what to eat when...What is this...If someone explains to

us and then gives goli...That’s what we want.
in the evening.. After dinner ... Like that. ..’

From the above quotes, it can be seen clearly that the community is able to
sense the disparaging attitudes of the doctors towards them, and the apathy
stemming from the several frustrations buried in the medical personnel’s
psyche. The community also notices the rigid time protocols followed by
doctors, and their lack of accountability to the community. Due to the lack of
human care during the interaction, people feel that they are not being “seen”
properly at the health center and that the doctors were not interested in their
welfare.

All this leads to mistrust of the community in the prevailing health system.
Thus, people make a conscious choice of seeking healthcare from a local
untrained doctor ‘quack’ who speaks to them nicely rather than from a well-

qualified but intimidating provider ( “ ...i n t he government hospita
give some goli...and it t he di sease) won’'t become | ess at
2 golis and tell us to run away..al so, the pr
RMP) understands what we speak.our | anguage.. I f you go to
becomes | ess autdmatically..

This results in an even more frustrated and vexed medical workforce which
asserts-"We coul d have done treatment, but what c
bring the children to us..even when we go int

that the child is (suffering)..
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Ancillary health staff and withdrawal from responsibility: Health workers
at community level (nurses, ANMs, Anganwadi workers, etc) are considered to
be the “frontline” workers of the public health system, who provide the first
level of care for simple ailments along with timely referrals. In Adilabad,
several vacancies (refer table 3) exist in these cadres of the health workforce
also. Even among the existing workforce, our discussions showed a lack of
decision-making with regard to treatment, non-provision of first aid (even
common sense first aid) and the passing on of responsibilities of healthcare
(through quick referrals without complete assessment of medical needs).

There was also a fear of blame among these health workers that led them to
withdraw from responsibility. Community health workers often felt
disempowered to provide basic health care and first aid despite training.
Systematic non-performance has led to erosion of confidence of these workers,
and they feel that solutions to health problems (even simple health problems)
lie only with the “big” doctors. With poor confidence levels and no incentives
for doing a job well, frontline workers do not see themselves as responsible for
a child’s life. Thus, they stay right there, but do nothing. The frontline workers
in the public healthcare system in Adilabad seem to have been reduced to a
nominal body of workers, with limited capacity to function in the roles that
have been defined for them. Whereas more and more frontline workers are
being recruited, there seems to be no examination of their capacities and poor
monitoring to ensure their working. We also found that many of these workers
were trained once during their induction and have since received no
reaffirmation of information and knowledge needed for their work.

4.5. Mechanisms for the development of self-confidence and stimulus
among the health workforce

In addition to extrinsic and personal benefits, we find that certain small steps
and interventions could lead to increases in levels of motivation and work
commitment of healthcare workers and help in better serving the marginalized
community.
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Special awards given to popular health workers: The community is able to use
its judgment and distinguish within the health workforce -- “good” doctors and
“bad” doctors®. One might think that the community’s judgment may be faulty,
and doctors who cater to popular community demands (like administering
glucose injections) might get preferentially selected for these awards.
However, discussions with the community note that it mainly judges doctors on
the basis of their humanitarian connect, rather than on the type of
advice/treatment they give. For many doctors too, commitment has its root in
being revered and recognized by the community. These special community
awards can be given by local village level committees working on development
issues, self-help groups or via the local self governance system (the
Panchayat)

Local competitions: Healthy baby competitions could be held between
villages/a cluster of villages and prizes could be given to the healthiest baby
(based on certain local criteria of judgment). In addition to the family, the
health staff (the community worker, PHC doctor, nurse, etc) under whose
ambit the baby falls are also given special recognition during the event.

Using the media: The local and national media are extremely effective vehicles
of expressing appreciation. Interviews of dedicated doctors can be published
along with people’s expressions of gratitude in local language newspapers. This
conveys to the doctor that his work in the rural area is meaningful and
worthwhile.

Confidence building workshops and technical refreshers: From the perspective
of career development and to fulfill the need for connection with
peers/colleagues, constant technical refreshers must be given at district level.
Particularly for the ancillary staff, exposure visits to nearby areas that function
well, may prove to be instructive.

Often, healthcare workers are caught in the mundane struggles of daily life in
remote towns, which makes them feel de-motivated. Small tokens of
appreciation through the above-described mechanisms bring back their
attention to the “larger picture” and give them new strength to face routine
problems.
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Summary: Lessons learnt and recommendations for action

Through this case study, it has been depicted that

e Coercive mechanisms and the provision of extrinsic incentives (such as academic
advantages) bring doctors to rural areas and are able to address the issue of
numerical adequacy to some extent.

e However, many of these above incentives are not supported by proper “enabling”
incentives such as the provision of transport, equipment in the health center, and
other amenities. To add to this, dedicated doctors who work in these areas are
not given any recognition or appreciated for their commitment and efforts.

e Such imbalanced incentives result in poor performance of doctors in these areas.
The community is able to sense this, and does not access public health care.

e Local paramedical workers in tribal areas work in a bureaucratic system under a
constant fear of blame. Non-performance had led to erosion of confidence of
these workers, and they feel that solutions to health problems lie only with the
“big” doctors. Thus, the whole cadre of community health workforce becomes a

nominal body, unable to counter child deaths effectively.

