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ABSTRACT
Background: Human Resources for Health are a core building block of a health system,
playing a crucial role in improving health outcomes. While the existing literature has exam-
ined various forms of corruption that affect the health sector, few articles have examined the
role and impact of corruption in the recruitment and promotion of health-workers.
Objectives: This study reviews the role of corrupt practices such as nepotism, bribery and
sextortion in health-worker recruitment and promotion and their implications for health
systems.
Methods: The study is based on an interdisciplinary non-systematic review of peer-reviewed
journal articles in the public health/medicine and political science literature, complemented
with the ‘grey’ literature such as technical reports and working papers.
Results: Political and personal ties, rather than merit are often factors in the recruitment and
promotion of health-workers in many countries. This results in the employment or promotion
of poorly qualified or unsuitable workers, with negative implications for health outcomes.
Conclusion: Corrupt practices in health-worker recruitment and promotion ‘set the tone’ for
other forms of corruption such as absenteeism, embezzlement, theft and bid-rigging to
flourish, as those recruited corruptly can collude for nefarious purposes. On the other hand,
merit-based recruitment is important for curbing corruption. Corrupt recruitment practices
have deleterious effects on health-worker motivation and retention, quality and competency,
citizens’ trust in health services and health outcomes. Whereas international law and policy
such as the United Nations Convention Against Corruption and the WHO Handbook on
Monitoring and Evaluation of Human Resources for Health state that recruitment of public
officers and health workers respectively should be done in a transparent and accountable
manner, more research is needed to inform policies on merit-based recruitment.
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Background

Anti-Corruption, Transparency and Accountability
in all aspects of public service delivery, including
health services, is a pre-requisite for human develop-
ment and for building peaceful, inclusive societies
with healthy populations. Substantially reducing cor-
ruption in all its forms and developing effective,
accountable and transparent institutions at all levels
are important targets in the Sustainable Development
Goals [1] and are the subject of an international
treaty, the United Nations Convention Against
Corruption [2].

Corruption in Human Resources for Health
(HRH) is a cause for concern in advancing the global
health agenda because of its deleterious impact on
access to and quality of healthcare, including its
negative impact on morbidity and mortality [3,4].
Human Resources for Health in this paper refers to
health service providers as well as people not engaged
in the direct provision of services, referred to as
‘health management and support workers’ [5].

This paper focuses on corruption in recruitment
and promotion because there is evidence, as will be
discussed below, that it fosters other types of corrup-
tion in human resources for health. The traditional
method for public service recruitment in many
bureaucracies is to evaluate candidates based on for-
mal examinations. Recruitment in the health sector
follows a similar process, with health workers
recruited based on passing the requisite examinations
in medical schools and colleges [6].

There is substantial evidence that academic dis-
honesty and cheating in medical schools and colleges
is common in many countries, with adverse implica-
tions for the quality of health workers [7–14]. This
paper does not look at cheating by students in health
colleges, but there is no doubt that it too, undermines
the principle of merit-based recruitment of health
workers.

Corruption in recruitment and promotion of health
workers impacts the poorest andmost vulnerablemem-
bers of society, particularly in countries that are already
perceived as highly corrupt, are undergoing skewed
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health worker migration (i.e. brain-drain), and that also
suffer from poor population health outcomes [15].
Some elements of corruption in health worker manage-
ment are absenteeism, ghost workers, conflicting dual
public and private practice; as well as patronage, nepo-
tism, cronysim as well as bribery and extortion to influ-
ence recruitment, posting, transfer and promotion
decisions. Sextortion, in which sex is the currency of
a bribe or extortionary transaction, is also recognised as
abuse of power to obtain a private (sexual) benefit, and
hence is a form of corruption [16].

This paper focuses on corruption in recruitment
and promotion due to the risks to health outcomes
posed by recruiting unqualified and incompetent
workers [17], as well as the fact that this type of
corruption has been found to foster other forms of
corruption.

There are several global governance documents
that reinforce the importance of tackling corrup-
tion in HRH. The aforementioned United Nations
Convention Against Corruption, Article 7, enjoins
States Parties to adopt, maintain and strengthen
systems for the recruitment, hiring, retention, pro-
motion and retirement of civil servants and other
non-elected public officials that are based on prin-
ciples of efficiency, transparency and objective cri-
teria such as merit, equity and aptitude. The 2008
WHO Kampala Declaration states that Government
leaders, Ministers of Health and other national
leaders will commit to providing ‘all people, every-
where with access to a skilled, motivated and facili-
tated health worker within a robust health system.’
The Declaration further enjoins governments to
‘assure adequate incentives and an enabling and
safe working environment for effective retention
and equitable distribution of the health workforce’
[18]. Corruption in the recruitment and promotion
of health workers poses a threat to these goals.

In addition to these instruments, the WHO Global
Strategy on Human Resources for Health emphasises
the importance of ensuring ethical recruitment prac-
tices [19]. The WHO Global Code of Practice on the
international recruitment of health personnel states
that recruitment should be transparent, fair and sus-
tainable [20].

