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Abstract 

Background  The Government of The Gambia introduced a national health insurance scheme (NHIS) in 2021 to pro-
mote universal health coverage (UHC). Provider payment systems (PPS) are strategic purchasing arrangements 
that can enhance provider performance, accountability, and efficiency in the NHIS. This study assessed healthcare 
workers’ (HCWs’) preferences for PPS across major service areas in the NHIS.

Methods  A facility-based cross-sectional study was conducted using a probability proportionate to size sampling 
technique to select an appropriate sample size. Health care workers were presented with options for PPS to choose 
from across major service areas. Descriptive statistics explored HCW socio-demographic and health service character-
istics. Multinomial logistic regressions were used to assess the association between these characteristics and choices 
of PPS.

Results  The majority of HCW did not have insurance coverage, but more than 60% of them were willing to join 
and pay for the NHIS. Gender, professional cadre, facility level, and region influenced HCW’s preference for PPS 
across the major service areas. The preferred PPS varied among HCW depending on the service area, with capitation 
being the least preferred PPS across all service areas.

Conclusion  The National Health Insurance Authority (NHIA) needs to consider HCW’s preference for PPS and factors 
that influence their preferences when choosing various payment systems. Strategic purchasing decisions should con-
sider the incentives these payment systems may create to align incentives to guide provider behaviour towards UHC. 
The findings of this study can inform policy and decision-makers on the right mix of PPS to spur provider perfor-
mance and value for money in The Gambia’s NHIS.
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Background
Improving health system performance and making pro-
gress towards Universal Health Coverage (UHC) are 
among the most pressing global health goals, particularly 
in low- and middle-income countries (LMICs). Studies 
have shown that a well-functioning health system, which 
includes a sufficient and competent health workforce, is 
essential for ensuring equitable access to quality health 
services [1, 2]. A well-functioning health workforce is 
necessary for achieving UHC because they can provide 
quality health services that are responsive to the needs 
of the population [3]. Similarly, a strong health workforce 
can help to reduce health inequities and promote univer-
sal access to health services [3–5].

The Gambia’s Ministry of Finance and Economic 
Affairs (MoFEA) introduced programme-based budget-
ing in 2016 with a view to improving health sector priori-
ties, allocative efficiency, and accountability for results. 
However, since its introduction, input-based payment 
by budget line- items dominates the health financing 
landscape with strong features of passive purchasing. 
For example, public sector HCW receive monthly sala-
ries without linking them to provider performance and 
accountability.

Countries that have made progress towards UHC use 
strategic purchasing levers to allocate resources effi-
ciently, create deliberative incentives to enhance quality, 
access and equitable services as well as ensure provider 
autonomy and accountability [6, 7]. Strategic purchas-
ing is a key component of health financing that involves 
the efficient and effective allocation of financial resources 
to improve health system performance and health out-
comes [6]. Health financing, consisting of the three core 
functions of revenue raising, pooling and purchasing [8], 
plays a crucial role in strengthening health workforce. 
Strategic purchasing is about purchasing agencies such 
as ministries of health (MoH), health insurance agen-
cies and other purchasers making active, evidence-based 
decisions about what services to purchase, from which 
providers, how these services are paid for and at what 
price [9, 10].

A core feature of strategic purchasing are PPS, which 
refer to methods in which purchasers transfer funds 
to individual HCW or provider institutions to provide 
agreed services to the population [11]. Provider payment 
systems can create strong incentives that influence pro-
vider behaviour and invariably, the efficiency, equity and 
quality outcomes of NHIS [12]. PPS is a critical compo-
nent of any NHIS and is an essential factor in achieving 
UHC [13, 14]. In addition, the type of payment system 
utilized in a NHIS can also help control health care costs 
by creating incentives to providers to deliver care in the 
most efficient way possible [15]. Strategic purchasing 

decisions should consider incentives various PPS create 
and how these influence HCW behaviour and account-
ability. This is especially important in The Gambia where 
HCW have embarked on a series of industrial strikes 
demanding better salaries and incentives [16, 17].

Studies have consistently demonstrated that both 
financial and non-financial incentives can influence 
HCW behaviour and contribute to positive patient out-
comes [18–20]. For example, the implementation of per-
formance-based financing to incentivize HCWs under 
the Maternal and Child Nutrition and Health Results 
Project (MCNHRP) in The Gambia showed a higher 
quality of care (QoC) score in targeted facilities (71.3%) 
compared to non-targeted facilities (36.8%) [21]. HCWs 
in the targeted regions also reported higher levels of 
satisfaction due to the incentives they received in addi-
tion to their monthly salaries [22, 23]. However, some 
researchers have argued that financial incentives alone 
may not be sufficient to improve patient outcomes due to 
inconclusive or weak evidence of their impact on service 
quality [24–26].

The Gambian government established the NHIS in 
2021, as a crucial step towards achieving UHC. The NHIS 
implementation in The Gambia is being overseen by the 
National Health Insurance Authority (NHIA), which is 
actively exploring various provider payments systems to 
establish a framework for incentivizing healthcare pro-
viders while ensuring accountability and value for money 
to enhance the efficiency of the scheme.

This study investigates the preferences of HCWs for 
payment systems and incentives to inform strategic pur-
chasing decisions by the NHIA.