Policies in human resources for health often focus on attaining numerical
adequacy of health staff by employing a range of locally-relevant mechanisms.
As a further step, policies have often stretched to accommodate strategies that
work towards advancing the quality of life of staff through the improvement of
amenities, income and capacity.

However, the strategies have largely focused on the provision of extrinsic
benefits to health staff and are limited to ensuring the physical presence of
health personnel in remote areas, but not give attention to aspects of
functioning. While the above strategies are fundamental to the advancement of
the healthcare workforce, these neglect the higher tiers of Maslow’s hierarchy-
the “esteem” needs for stimulus, achievement and respect. Thus, these
coercive or inducement strategies are not sufficient in themselves to increase
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feelings of commitment in healthcare workers to serve a marginalized
community.

Figure 5: Masl ow’ s dltdatha motivabional aecdsp t e
of healthcare workers
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HEALTH STAFF
Physiological and safety needs (food, water, sleep, F AND ENABLE
sood employment, income, propert
g ploy property) G
Strategies: financial incentives, good residential facilities,
good amenities, transport facilities y \ FUNCTION A

This case study has also revealed that when a coerced and non-committed
workforce is present in a remote area, the community does not access the
health services due a plethora of reasons- disparaging attitudes of doctors,
unaccountability, lack of human care in the interaction, etc thus impacting the
health system functioning. Thus, the mere physical presence of healthcare
workers did not bring about change in the health of tribal children. Similar
health policy strategies that neglect motivational needs of heath workers at
higher levels will not accrue the benefits expected of them.
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It is recommended that a package of strategies have to be designed that are

context-specific and address motivational needs at ALL levels for advancing

health human resources in remote and rural areas. This package must include

e Core motivational factors: such as financial incentives, residential facilities
and other schemes to attract doctors to rural areas

e Enabling factors: better transport, better work environment and support,
good amenities, etc

e Factors that bring about stimulus and self-confidence in the workforce:
Medals, competitions, appreciation awards, etc.

References

"Basu SK, A health profile of tribal India, Health Millions, 1994 Apr; 2(2):12-4.

iKkamble MB, Raut PP, Hussain ZF, Cerebral Malaria in Rural India, Indian Journal of Pediatrics,
2002 Aug; 69(8): 659-61.

I National Health Policy, Department of Health, Ministry of Health and Family Welfare,
Government of India.

VSatpathy SK and Venkatesh S, Human Resources for Health in India’s National Rural Health
Mission: Dimension and Challenges, Regional Health Forum 2006, 10(1): 29-37.

¥ Dieleman M, Viet Cuong P, Vu Anh L, Martineau T, Identifying factors for job motivation of

rural health workers in North Vietnam. Human Resources for Health, 2003 Nov, 1(1):10.

YiManongi RN, Marchant TC, Bygbjerg IC, Improving motivation among primary health care

workers in Tanzania: a health worker perspective Human Resources for Health, 2006, 4(1):6
vViwillis-Shattuck M, Bidwell P, Thomas S, Wyness L, Blaauw D, Ditlopo P, Motivation and

retention of health workers in developing countries: a systematic review, BMC Health Services
Research, 2008 Dec;8:247

21



ViiManafa O, McAuliffe E, Maseko F, Bowie C, MaclLachlan M, Normand C
Retention of health workers in Malawi: perspectives of health workers and district

management, Human Resources for Health, 2009 Jul, 7:65

™ Hongoro C, Normand C: Building and Motivating the Workforce. In Disease Control Priorities
in Developing Countries. Second edition. Edited by: Jamison D, Breman J, Measham A, Alleyne
G, Claeson M, Evans D, Jha P, Mills A, Musgrove P. Oxford: Oxford University Press; 2006.

* Mathauer I and Imhoff I, Health worker motivation in Africa: the role of non-financial
incentives and human resource management tools, Human Resources for Health, 2006 Aug

;4:24

X Franco LM, Bennett S, and Kanfer R, Health sector reform and public sector health worker

motivation: a conceptual framework, Social Science and Medicine 2002 Apr;54(8):1255-66
X' Maslow H, A Theory of Human Motivation, Psychological Review, 1943, 50(4):370-96

XiiMiles MB and Huberman AM, Qualitative Data Analysis (2nd edition), Thousand Oaks, CA:
Sage Publications; 1994.

22