Separate from health governance and legal frame-
works, the political science literature has considered
how the politicisation of public service delivery jobs is
a problem in many countries, with implications for
efficiency and performance [21]. Politicisation is
defined as ‘the substitution of political criteria for
merit-based criteria in the selection, retention, pro-
motion, rewards, and disciplining of members of the
public service’ [22, p. 2]. In addition to politicisation,
the literature also mentions the role of bribery, extor-
tion and favouritism based on kinship (nepotism) or
friendship (cronyism), in recruitment in the public

sectors of various countries [23–25], and in the health
sector in particular [26].

Researchers have found a co-relation between
non-meritocratic recruitment and corruption in the
public service [27]. In addition to recruitment, appro-
priate posting and transfer of healthcare workers is
increasingly recognised as an important issue in HRH
to promote health system strengthening (HSS) and
citizens’ trust in government health services [28]. As
mentioned above, corruption can also subvert posting
and transfer decisions, negatively affecting health ser-
vice delivery and population outcomes.

Despite the significant potentially negative conse-
quences of corruption in health worker recruitment
and promotion, there is limited research on the sub-
ject. This could be because it is not a big problem,
because this form of corruption is more hidden and
difficult to observe by respondents to health sector
corruption surveys, or because surveys do not cover
this aspect of health sector corruption.

One survey that did was the USAID Health Sector
Corruption Survey 2013, which surveyed 1,125 health
managers and leaders working in more than 95 coun-
tries. It reported that nepotism and favouritism in
employment and promotion were the least-observed
forms of corruption, whereas kickbacks and bribes
were the most common [29]. However, the survey
had several limitations, including a low response rate.

Accordingly, this article conducts an interdisci-
plinary review to shed further light on this problem.
The review intersects between public health, political
science, and more specifically HRH. Based on the
findings, the study concludes that ethical and merito-
cratic recruitment and promotion in the health sector
is indispensable for good health outcomes and needs
further attention and research.

Methods

A multi-disciplinary non-systematic literature review
of the medical and political science literature was
conducted. The search aimed to identify peer-
reviewed on PubMed and JSTOR published between
2000–2018. Combinations of these search terms were
used: ‘corruption + health sector jobs,’ ‘corruption +
human resources for health,’ ‘corruption + health
worker recruitment,’ ‘corruption + health worker
promotion,’ ‘patronage + public sector jobs,’ ‘crony-
sim + public sector jobs,’ ‘favouritism + public sector
jobs,’ ‘sexual harassment + health sector,’ and ‘merit
+ recruitment + public sector.’ The same keyword
searches were used in Google scholar and the
Google search engine to identify non-indexed articles,
technical papers, policy documents, and other rele-
vant materials. Duplicates were eliminated manually
after compiling a working bibliography. Articles were
selected for review based on their relevance after
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perusing abstracts. The final choice of papers
reviewed were those that described or evaluated cor-
rupt practices in public service recruitment and pro-
motion generally, corruption in the recruitment and
promotion of health workers specifically and those
that mentioned merit-based recruitment.

Results

Typology of corrupt practices in health worker
recruitment and promotion

A total of 49 peer reviewed articles were selected for
review based on the criteria described above; these
were supplemented by 18 working papers, book chap-
ters and policy reports. This section describes the
types of practices that occur and their impact of
health workers and health outcomes (see Table 1 for
summary).

Patronage and clientelism

Patronage is often conceptualised alongside clientelism
and both refer to the exchange of political support for
favours such as jobs, contracts or public goods [30]. It
involves a relationship between a politician and
a supporter or group of potential supporters, in which
the politician uses their public position to compensate
and reward individuals or groups who have played an
important role in their election or ascension to power;
often the reward is granted in the form of access to
a salaried public- sector job. In this manner, members
of certain political groups are given preference when it
comes to filling positions in the public sector [31].

Patronage and clientelism are common inmany coun-
tries; indeed, Mungiu-Pippidi argues that such particu-
laristic governance practices are the default rather than
the exception in countries where resources are scarce
[32]. Similarly, Khan avers that patronage and clientelism
are prevalent in developing countries due to the nature of
the political settlement. The term ‘political settlement’ is
used to describe the ‘social order’ based on political
compromises between powerful groups in society that
sets the context for institutional and other policies.
Informal means of distributing benefits such as jobs pre-
vail due to resource scarcity [33].

Patronage is regarded by some scholars as politi-
cally legitimate in the appointment of senior person-
nel such as Ministers and senior bureaucrats. It is
thought that political leaders rely on it to ensure
that key decision-making positions are staffed by
administrative officials whose policy preferences and
priorities are like their own to ensure that their poli-
cies will be implemented [34].

However, when political affiliation rather than
merit is a common factor in recruitment at all levels
of the bureaucracy, it is problematic because of its
inherently discriminatory nature. It is even worse
when patronage is involved in the recruitment or
promotion of frontline health workers who handle
patients because it does not prioritise competency
and thus bears direct implications for health
outcomes.