Methods
Study setting
This study was conducted in The Gambia between 
August and September 2020, utilizing a nationwide 
facility-based cross-sectional survey design (see Fig.  1). 
The MoH has demarcated the country into seven health 
regions, including Western 1 Region (W1R), Western 2 
Region (W2R), North Bank West Region (NBWR), North 
Bank East Region (NBER), Lower River Region (LRR), 
Central River Region (CRR), and Upper River Region 
(URR), as part of its efforts to decentralize health service 
delivery.

Sampling approach
Sample size estimation
The focus of our study is individual healthcare workers 
(HCWs) working in public health facilities. We origi-
nally intended to include hospital administrators, as they 
make important decisions within their respective hospi-
tals. However, due to a low response rate among hospital 
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administrators and the fact that the majority of our par-
ticipants were employed by the MoH rather than hospi-
tals, we ultimately excluded hospital administrators from 
our sample. To determine the appropriate sample size for 
our study, we used Raosoft’s online sample size calcula-
tor with the following conservative assumptions: there 
are 5,000 public healthcare workers in The Gambia, a 
95% confidence interval, a 5% margin of error, and a 50% 
response distribution. The estimated sample size was 357 
participants, but we increased it by 60% to 576 partici-
pants due to concerns about potential low response rates 
due to COVID-19 restrictions.

Sampling technique
We utilized a two-stage sampling technique to select par-
ticipants from their respective facilities. In the first stage, 
we selected 57 public health facilities using a combina-
tion of systematic sampling and probability proportionate 
to size technique, stratified by region and tier to ensure 
representativeness. We sampled 60% of facilities from 
each stratum, resulting in 32 public health facilities being 
eligible for selection in the final sample. Sampling 60% of 
the total health facilities allowed us to achieve our tar-
geted sample size of 576 participants, the unit of analysis 
in our study. In the second stage, we used a systematic 
sampling technique to determine the sampling interval 
for each health facility. To ensure gender and sub-cadre 
representativeness, healthcare workers were stratified 
by gender, cadre and qualifications based on each facil-
ity’s sampling interval. We adapted the multiple indica-
tor cluster survey 6 (MICS6) systematic random selection 
template, which has been validated and used in previous 
surveys and studies such as the 2018 MICS, 2019 Gam-
bia demographic and health survey, and 2020 Gambia 
integrated household survey [27–30]. The health facility’s 

weekly or monthly duty roster served as the sampling 
frame for our study.

Our study included HCWs working in public facilities 
who were on duty at the time of data collection and gave 
written consent. We excluded non-Gambian HCWs, as 
well as those working in private for-profit, non-profit, 
and faith-based facilities. HCWs in the private sector 
were excluded due to some management’s reluctance 
to share human resource data needed for probability 
proportional to size sampling. Due to the COVID-19 
pandemic, HCWs reassigned to COVID-19 duties, on 
home isolation or quarantine due to infections, were also 
excluded. Additionally, HCWs on annual, casual, or sick 
leave, as well as HCWs on duty but not found on site dur-
ing data collection, were excluded from our study.

Study instrument
We collected relevant information from the respond-
ents using a self-administered questionnaire. To ensure 
an objective response without ambiguities, we presented 
simple and precise definitions of the different provider 
payment systems as described in the WHO UHC tech-
nical brief [31]. To avoid disrupting health service deliv-
ery, respondents were strongly encouraged to complete 
the questionnaire in their own time. We designed the 
instrument based on a previously validated tool [13] and 
content validated it with researchers who have expertise 
in PPS. Furthermore, we pre-tested the tool among 20 
HCWs in a public health facility, which was subsequently 
excluded from the final survey.

Statistical analysis
The outcome variable of our study was the preference for 
PPS, which we grouped into the six most common PPS 
used for health insurance schemes in LMICs. These PPS 

Fig. 1  Distribution of study facilities
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were global budget, line-item budget, fee-for-service, 
capitation, case-based (DRG), and per diem. Our explan-
atory variables included socio-demographic characteris-
tics of HCWs, such as gender and type of cadre, as well 
as health facility characteristics, including level of facil-
ity and region. We analyzed the following main service 
areas: primary outpatient services, hospital outpatient 
services, inpatient services (hospitalization), and referral 
services. We categorized the service areas based on the 
lead author’s knowledge of the healthcare delivery system 
in The Gambia and a similar study [13].

Considering the limited PPS studies in Sub-Saharan 
Africa [13, 32] and the unique three-tier health care 
delivery system in The Gambia, we hypothesized that 
female HCWs would be less likely to prefer case-based 
payment for all service areas, while physicians would 
prefer fee-for-service as the payment system for all ser-
vice areas. Additionally, we hypothesized that HCWs in 
hospitals would prefer case-based payment (DRG) for 
hospitalization, and those in rural areas would prefer 
capitation as the payment system for primary and hospi-
tal outpatient services, as shown in other studies [33, 34].

We described the demographic and socio-economic 
characteristics of the respondents, as well as other rel-
evant factors. Furthermore, we used multinomial logistic 
regression models to estimate HCWs’ preferences for the 

PPS for different service areas, including primary out-
patient services, hospital outpatient services, inpatient 
services (hospitalization), and referral services. We used 
global budget as the reference PPS category in the mod-
els. We performed all statistical analyses using Stata/SE 
17.0.

Patient and public involvement
This study did not include patients, and the public was 
not involved in the conceptualization and finalization 
of the questionnaire. However, some researchers with 
healthcare backgrounds who worked in clinical settings 
in the past supported the pre-test of the questionnaire by 
providing suggestions for more clarity. Those who were 
involved in this process were not included in the study. 
The authors plan to organize a dissemination forum in 
The Gambia at policy, facility, and community levels to 
share the key research findings.

Results
Demographic and socio‑economic characteristics of HCWs
Table  1 shows the demographic and socio-economic 
characteristics of the respondents. The majority of the 
respondents (76.7%) work within urban centres, with 
female HCW constituting 53.3% of the study population. 

Table 1  Demographic and socio-economic characteristics of HCWs

United States Dollar 1 (US$) = Gambian Dalasi (GMD) 48.13; Exchange rate (July–August 2020); Local Government Area = distribution of facilities based on region

All (n, %) Urban (n, %) Rural (n, %)

Local Government Area 576 (100.0) 442 (76.7) 134 (23.3)

Gender

  Female 303 (53.3) 222 (39.0) 81 (14.2)

  Male 266 (46.7) 213 (37.4) 53 (9.3)

Age (in years)

  19–29 192 (44.3) 137 (41.8) 55 (52.4)

  30–40 168 (38.8) 135 (41.2) 33 (31.4)

  41–51 64 (14.8) 50 (15.2) 14 (13.3)

  > 51 9 (2.1) 6 (1.8) 3 (2.9)

Marital status

  Never married 173 (30.1) 124 (21.6) 49 (8.5)

  Married 381 (66.4) 296 (51.6) 85 (14.8)

  Living together, divorced, separated, widow 20 (3.5) 20 (3.5) 0 (0.0)

Level of education

  Certificate 224 (39.1) 155 (27.1) 69 (12.0)

  Diploma, Higher National Diploma 186 (32.5) 139 (24.3) 47 (8.2)

  Degree (Bachelor’s, Master’s, PhD) 163 (28.5) 145 (25.3) 18 (3.1)

Monthly income (in GMD)

  < 500–9,999 404 (72.7) 289 (52.0) 115 (20.7)

  10,000–19,999 110 (19.8) 95 (17.1) 15 (2.7)

  > 19,999 42 (7.6) 42 (7.6) 0 (0.0)
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More than two-thirds of respondents were between 
19–40 years of age, and 66.4% were married.

The highest level of education attained that was most 
common among the HCWs was certificate (39.1%) and 
fewer HCWs in rural areas had university degrees (3.1%) 
compared to their urban counterparts (25.3%). More than 
two-thirds of respondents (72.7%) had monthly income 
of less than GMD 10,000 (US$ 207.77).

Other characteristics of HCWs
Table  2 shows that nurses and midwives formed the larg-
est proportion of the study population (70.4%). About 5.5% 
of HCW indicated that they were not licensed to practice. 
More than a third (40.0%) had work experience ranging 
from less than one to three years. The majority of HCW 
indicated that they had no private health insurance coverage 
(96.9%). When asked whether they were willing to join and 
pay for NHIS, 82.1% agreed. A small proportion of HCW 
(15.8%) stated that the health insurance scheme should 
reimburse individual HCW for health services rendered 
to the population instead of health facilities. About 87.1% 
stated that there should be a gatekeeper policy in NHIS.

HCW preference for payment system associated 
with primary outpatient services
Table 3 shows HCW working in district hospital or major 
health centres are 50% less likely to choose line-item 
budgeting (RRR = 0.5; 95% CI = (0.3,1.0) and fee-for-ser-
vice (RRR = 0.5; 95% CI = (0.3, 1.0)) compared to those 
working in hospitals. Furthermore, working in an urban 
area is associated with 60% less likelihood (RRR = 0.4; 

Table 2  Other descriptive characteristics of HCWs

All (n, %) Urban (n, %) Rural (n, %)

Profession

  Physician 46 (8.0) 45 (7.8) 1 (0.2)

  Nurse, midwife 406 (70.5) 303 (52.6) 103 (17.9)

  Other cadre 124 (21.5) 94 (16.3) 30 (5.2)

Licensed to practice

  Yes 483 (94.5) 368 (72.0) 115 (22.5)

  No 28 (5.5) 23 (4.5) 5 (1.0)

Work experience (in years)

  < 1–3 229 (40.0) 171 (29.9) 58 (10.1)

  4–9 175 (30.6) 137 (24.0) 38 (6.6)

  > 9 168 (29.4) 131 (22.9) 37 (6.5)

Private insurance cover

  Yes 16 (3.1) 14 (2.7) 2 (0.4)

  No 504 (96.9) 388 (74.6) 116 (22.3)

Willingness to join and pay for NHIS

  Yes 437 (82.1) 332 (62.4) 105 (19.7)

  No 95 (17.9) 77 (14.5) 18 (3.4)

NHIS to reimburse health facility instead of individual HCW

  Yes 470 (84.2) 355 (63.6) 115 (20.6)

  No 88 (15.8) 71 (12.7) 17 (3.1)

Gate keeper in NHIS

  Yes 488 (87.1) 369 (65.9) 119 (21.3)

  No 72 (12.9) 58 (10.4) 14 (2.5)

Table 3  Results of multinomial logistic regression for primary outpatient services

Global budget Base reference, Ref Reference, RRR​ Relative risk ratio, CI Confidence interval, P P-value, significant = 0.05, Dist. Hos. District hospital, M.H.C Major health 
centre

Line-item budget Capitation Case-based (DRG) Fee-for-service Per-diem

RRR (95% CI) P RRR (95% CI) P RRR (95% CI) P RRR (95% CI) P RRR (95% CI) P

Gender
  Male (ref )