The problem of patronage in health sector recruit-
ment has been examined in several studies in the
medical field. Evaluations from Afghanistan and
Rwanda reported that patronage and nepotism hin-
dered efforts to reform and restructure their health
sectors during their respective post-conflict recon-
struction efforts [35,36]. Abimbola et al.’s study in
Nigeria reported that HRH management decisions in
the health service were sometimes based on requests
for favours from health workers and politicians. In
addition, lobbying powerful political intermediaries
could be used by health workers to reverse
a decision they deemed unfavourable [37].
Karakose’s study in Turkey interviewed doctors on
their views on favouritism and reported that unfair-
ness in appointing managers based on their political
and ideological views was common [38]. La Forgia
et al.’s qualitative study on the Dominican Republic
stated that patronage was a key factor in the appoint-
ment and deployment of health staff, with recom-
mendations from politicians, political parties,
military officials and top governmental officials influ-
encing decisions [39]. A research brief by Camargo
on Uganda revealed that there are widespread infor-
mal power networks that influence decision-making
in the health sector, especially at decentralised gov-
ernment level. The extensive patronage network
enabled health workers who had powerful godfathers
to be recruited, and once recruited, they could get

Table 1. Types of corrupt practices in health worker recruitment and promotion.
Type of corruption Definition

Patronage/
Clientelism

Political support rewarded with public appointments and public sector jobs and promotions

Nepotism Public officials exploit their positions of authority to favour relatives in obtaining jobs, advancement, or other preferential
treatment.

Cronyism Public officials exploit positions of authority to favour their friends and associates in obtaining jobs or advancement
Bribery Payment of fees or giving gifts in exchange for passing recruitment examinations, being shortlisted, being interviewed, being

appointed to the job or being promoted.
Extortion Bribery accompanied by a threat from the bribe-taker
Sextortion Bribery where sex is the currency of exchange
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away with indiscipline because of their political con-
nections [40]. Patronage and clientelism can thus
have a deleterious impact on professionalism in the
health workforce, quality of health services, and
equity in the geographical distribution of health
workers.

Nepotism and cronyism

Nepotism is a term used to describe situations in
which elected or appointed public officials exploit
their positions of authority to favour relatives in
obtaining jobs, advancement, or other preferential
treatment [41]. This is often done in a manner that
overlooks professional job requirements. Cronyism
means, ‘the appointment of friends and associates to
positions of authority, without proper regard to their
qualifications,’ [42].

Studies that have considered nepotism and crony-
ism in the health sector include Abimbola’s study on
Nigeria referred to above, which reported that Senior
Medical Personnel personalized appointments out-
side formal procedures and without clear criteria,
‘because of gratitude or friendship’ [37]. This some-
times resulted in the recruitment of persons who
displayed signs of incompetency. Karakose’s enquiry
into Turkish doctors’ views on favouritism reported
that prioritising friendship relationships in decision-
making was a common practice potentially resulting
in perceptions of unfairness and concomitant dissa-
tisfaction of health workers [38]. Similarly, in
Uganda, Carmago reported that personal connections
were an important factor in the recruitment and
promotion of health staff and that promotion was
dependent on continued demonstration of loyalty to
the appointing patron by participating in other cor-
rupt acts such as demanding informal payments
(bribery) and embezzlement [43]. These examples
show how cronyism and nepotism can undermine
the equitable recruitment and promotion of compe-
tent workers, with profound effects for health care as
will be discussed below.

Bribery and extortion

Bribery and extortion in recruitment is also referred
to as job purchasing [44]. Blunt et al.’s study on
Indonesia reported that bribery and extortion some-
times occurred in health sector recruitment [45]. It
involved offers and demands for payment of fees to
pass public service recruitment exams, payment of
fees to be shortlisted, to be interviewed, to secure
a job, to secure a posting considered favourable due
to locality or organisation and even to be confirmed
after a probationary period or to be promoted [45].
According to Harris et al, paying for posts was also
common in Nepal [46]. Naher et al.’s aforementioned

study on health sector corruption in Bangladesh
showed that corruption is incentivised at the begin-
ning of a medical career, when students have to pay
large ‘donations’ to be admitted to private medical
colleges. In addition, directors of district hospitals
abuse their autonomy in the recruitment and promo-
tion of healthcare staff by accepting bribes for the
transfer and promotion of staff. The situation is exa-
cerbated by weak or non-existent regulations, lack of
accountability, low salaries and limited opportunities
for promotion [14].

Sextortion

Whereas sexual harassment has long been recognised
as a problem in human resources, it is only recently
that it has been regarded as a type of corruption,
depending on certain conditions elaborated below.
The International Association of Women Judges
(IAWJ) pioneered this view in 2012, stating that
‘sextortion is a form of corruption in which sex,
rather than money, is the currency of the bribe.’

The IAWJ emphasises that-

There are many forms of sexual abuse, harassment,
exploitation, and discrimination – all of which are of
serious concern to people who care about human
rights and gender equality, and all of which need to
be addressed and ended. What distinguishes sextor-
tion from other types of sexually abusive conduct is
that it has both a sexual component and a corruption
component. Conduct that does not include both
components is not sextortion [16, p. 9].