  Female 1.6 (0.9, 2.7) 0.08 1.0 (0.5, 1.9) 0.94 1.5 (0.8, 2.7) 0.20 1.4 (0.9, 2.2) 0.19 1.4 (0.6, 3.0) 0.45

Professional cadre
  Other cadre (ref )

  Physician 0.8 (0.2, 2.7) 0.71 0.7 (0.2, 2.7) 0.64 2.8 (0.8, 9.7) 0.10 0.7 (0.2, 2.0) 0.46 0.3 (0.1, 2.9) 0.31

  Nurse/midwife 1.6 (0.8, 3.1) 0.17 0.8 (0.4, 1.6) 0.50 2.2 (1.0, 5.1) 0.06 1.5 (0.8, 2.6) 0.20 1.1 (0.4, 2.8) 0.86

Facility level
  Hospital (ref )

  Minor H.C 1.1 (0.6, 2.2) 0.67 1.3 (0.6, 2.8) 0.52 1.0 (0.5, 2.3) 0.97 1.3 (0.7, 2.3) 0.36 0.9 (0.3, 2.5) 0.86

  Dist. Hos./ M.H.C 0.5 (0.3, 1.0) 0.05 0.4 (0.2, 1.0) 0.06 0.9 (0.4, 1.9) 0.82 0.5 (0.3, 1.0) 0.05 0.6 (0.2, 1.6) 0.32

Region
  Rural (ref )

  Urban 0.6 0.3, 1.1) 0.10 0.7 (0.3, 1.6) 0.43 0.4 (0.2, 0.7) 0.01 0.8 (0.4, 1.4) 0.40 0.7 (0.3, 1.9) 0.53
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95% CI = (0.2, 0.7)) of choosing case-based payment rela-
tive to rural-based HCWs.

HCW preference for payment system associated 
with hospital outpatient services
Table  4 shows that being a physician is associated with 
higher likelihood of choosing line-item budget by almost 
four times (RRR = 3.9; 95% CI = (1.2, 12.0) and case-based 
payment by six times (RRR = 6.0; 95% CI = (1.9, 18.7) than 
other cadres. Nurses or midwives are twice as likely to 
choose case-based payment compared to other cadres 
(RRR = 2.0; 95% CI = (1.0, 3.8). Working in a hospital is 
negatively associated with choosing case-based payment 
(RRR = 0.3; 95% CI = (0.2, 0.6) than working in district 
hospital or major health centre. HCWs in urban areas 
are strongly associated with line-item budget as payment 
system for hospital outpatient services (RRR = 2.1; 95% 
CI = (1.0, 4.4) relative to HCW in rural areas.

HCW preference for payment system associated 
with inpatient services (hospitalization)
Table  5 shows that being a female is negatively associ-
ated with per diem as preferred choice of payment for 
hospitalization by sixty percent (RRR = 0.4; 95% CI = (0.2, 
0.8) relative to being a male. Similarly, working in a dis-
trict hospital or major health centre is negatively asso-
ciated with the choice of capitation by seventy percent 
(RRR = 0.3; 95% CI = (0.1, 0.9) compared to working in a 
hospital. Urban-based HCWs are significantly associated 
with a less likelihood of choosing capitation by seventy 

percent (RRR = 0.3; 95% CI = (0.1, 0.6) relative to rural-
based dwellers.

HCW preference for payment system associated 
with referral services
Table 6 shows evidence for association between being a 
female HCW and a preference for fee-for-service as pay-
ment system for referrals 1.7 (RRR = 1.7; 95% CI = (1.1, 
2.7) compared to being a male. Physicians are more than 
three times as strongly associated with choosing case-
based as payment vehicle for referrals (RRR = 3.3; 95% 
CI = (1.1, 10.1) compared to other cadres. HCWs in dis-
trict hospitals or major health centres are negatively 
associated with capitation (RRR = 0.4; 95% CI = (0.2, 0.9) 
and per-diem (RRR = 0.4; 95% CI = (0.2, 1.0) compared to 
HCWs in hospitals. Furthermore, HCWs in urban areas 
are associated with less likelihood to choose capitation 
and case-based by sixty percent (RRR = 0.4; 95% CI = (0.2, 
0.8) than HCW in rural areas. In addition, they are neg-
atively associated with per-diem as payment vehicle for 
referral services by fifty percent (RRR = 0.5; 95% CI = (0.2, 
1.0). All these associations are significant, with the data 
providing support for rejecting the null hypothesis.

Discussion
Our study aimed to analyze the associations between 
HCW characteristics and their preference for PPS in 
major service areas. Our findings revealed strong associ-
ations between HCW gender, cadre, and their preference 
for PPS. Furthermore, we observed strong associations 
between health facility characteristics, including facility 

Table 4  Results of multinomial logistic regression for hospital outpatient services

Global budget Base reference, Ref Reference, RRR​ Relative risk ratio, CI Confidence interval, P P-value, significant = 0.05, Dist. Hos. District hospital, M.H.C Major health 
centre

Line-item budget Capitation Case-based (DRG) Fee-for-service Per-diem

RRR (95% CI) P RRR (95% CI) P RRR (95% CI) P RRR (95% CI) P RRR (95% CI) P

Gender
  Male (ref )

  Female 1.3 (0.7, 2.3) 0.39 0.9 (0.4, 1.9) 0.78 0.8 (0.5, 1.3) 0.35 1.1 (0.7, 1.8) 0.65 0.6 (0.3, 1.2) 0.14

Professional cadre
  Other cadre (ref )

  Physician 3.9 (1.2, 12.0) 0.02 1.4 (0.3, 6.9) 0.68 6.0 (1.9, 18.7) < 0.01 1.1 (0.4, 3.6) 0.83 1.6 (0.3, 7.7) 0.57

  Nurse/midwife 1.6 (0.8, 3.2) 0.21 1.1 (0.4, 2.6) 0.91 2.0 (1.0,3.8) 0.05 1.2 (0.7, 2.1) 0.52 1.0 (0.4, 2.3) 0.94

Facility level
  Minor H.C (ref )

  Dist. Hos. / M.H.C 1.4 (0.6, 3.0) 0.42 1.0 (0.4, 3.1) 0.94 0.6 (0.3, 1.1) 0.09 0.8 (0.4, 1.4) 0.40 0.9 (0.4, 2.5) 0.90

  Hospital 0.9 (0.4, 2.0) 0.87 1.6 (0.6, 4.3) 0.36 0.3 (0.2, 0.6) < 0.01 1.0 (0.5, 1.8) 0.96 0.8 (0.3, 2.0) 0.66

Region
  Rural (ref )

  Urban 2.1 (1.0, 4.4) 0.05 0.8 (0.3, 1.8) 0.54 1.2 (0.7, 2.2) 0.54 0.8 (0.5, 1.5) 0.54 1.8 (0.7, 4.7) 0.26
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level and region, and HCW preference for PPS across 
major service areas.

Our study did not find any significant negative asso-
ciation between females and case-based payment. 
However, we observed a strong negative association 
between females and per-diem as a preferred payment 
system for hospitalization relative to males, which con-
tradicts our initial hypothesis. This finding contrasts 

with other studies that have reported fee-for-service as 
being poorly rated compared to other payment systems 
[35]. It is worth noting that per-diem reimbursement 
for services provided under health insurance schemes 
is uncommon in LMICs. In The Gambia, per-diem 
reimbursement is mainly applicable to domestic and 
international travel, workshops, meetings, and training. 
Female HCWs’ low preference for per-diem as a pay-
ment system in the NHIS in The Gambia may be due to 

Table 5  Results of multinomial logistic regression for inpatient services (hospitalization)

Global budget Base reference, Ref Reference, RRR​ Relative risk ratio, CI Confidence interval, P P-value, significant = 0.05, Dist. Hos. District hospital, M.H.C Major health 
centre

Line-item budget Capitation Case-based (DRG) Fee-for-service Per-diem

RRR (95% CI) P RRR (95% CI) P RRR (95% CI) P RRR (95% CI) P RRR (95% CI) P

Gender
  Male (ref )

  Female 1.4 (0.7, 2.8) 0.31 0.7 (0.3, 1.5) 0.35 0.8 (0.5, 1.3) 0.47 1.2 (0.7, 2.0) 0.57 0.4 (0.2, 0.8) 0.01
Professional cadre
  Other cadre (ref )

  Physician 0.4 (0.1, 1.9) 0.24 2.5 (0.6, 10.6) 0.21 1.4 (0.6, 3.7) 0.46 0.6 (0.2, 1.9) 0.36 1.0 (0.2, 4.4) 0.96

  Nurse/midwife 0.8 (0.4, 1.7) 0.64 1.4 (0.6, 3.6) 0.47 1.3 (0.7, 2.3) 0.38 1.4 (0.7, 2.7) 0.30 1.3 (0.6, 2.9) 0.53

Facility level
  Minor H.C (ref )

  Dist. Hos. / M.H.C 0.4 (0.2, 1.0) 0.06 0.3 (0.1, 0.9) 0.03 0.6 (0.3, 1.1) 0.09 0.6 (0.3, 1.2) 0.17 0.7 (0.3, 1.5) 0.34

  Hospital 0.6 (0.3, 1.2) 0.15 0.7 (0.3, 1.8) 0.46 0.7 (0.4, 1.2) 0.17 0.9 (0.4, 1.7) 0.68 0.5 (0.2, 1.1) 0.12

Region
  Rural (ref )

  Urban 0.8 (0.4, 1.7) 0.51 0.3 (0.1, 0.6) < 0.01 1.0 (0.5, 1.8) 0.90 0.8 (0.4, 1.5) 0.45 1.0 (0.5, 2.3) 0.95

Table 6  Results of multinomial logistic regression for referral services

Global budget Base reference, Ref Reference, RRR​ Relative risk ratio, CI Confidence interval, P P-value, significant = 0.05, Dist. Hos. District hospital, M.H.C Major health 
centre

Line-item-budget Capitation Case-based (DRG) Fee-for-service Per-diem

RRR (95% CI) P RRR (95% CI) P RRR (95% CI) P RRR (95% CI) P RRR (95% CI) P

Gender
  Male (ref )

  Female 1.1 (0.6, 2.1) 0.76 1.0 (0.6, 1.8) 0.96 0.9 (0.5, 1.7) 0.86 1.7 (1.1, 2.7) 0.03 1.4 (0.7, 2.8) 0.30

Professional cadre
  Other cadre (ref )

  Physician 0.7 (0.2, 2.6) 0.56 0.4 (0.1, 1.6) 0.21 3.3 (1.1, 10.1) 0.04 1.2 (0.4, 3.3) 0.77 0.3 (0.1, 2.8) 0.29