This study’s literature search turned up substantial
evidence of sexual harassment of health workers espe-
cially female nurses, although the link to corruption
in employment or promotion was implicit and not
explicit [47–54]. A 2014 quantitative review of studies
on sexual harassment of nurses turned up a total of
136 articles with data on 151,347 nurses from 160
samples and revealed that up to 25% of nurses have
experienced sexual harassment at work [55]. This
shows the potential scale of the problem. One study
mentioned that health workers were required to pay
or ‘offer personal services’ to have their papers or pay
cheques processed [56]. Managers and supervisors
have been implicated in sexual harassment of nurses
and other health workers, indicating an abuse of
power [57]. However, more research and analysis
linking sexual harassment of health workers to cor-
ruption and the abuse of power is needed.

The various forms of corruption above have negative
effects on the health sector. Corrupt practices in recruit-
ment and promotion ‘set the tone’ for other forms of
corruption such as absenteeism, embezzlement, theft
and bid-rigging to flourish, as they may enable collea-
gues recruited corruptly to collude and connive for
nefarious purposes. They also breed impunity because
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errant health workers with connections to powerful
people are difficult to discipline. In addition, corrupt
recruitment practices have deleterious effects on health
worker motivation and retention, undermine citizens’
trust in health services and have adverse effects on
health outcomes. These are elucidated further below.

The impact of corruption in health worker
recruitment and promotion

Impact on health sector transparency and
accountability

Corruption in the recruitment and promotion of
health workers has several implications for the health
sector. Few studies specifically examine the impact of
specific forms of corruption such as patronage, nepo-
tism and favouritism on health service delivery and
health outcomes; most existing studies look at the
impact of corruption generally. Nonetheless, Baez-
Carmago’s research report on Uganda shows how
patronage and clientelism in the appointment of pub-
lic servants increase the likelihood of establishing and
perpetuating networks of individuals within organisa-
tions who may connive and collude to embezzle
public funds, engage in absenteeism or divert supplies
and equipment for their own benefit, whilst covering
up for each other [43]. Naher et al. posit that when
medical students must pay large bribes for admission
to college, sometimes necessitating families selling or
mortgaging their land or obtaining credit, when they
graduate and become poorly paid health profes-
sionals, they have little choice but to earn extra
money through informal (corrupt) means by accept-
ing informal payments (bribes) [14].

Baez-Carmago and Sambaiga’s research in
Tanzania illustrates how the exchange of political
support for public positions embeds a culture of
reciprocity that rationalises bribery in the form of
informal payments and extortion of citizens who
must then access public services not as a right, but
on a transactional basis [58]. Baez-Carmago argues
that within the health sector, corruption by health
ministers and government officials is imitated by
administrators of public hospitals, doctors, nurses
and other healthcare personnel, entrenching the
vicious cycle of corruption across sectors including
health [43]. A similar observation was made by
Mostert et al.’s study on corruption and its effect on
cancer care in Africa. ‘Corrupt misconduct of health
ministers and government officials is imitated by the
administrators of public hospitals. Likewise, doctors
are corrupt, which allows nurses and other health-
care personnel to misuse their power for private gain,
allowing a culture of corruption to become wide-
spread and accepted’ [59, p. e400].

Impact on professional competency standards

Corruption in the recruitment or promotion of health
workers undermines professional competency stan-
dards and disciplinary systems by encouraging
unclear and opaque criteria based on informality,
thus undermining formal standards and procedures
[60]. In such situations, sanctioning errant health
workers who have personal and kinship ties to
powerful people becomes difficult or even impossible
[43,61]. Moreover, informal ties between health
workers, politicians and supervisors may lead to dis-
ciplinary actions being undertaken in a non-
transparent manner either to obscure wrong-doing
or as vengeance against opponents and those who
resist corruption [62].

Impact on motivation of health workers

Low motivation has been identified by some studies
as the second most important health workforce pro-
blem after staff shortages [63]. Corruption in the
recruitment and promotion of health workers may
affect their motivation and retention [64,65].
However, while there are several studies on health
worker motivation, few explicitly mention corruption
in HRH as a factor. One study mentions performance
management as a factor in health worker motivation
and notes that corruption makes it difficult to imple-
ment performance management by undermining
objective criteria for the assessment of performance,
thereby affecting health worker motivation [63].
Political interference has also been identified as
a factor that affects health worker morale and results
in the attrition of health workers from public to
private sector health facilities and causes them to
migrate to more developed countries [66].

Corrupt practices involving sextortion have
a pernicious effect on the work environment and
job satisfaction [67]. Since there were no studies
identified using the term ‘sextortion’ in the health
workforce, the results presented here are extrapolated
from studies on sexual harassment of health workers.
The studies show that sexual harassment of nurses
negatively affects the work environment and func-
tioning in the workplace [67–72].

Impact on health outcomes

The literature search did not turn up many studies
that specifically analysed the impact of corruption in
recruitment, and promotion on health outcomes.
Nonetheless, it can be reasonable inferred from the
literature that corruption in decisions regarding post-
ing and transfer of health workers can undercut the
equitable and effective delivery of health care, as
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health workers can use corrupt means to ensure that
they are recruited to work in the urban areas that
they consider more lucrative [17]. ‘Lucrative’ often
refers to health workers’ ability to extract informal
payments or bribes from patients to supplement their
income [46] and to refund themselves for the money
they used to bribe and influence their recruitment
and posting [14] . Research shows that the effect of
informal payments on the quality and accessibility of
health care is complex [73], but they can deter access
to health care, reduce the demand for health care, and
affect the quality of care offered, especially for low-
income groups [73,74].