  Nurse/midwife 0.9 (0.4, 1.8) 0.70 0.6 (0.3, 1.2) 0.13 1.2 (0.5, 2.5) 0.72 1.5 (0.8, 2.7) 0.22 1.2 (0.5, 2.8) 0.66

Facility level
  Minor H.C (ref )

  Dist. Hos. / M.H.C 0.6 (0.2, 1.4) 0.24 0.4 (0.2, 0.9) 0.03 1.5 (0.7, 3.5) 0.31 0.7 (0.4, 1.3) 0.24 0.4 (0.2, 1.0) 0.05
  Hospital 1.6 (0.8, 3.5) 0.21 1.3 (0.6, 2.5) 0.50 1.8 (0.8, 4.2) 0.16 0.9 (0.5, 1.7) 0.84 1.0 (0.4, 2.1) 0.92

Region
  Rural (ref )

  Urban 0.6 (0.3, 1.3) 0.19 0.4 (0.2, 0.8) 0.01 0.4 (0.2, 0.8) 0.01 1.1 (0.6, 2.0) 0.80 0.5 (0.2, 1.0) 0.05
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their perception of low per-diem rates in The Gambia 
compared to neighboring countries like Senegal.

Our findings also indicated a positive association 
between females and fee-for-service payment for refer-
ral services compared to males. This contrasts with stud-
ies conducted in Nigeria and Ghana, which found that 
HCWs least preferred fee-for-service reimbursement 
compared to other payment systems [13, 32]. We did 
not find any significant association between gender and 
payment systems for all other service areas. Contrary to 
our hypothesis, we observed high variation in physicians’ 
preference for fee-for-service, which contrasts with its 
popularity in many countries, including LMICs [36–38]. 
Our findings are consistent with studies conducted in 
NHIS-implemented countries in SSA, which reported 
that HCWs rated fee-for-service less favorably than 
other payment systems [13, 35]. The negative associa-
tion between physicians and fee-for-service in our study 
could be attributed to Gambia’s open health system. In 
the public sector, doctors may operate clinics or work 
part-time in private health facilities, pharmacies, and 
drug stores. HCWs in the public sector receive monthly 
salaries via traditional line-item budgets, while major pri-
vate clinics pay doctors fee-for-service. However, the fee-
for-service in the private sector is unstructured, and the 
unit price is influenced by many factors, such as working 
on weekends, nights, or public holidays. Consequently, 
doctors’ incomes tend to increase when they work dur-
ing these periods, making their income unpredictable. 
Some physicians may have experienced the unpredictable 
nature of fee-for-service in the private sector, which may 
have influenced their decision to prefer other payment 
systems.

Our questionnaire responses from physicians were 
compatible with a positive and significant association 
with line-item budgets or case-based payment for hospi-
tal outpatient services and case-based payment for refer-
ral services. Several contextual factors may explain these 
preferences. Firstly, in The Gambia, case-based payment 
is similar to monthly salaries paid via line-item budg-
ets because HCWs receive a fixed amount per case, per 
month regardless of costs incurred [39]. These payment 
systems offer doctors predictability in monthly income, 
which contrasts with fee-for-service. Conversely, a study 
conducted in Kenya reported mixed results, where 
HCWs perceived both capitation and fee-for-service as 
good sources of revenue for health providers [34].

Our study found a negative association between HCWs 
in hospitals and case-based payment for hospitaliza-
tion, contradicting our hypothesis. In some countries 
implementing NHIS in Sub-Saharan Africa (SSA), case-
based payment or modified case-based payment systems 
such as Ghana’s DRG system are used to pay for services 

rendered during hospitalization. Moreover, numerous 
studies have documented that HCWs prefer payment sys-
tems that offer higher payment rates [10, 35, 40]. Given 
that hospitals provide more specialist services, includ-
ing procedures that could generate higher revenue for 
both the institution and individuals, it is surprising that 
this was not the case in our study. A plausible explana-
tion for our finding may be that HCWs in hospitals are 
risk-averse and therefore prefer payment systems that are 
more familiar and predictable.

Our study did not find any significant association 
between HCWs in rural areas and their preference for 
capitation as a payment system for primary and hospi-
tal outpatient services compared to urban-based HCWs. 
This finding contradicts our hypothesis, which was based 
on the fact that in rural Gambia, the MoH allocates each 
public health facility with a sub-population to serve 
depending on the location, level, and scope of the health 
facility. These sub-populations are referred to as catch-
ment area populations (CAP). For example, all rural-
based public health facilities, including hospitals, are 
part of the performance-based financing arrangements, 
whereby agreed services they provide to their respective 
CAP are remunerated following verifications. Each facil-
ity generates a costed quarterly business plan to procure 
medicines, supplies, equipment, and other needs of the 
facility with consideration to the health needs of the CAP. 
The remuneration that health facilities receive follow-
ing verified submission of their business plan is similar 
to capitation, and as such, we expected that HCWs in 
rural areas would choose this payment method relative to 
others. Our findings suggests that other factors, besides 
performance-based financing arrangements, may influ-
ence healthcare worker (HCW) preferences for payment 
systems in rural areas. Future studies are needed to iden-
tify these factors and explore the reasons for the lack of a 
strong association between rural-based HCWs and their 
preference for capitation as a payment system.

Additionally, the NHIA should consider the context-
specific factors that influence HCW preferences for pay-
ment systems. For example, the unpredictable nature of 
fee-for-service in the private sector may influence HCW 
preferences for other payment systems. Furthermore, the 
risk-averse nature of HCW in hospitals may lead them 
to prefer payment systems that are more familiar and 
predictable.