Corruption poses a direct threat to patients’ health
when those who are recruited are ill-qualified and not
competent to do their jobs properly. Most of the
identified literature on the link between corruption
and health outcomes is based on a general compar-
ison of data sets, for example, comparing child mor-
tality rates with the corruption perceptions index
(CPI) [75], or world health survey data with the
CPI [76], or antibiotic consumption with the CPI
[77]. From these studies and based on Mungiu-
Pippidi [33] and Khan’s [34] ideas about the preva-
lence of particularism and patronage in developing
countries, we can infer a significant likelihood that
some health workers are hired in non-transparent
ways that disregard merit. Health workers hired cor-
ruptly are more likely to be inexperienced, incompe-
tent and poorly motivated, thus affecting the quality
of health care and concomitant health outcomes.
Indeed, Mostert et al.’s study on the effect of corrup-
tion on cancer care posits that corruptly recruited,
inexperienced medical staff provide sub-standard
cancer-care due to difficulties in the application of
complex chemotherapeutic protocols and that dis-
plays of incompetence and corrupt behaviour cause
patients and communities to mistrust and disrespect
health personnel, which may reduce adherence to
treatment, stimulate the abandonment of treatment,
increasing rates of morbidity and mortality [59].

Discussion

Corruption in the recruitment and promotion of
health workers is common in many countries and
has negative implications for health service delivery
and health outcomes. While there are other forms
of corruption in human resources for health such
as absenteeism, conflicts of interest and theft, some
of the studies above [43,59] show that corruption
in recruitment and promotion foments and exacer-
bates these other forms of corruption. Worryingly,
it results in the recruitment of unqualified and
incompetent personnel who may not be able to
implement complex treatment protocols prop-
erly [59].

On the other hand, a study by Dahlstrom et al.
[77] using a regression analysis reported that merito-
cratic recruitment reduces corruption, whereas other
relevant bureaucratic factors such as public employ-
ees’ competitive salaries, career stability, or internal
promotion do not have a significant impact on cor-
ruption. The evidence of the interrelationship
between merit-based recruitment and corruption
underscores the importance of addressing this issue.
It is important that countries adopt merit-based
recruitment systems based on objective criteria not
just to ensure that properly qualified and skilled
HRH, but also to curb other types of corruption in
the sector.

The global community recognises the impor-
tance of this and enshrines the principles of trans-
parency and fairness in recruitment as a key aspect
of the WHO Global Code of Practice on the inter-
national recruitment of health personnel [20]. The
Code enjoins WHO Member States to take effective
measures to educate, retain and sustain a health
workforce that is appropriate for the specific con-
ditions of each country, including areas of greatest
need, and is built upon an evidence-based health
workforce plan. This in turn requires the establish-
ment and maintenance of efficient health personnel
information systems, with accurate information on
the health labour market. However, there are no
specific detailed guidelines for transparent and
accountable recruitment in the sector. Indeed, the
literature search did not turn up much in the way
of specific guidelines on merit-based recruitment
for the public sector in general or for HRH in
particular.

Conclusion

Measures to promote anti-corruption, transparency
and accountability in recruitment and posting deci-
sions are necessary to safeguard population health
outcomes. Merit-based recruitment of health workers
is an important foundation of health systems,
a guarantor of improved health outcomes and
a proven way of curbing corruption in the public
service. The studies reviewed here show that it is
a significant problem in some countries. More
empirical research at country level is needed to enable
evidence-based context-specific solutions. Health sys-
tem assessments undertaken as part of health sector
planning should establish the extent to which corrup-
tion is a problem is the recruitment and deployment
of health workers and whether there are policies to
address the problem, as recommended by the WHO
[78]. In addition, international organisations such as
the WHO and national governments should ensure
that more detailed guidance on recruitment and pro-
motion is published and that it is followed.

6 M. T. KIRYA



Acknowledgments

The author would like to thank Taryn Vian, Timothy
Mackey, Frank Feeley, Theadora Swift and two anonymous
reviewers for valuable comments and suggestions during
the writing of this article.

Disclaimer

This article represents the views of the author and in no
way should be interpreted to represent the views of, or
endorsement by, her affiliated institutions(s), U4 Anti-
Corruption Resource Centre Partner Agencies, or of the
World Health Organisation as a sponsor of this GHA
Special Edition on ‘Anti-Corruption, Accountability and
Transparency in the Health Sector.’ The World Health
Organisation shall in no way be responsible for the accu-
racy, veracity and completeness of the information pro-
vided through this article.

Disclosure statement

No potential conflict of interest was reported by the author.

Ethics and consent

Not applicable.

Funding information

The author acknowledges UK Aid for their support to
World Health Organisation’s workstream on anti-corrup-
tion, transparency and accountability in the health sector.
This helped support a writing workshop attended by the
author in 2018.

Paper context

Despite recognition that Human Resources for Health are
a crucial factor in health systems strengthening, there are
few studies on the extent to which corrupt practices influ-
ence recruitment and promotion decisions in the health
sector and the implications for health outcomes. This
review summarises the findings from existing studies and
shows that more research is needed to inform health sys-
tems assessments, plans and policies and formulate evi-
dence-based policies for merit-based recruitment and
promotion of workers.

ORCID

Monica Twesiime Kirya http://orcid.org/0000-0001-
7214-3260

References

[1] United Nations General Assembly. Transforming our
world: the 2030 agenda for sustainable development,
A/RES/70/. 2015.

[2] United Nations General Assembly. United Nations
convention against corruption, A/58/422. 2003.

[3] Holmberg S, Rothstein B. Dying of corruption. Health
Econ Policy Law. 2011;6:529–547.

[4] Hanf M, Van-Melle A, Fraisse F, et al. Corruption
kills: estimating the global impact of corruption on
children deaths. PLoS One. 2011;6:26990.

[5] World Health Organisation. The world health report:
working together for health. Geneva: WHO; 2006. p.
2.

[6] Dal Poz M, Gupta N, Quain E, et al. Handbook on
monitoring and evaluation of human resources for
health with special applications for low- and middle-
income countries. Geneva: World Health
Organisation, World Bank & USAID; 2009.

[7] Aderunmu AO, Olaitan PB, Kolawole IK, et al.
Examination malpractice in our medical schools: pre-
valence and import on tomorrow’s doctors. Niger
Postgrad Med J. 2022;18:191–196.

[8] Taradi SK, Taradi M, Dogas Z. Croation medical
students see academic dishonesty as an acceptable
behavior: a cross-sectional multi-campus study.
J Med Ethics. 2012;28:376–379.

[9] Vail ME, Coleman S, Johannsson MB, et al. Attitudes
towards academic dishonesty in physician assistant
students. J Physician Assist Educ. 2015;26:170–175.

[10] Laduke RD. Academic dishonesty today, unethical
practices tomorrow? J Prof Nurs. 2013;29:402–406.

[11] Asokan S, John B, Janani D, et al. Attitudes of students
and teachers on cheating behaviours: descriptive
cross-sectional study at six dental colleges in India.
J Dent Educ. 2013;77:1379–1383.

[12] Abdulghani HM, Haque S, Almusalam YA, et al. Self-
reported cheating among medical students: an alarm-
ing finding in a cross- sectional study from Saudi
Arabia. PLoS One. 2018;13:e0194963.

[13] Desalegn AA, Berhan A. Cheating on examinations
and its predictors among undergraduate students at
Hawassa University College of Medicine and Health
Science, Hawassa, Ethiopia. BMC Med Educ.
2014;14:89.

[14] Naher N, Hassan MS, Hoque R, et al. Irregularities,
informal practices, and the motivation of frontline
healthcare providers in Bangladesh: current scenario
and future perspectives towards achieving universal
health coverage by 2030. London: Anti-Corruption
Evidence SOAS ConsortiumWorking Paper 004; 2018.

[15] Witvliet MI, Kunst AE, Arah OA, et al. Sick regimes
and sick people: a multilevel investigation of the
population health consequences of perceived national
corruption. Trop Med Int Health. 2013;18:1240–1247.

[16] International Association of Women Judges. Stopping
the abuse of power through sexual exploitation: nam-
ing, shaming and ending sextortion. Washington DC:
IAWJ; 2012.

[17] Schaaf M, Freedman LP. Unmasking the open secret
of posting and transfer practices in the health sector.
Health Policy Plan. 2013;30:121–130.

[18] World Health Organisation. Kampala declaration and
Agenda for global action. Geneva: World Health
Organisation; 2008.

[19] World Health Organisation. Global health strategy on
human resources for health: workforce 2030. Geneva:
World Health Organisation; 2016.

[20] WorldHealthOrganisation. Code of practice on the inter-
national recruitment of health personnel. Geneva: World
Health Organisation; 2010.

[21] Fuenzalida J, Riccucci NM. The effects of politiciza-
tion on performance: the mediating role of HRM
practices. Rev Public Personnel Administration.
2018;39(4):544–569.

GLOBAL HEALTH ACTION 7



[22] Peters BG, Pierre J. Politicization of the civil service in
comparative perspective: a quest for control. London:
Routledge; 2004.

[23] Graycar A. Corruption: classification and analysis.
Policy Soc. 2015 1;34:87–96.

[24] Rothstein BO, Teorell JA. What is quality of govern-
ment? A theory of impartial government institutions.
Governance. 2008;21:165–190.

[25] Rohitarachoon P, Hossain F. Decentralized recruit-
ment and selection in Thailand: friend or foe to
Local Public Administration? Int J Public
Administration. 2012;35:553–561.

[26] Lewis M. Governance and corruption in public health
care systems. Washington DC: World Bank; 2006.

[27] Rothstein B. Gender equality, corruption and
meritocracy. University of Gothenburg Blatnavik
School of Government: Working Paper 018/2017; 2017.