The selection of PPS should consider HCW preferences 
to enhance provider performance and accountability, 
while also aligning with UHC goals, including utiliza-
tion relative to needs, financial protection, and equity 
[41]. Country-specific factors such as macroeconomic 
situation, fiscal space for health, and PPS utilization as a 
blended or standalone method should also be considered. 
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For example, in Ghana, the National Health Insurance 
Authority (NHIA) customized Diagnosis-Related Group 
(DRG) payments as part of its cost containment strate-
gies [42]. Therefore, periodic reviews of the chosen pay-
ment system should be conducted to assess the effects of 
the incentives on HCW performance and accountability, 
as well as their impact on health system priorities and 
goals [11].

Our decision to exclude non-Gambian HCW was 
based on our experience during the pre-test, which 
showed difficulties in determining their work permission 
and license to practice in The Gambia. Additionally, we 
excluded HCWs who were on COVID-19 duties, home 
isolation, or quarantine due to the regulations set by the 
government for COVID-19 prevention and control. It 
is worth noting that their exclusion did not impact our 
findings.

Strengths and limitations
This nationally representative study has several strengths 
that enhance its robustness and reliability. First, the study 
design allowed for all public health facilities, except for 
basic facilities, to have an equal chance of being included, 
which improves the generalizability of the findings. Sec-
ond, the use of an intra-strata sampling technique, such 
as probability proportional to size, provided equal rep-
resentation for gender and cadres of healthcare work-
ers, including those with different qualifications, such as 
registered nurse, state enrolled nurse, and community 
health nurse. However, the study also had some limita-
tions that need to be considered when interpreting the 
findings. Firstly, the study only focused on public health 
facilities, and private facilities were excluded due to their 
reluctance to share human resource data for sampling. 
Although it is acknowledged that many private sector 
HCWs work in the public sector, it would have been ben-
eficial to include private sector HCWs for a more com-
prehensive view. Secondly, the low response rate from 
hospital administrators meant that their preferences were 
not included in the study. This is a potential limitation, 
as hospital administrators may be engaged by the NHIA 
during selection of PPS and their preferences could 
have enriched the findings. Finally, despite our efforts to 
explain the different PPS to the participants by provid-
ing definitions on the questionnaire, the majority of the 
HCWs were not practically familiar with them, which 
may have limited their understanding of the implications 
of choosing different PPS.

Despite these limitations, this study provides valu-
able insights into the preferences of public sector HCWs 
regarding payment systems in the Gambia, which can 
inform the development and implementation of the 
NHIS. Future studies may benefit from including all 

HCWs and hospital administrators, for instance by 
applying interviews or qualitative methods, as well as 
exploring ways to enhance the understanding of different 
PPS among HCWs.

Conclusions
Our study provides valuable insights into HCW prefer-
ences for payment systems in The Gambia, indicating 
the need for a blended approach suitable for different 
health services and providers. For example, case-based 
payment or bundled payment methods may be appro-
priate for hospitalization services, while capitation, and 
fee-for-service used for some priority services, may be 
appropriate for primary care services. In addition, per-
formance- based financing may also be appropriate for 
primary care services particularly services provided at 
village health services level in The Gambia. As The Gam-
bia prepares to implement the NHIS, our findings can 
guide policymakers at the MoH and NHIA in selecting 
the right mix of payment systems to support progress 
towards UHC. By involving HCW in the process and 
considering context-specific factors as reported in other 
studies, the NHIA can ensure that the chosen payment 
systems are politically and culturally acceptable, feasible, 
and sustainable for all stakeholders involved [13, 32].

Abbreviations
NHIS	� National Health Insurance Scheme
PPS	� Provider payment systems
HCW	� Health care workers
UHC	� Universal health coverage
LMIC	� Low- and middle- income countries
LIC	� Low income countries
SDG	� Sustainable development goals
HRH	� Human resources for health
MCNHRP	� Maternal and child nutrition and health results project
QoC	� Quality of care
NHIA	� National health insurance agency
W1 R	� Western 1 Region
W2 R	� Western 2 Region
NBWR	� North Bank West Region
NBER	� North Bank East Region
LRR	� Lower River Region
CRR​	� Central River Region
URR​	� Upper River Region
MICS6	� Multiple Indicator Cluster Survey 6
DRG	� Diagnosis Related Groups
SSA	� Sub Saharan Africa
CAP	� Catchment Area Population
MoFEA	� Ministry of Finance and Economic Affairs

Acknowledgements
a) Islamic Development Bank for PhD scholarship
b) Ministry of Health, The Gambia
c) Norwegian Research School of Global Health, Norway
d) Department of Community Medicine and Global Health, University of Oslo
e) World Health Organization Country office, The Gambia
f ) Gambia Bureau of Statistics, The Gambia
g) Fieldwork team in The Gambia (enumerators, mappers, and database 
managers).



Page 10 of 11Njie et al. BMC Health Services Research          (2023) 23:853 

Authors’ contributions
HN, PGCI, UG, LC and KRW conceptualized and design the study. HN collected 
the data. HN, PGCI, UG, LC and KRW analyzed and interpreted the data. HN, 
PGCI, UG, LC and KRW drafted the first manuscript, critically revised the manu-
script, and approved the final manuscript for submission.

Funding
Open access funding provided by University of Oslo (incl Oslo University Hos-
pital). This paper is part of the corresponding author’s PhD research funded by 
Islamic Develop Bank PhD scholarship. The funders did not take part neither 
influence the study directly or indirectly.