[28] Sheik K, Freedman L, Ghaffar A, et al. Posting and
transfer: key to fostering trust in government health
services. Hum Resour Health. 2015;13:2.

[29] Maduke T. Corruption in health sectors of low- and
middle-income countries: a report on preliminary
findings from a survey of health sector leaders and
managers in 95 countries. Washington DC: USAID
Leadership, Management & Governance Project; 2013

[30] Hopkin J. Conceptualizing political clientelism: poli-
tical exchange and democratic theory. APSA annual
meeting; 2006 31; Philadelphia. p. 46–18.

[31] Kopecký P, Mair P. Political parties and patronage in
contemporary democracies: an introduction. Nicosia:
ECPR Joint Sessions of Workshops; 2006. p. 25–30.

[32] Mungiu-Pippidi A. Contextual choices in fighting cor-
ruption: lessons learned. Oslo: Norwegian Agency for
Development Cooperation; 2011.

[33] Khan M Political Settlements and the Governance of
Growth-Enhancing Institutions. London: School of
Oriental and African Studies Unpublished Working
Paper; 2010.

[34] Dahlstrom C, Holmgren M. The politics of political
appointments. QoG Working Pap Ser. 2015 Feb
28;4:4.

[35] Fujita N, Zwi AB, Nagai M, et al. A comprehensive
framework for human resources for health system
development in fragile and post-conflict states. PLoS
Med. 2011;8:e1001146.

[36] Alberti A, Blind OK, Kauzya JM, et al. United
Nations: reconstructing public administration after
conflict: challenges, practices and lessons learned.
New York: United Nations; 2012.

[37] Abimbola S, Olanipekun T, Scaaf M, et al. Where
there is no policy: governing the posting and transfer
of primary health care workers in Nigeria. Int J Health
Plann Manage. 2017;32:492–508.

[38] Karakose T. The effects of nepotism, cronyism and
political favouritism on the doctors working in public
hospitals. Ethno Med. 2014;8:245–250.

[39] La Forgia G, Levine R, Diaz A, et al. Fend for yourself:
systematic failure in the Dominican health system.
Health Policy. 2004;67:173–186.

[40] Baez-Camargo C. Using power and influence analysis
to address corruption risks: the case of the Ugandan
drug supply chain. Bergen: U4 Anti-Corruption
Resource Centre Brief; 2012.

[41] Lesne F, Gauthier B. The Kinship in public office
indicator: Kin connectivity as a proxy for nepotism
in the public sector. Bergen: U4 Anti-Corruption
Resource Centre Brief; 2014.

[42] Oxford English Dictionary Online. Available from:
https://en.oxforddictionaries.com/definit ion/
cronyism

[43] Baez-Camargo C, Bukuluki P, Lugolobi R, et al.
Behavioural influences on attitudes towards petty cor-
ruption: a study of social norms and mental models in
Uganda. Basel: Basel Institute of Governance; 2017.

[44] Lewis M, Pettersson G. Governance in health care
delivery: raising performance. Washington DC:
World Bank; 2009.

[45] Blunt P, Turner M, Lindroth H. Patronage, service
delivery, and social justice in Indonesia. Int J Public
Administration. 2012 Feb 1;35:214–220.

[46] Harris D, Wales J, Jones H, et al. Human resources for
health in Nepal: the politics of access in remote areas.
London: Overseas Development Institute; 2013.

[47] Chaudhuri P. Experiences of sexual harassment of
women health workers in four hospitals in Kolkata,
India. Reprod Health Matters. 2007 Jan
1;15:221–229.

[48] Wang LJ, Chen CK, Sheng YC, et al. Workplace sexual
harassment in two general hospitals in Taiwan: the
incidence, perception, and gender differences. J Occup
Health. 2012;54:56–63.

[49] Moreno Cubillos CL, Sepúlveda Gallego LE, Restrepo
Rendón LF. Discrimination and gender violence at
Universidad de Caldas. Hacia la Promoción de la
Salud. 2012 Jul;17:59–76.

[50] Subedi S, Hamal M, Kaphle HP. Sexual harassment in
the hospital: are nurses safe? Int J Health Sci Res.
2013;3:41–47.

[51] Ali EA, Saied SM, Elsabagh HM, et al. Sexual harass-
ment against nursing staff in Tanta University
Hospitals, Egypt. J Egypt Public Health Assoc. 2015
Sep 1;90:94–100.

[52] Aljerian K, Almadani A, Alharbi S. Study on the existence
and extent of harassment among medical staff in a Saudi
University Hospital. Open J Social Sci. 2017;5:45.

[53] Çelik Y, Çelik SŞ. Sexual harassment against nurses in
Turkey. J Nurs Scholarship. 2007 1;39:200–206.

[54] Bronner G, Peretz C, Ehrenfeld M. Sexual harassment
of nurses and nursing students. J Adv Nurs. 2003
1;42:637–644.

[55] Spector PE, Zhou ZE, Che XX. Nurse exposure to
physical and nonphysical violence, bullying, and sex-
ual harassment: a quantitative review. Int J Nurs Stud.
2014 Jan 1;51:72–84.

[56] Hagopian A, Zuyderduin A, Kyobutungi N, et al. Job
satisfaction and morale in the Ugandan health
workforce. Health Affairs. 2009;28:w863–w875.

[57] Jackson D, Clare J, Mannix J. Who would want to be
a nurse? Violence in the workplace–a factor in recruit-
ment and retention. J Nurs Manag. 2002 Jan
1;10:13–20.

[58] Baez-Camargo C, Sambaiga RF. Between condemna-
tion and resignation: a study on attitudes towards
corruption in the public health sector in Tanzania.
In: Torsello D, editor. Corruption in public adminis-
tration: an ethnographic approach. Cheltenham:
Edward Elgar Publishing; 2016. p. 211–234.

[59] Mostert A, Njuguna F, Olbara G, et al. Corruption in
health-care systems and its effect on cancer care in
Africa. Lancet Oncol. 2015;16:e394–e404.

[60] Baez-Camargo C, Nikos P. Hidden agendas, social
norms and why we need to re-think anti- corruption.
Paris: OECD Global Anti-Corruption and Integrity
Forum; 2017.

8 M. T. KIRYA

https://en.oxforddictionaries.com/definition/cronyism
https://en.oxforddictionaries.com/definition/cronyism


[61] Henderson LN, Tulloch J. Incentives for retaining and
motivating health workers in Pacific and Asian
countries. Hum Resour Health. 2008;6:18.

[62] George A. ‘By papers and pens, you can only do so
much’: views about accountability and human
resource management from Indian government health
administrators and workers. Int J Health Plann
Manage. 2009;24:205–224.

[63] Mathauer I, Inghoff I. Healthworkermotivation inAfrica:
the role of non-financial incentives and human resource
management tools. Hum Resour Health. 2006;4:24.

[64] George A, Paina L, Scott K, et al. Social contexts and
relations shaping health workers. In: Scott K,
George A, editors. A health policy and systems
research reader on human resources for health.
Geneva: World Health Organisation; 2017. p. 43–53.

[65] Rawal LB, Joarder T, Islam SM, et al. Developing
effective policy strategies to retain health workers in
rural Bangladesh: a policy analysis. Hum Resour
Health. 2015 Dec;13:36.

[66] Peters DH, Chakraborty S, Mahapatra P, et al. Job
satisfaction and motivation of health workers in pub-
lic and private sectors: cross-sectional analysis from
two Indian states. Hum Resour Health. 2010 Dec;8:27.

[67] Williams MF. Violence and sexual harassment: impact
on registered nurses in the workplace. AAOHN J.
1996 Feb;44:73–77.

[68] Zhang L,WangA, Xie X, et al.Workplace violence against
nurses: a cross-sectional study. Int J Nurs Stud. 2017
Jul;1:8–14.

[69] Roche M, Diers D, Duffield C, et al. Violence toward
nurses, the work environment, and patient outcomes.
J Nurs Scholarship. 2010 Mar 1;42:13–22.

[70] Park M, Cho SH, Hong HJ. Prevalence and perpe-
trators of workplace violence by nursing unit and
the relationship between violence and the per-
ceived work environment. J Nurs Scholarship.
2015 Jan;47:87–95.

[71] Vessey JA, Demarco R, Difazio R. Bullying, harassment,
and horizontal violence in the nursing workforce the state
of the science. Annu Rev Nurs Res. 2010;28:133–157.

[72] Lanctôt N, Guay S. The aftermath of workplace violence
among healthcare workers: a systematic literature review
of the consequences. Aggression Violent Behav.
2014;9:492–501.

[73] Mæstad O, Mwisongo A. Informal payments and the
quality of health care: mechanisms revealed by
Tanzanian health workers. Health Policy.
2011;99:107–115.

[74] Nahar S, Costello A. The hidden cost of ‘free’mater-
nity care in Dhaka, Bangladesh. Health Policy Plan.
1998;13:417–422.

[75] Hanf M, Van-Melle A, Fraisse F, et al. Corruption
kills: estimating the global impact of corruption on
children deaths. PLoS One. 2011;6:e26990.

[76] Witvliet MI, Kunst AE, Arah OA, et al. Sick regimes
and sick people: a multilevel investigation of the
population health consequences of perceived national
corruption. Trop Med Int Health. 2013;18:240–1247.

[77] Rönnerstrand B, Lapuente V. Corruption and use of
antibiotics in regions of Europe. Health Policy.
2017;121:250–256.

[78] Dahlström C, Lapuente V, Teorell J. The merit of merito-
cratization: politics, bureaucracy, and the institutional
deterrents of corruption. Political Res Q.
2012;65:656–668.

GLOBAL HEALTH ACTION 9


	Abstract
	Background
	Methods
	Results
	Typology of corrupt practices in health worker recruitment and promotion
	Patronage and clientelism
	Nepotism and cronyism
	Bribery and extortion
	Sextortion

	The impact of corruption in health worker recruitment and promotion
	Impact on health sector transparency and accountability
	Impact on professional competency standards
	Impact on motivation of health workers
	Impact on health outcomes

	Discussion
	Conclusion
	Acknowledgments
	Disclaimer
	Disclosure statement
	Ethics and consent
	Funding
	Paper context
	References