Availability of data and materials
The dataset used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
This study received ethical clearance from The Gambia Government/Medical 
Research Council Gambia Joint Ethics Committee (R018026v4.1), and Norwe-
gian Centre for Research Data (562557). Informed consent to participate in the 
study was obtained from all participants through a signed informed consent 
form approved by The Gambia Government/Medical Research Council Gam-
bia Joint Ethics Committee. All experiments were performed in accordance 
with relevant guidelines and regulations.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1 Department of Community Medicine and Global Health, University of Oslo, 
Postboks 1130, Blindern, Oslo 0318, Norway. 2 African Population and Health 
Research Center, Nairobi, Kenya. 3 Cluster for Global Health, Division for Health 
Services, Norwegian Institute of Public Health, Oslo, Norway. 4 Department 
of Health Management and Health Economics, University of Oslo, Oslo, 
Norway. 

Received: 12 December 2022   Accepted: 8 August 2023

References
	1.	 Cometto G, Buchan J, Dussault G. Developing the health workforce for 

universal health coverage. Bull World Health Organ. 2020;98(2):109–16.
	2.	 World Health Organisation. Health workforce requirements for universal 

health coverage and sustainable development goals. Geneva: World 
Health Organisation; 2016. Available from: https://​apps.​who.​int/​iris/​bitst​
ream/​handle/​10665/​250330/​97892​41511​407-​eng.​pdf?​seque​nce=​1&​isAll​
owed=y. Cited 2022 21 February.

	3.	 Reid M, Gupta R, Roberts G, Goosby E, Wesson P. Achieving Universal 
Health Coverage (UHC): dominance analysis across 183 countries 
highlights importance of strengthening health workforce. PLoS One. 
2020;15(3):e0229666.

	4.	 World Health Organization. Global strategy on human resources for 
health workforce 2030. Geneva: World Health Organization; 2016. Avail-
able from: https://​apps.​who.​int/​iris/​bitst​ream/​handle/​10665/​250368/​
97892​41511​131-​eng.​pdf. Cited 2023 29 March.

	5.	 Pittman P, Chen C, Erikson C, Salsberg E, Luo Q, Vichare A, et al. Health 
workforce for health equity. Med Care. 2021;59(Suppl 5):S405–8.

	6.	 World Health Organisation. Strategic purchasing for UHC: unlocking the 
potential. Global meeting summary and key messages. Geneva: World 
Health Organization; 2017. Available from: https://​www.​who.​int/​health_​
finan​cing/​events/​strat​egic-​purch​asing-​meeti​ng-​2017-​report.​pdf?​ua=1. 
Cited 2021 24 September.

	7.	 Cashin C, Gatome-Munyua A. The strategic health purchasing progress 
tracking framework: a practical approach to describing, assessing, and 
improving strategic purchasing for universal health coverage. Health Syst 
Reform. 2022;8(2):e2051794.

	8.	 World Health Organization. The world health report 2010. Health systems 
financing: the path to universal coverage. Geneva: World Health Organi-
zation; 2010. [updated 16 June 2012]. Available from: https://​apps.​who.​
int/​iris/​bitst​ream/​handle/​10665/​44371/​97892​41564​021_​eng.​pdf?​seque​
nce=​1&​isAll​owed=y. Cited 2023 14 March.

	9.	 World Health Organization. Purchasing health services for universal 
health coverage: how to make it more strategic? Geneva: World Health 
Organization; 2019. Available from: https://​apps.​who.​int/​iris/​bitst​ream/​
handle/​10665/​311387/​WHO-​UCH-​HGF-​Polic​yBrief-​19.6-​eng.​pdf?​seque​
nce=​1&​isAll​owed=y. Cited 2021 22 July.

	10.	 Kazungu JS, Barasa EW, Obadha M, Chuma J. What characteristics of pro-
vider payment mechanisms influence health care providers’ behaviour? A 
literature review. Int J Health Plann Manage. 2018;33(4):e892–905.

	11.	 World Health Organisation. Provider payment methods and strategic 
purchasing for UHC. World Health Organisation. Regional Office for 
South-East Asia; 2017. Available from: https://​apps.​who.​int/​iris/​handle/​
10665/​258894. Cited 2022 18 February.

	12.	 Barnum H, Kutzin J, Saxenian H. Incentives and provider payment meth-
ods. Int J Health Plann Manage. 1995;10(1):23–45.

	13.	 Andoh-Adjei F-X, Nsiah-Boateng E, Asante FA, Velden KVD, Spaan EJAM. 
Provider preference for payment method under a national health insur-
ance scheme: a survey of health insurance-credentialed health care 
providers in Ghana. PLoS One. 2019;14(8):e0221195.

	14.	 Andoh-Adjei F-X, Van Der Wal R, Nsiah-Boateng E, Asante FA, Van Der 
Velden K, Spaan E. Does a provider payment method affect member-
ship retention in a health insurance scheme? A mixed method study 
of Ghana’s capitation payment for primary care. BMC Health Serv Res. 
2018;18(1):52.

	15.	 Abualbishr A. Provider payment mechanisms: effective policy tools for 
achieving universal and sustainable healthcare coverage. In: Aida Isabel T, 
editor. Universal health coverage. Rijeka: IntechOpen; 2019. p. Ch. 2.

	16.	 Secka K. Nurses and midwives embark on industrial action. Churchills 
Town: Foroyaa; 2021. https://​foroy​aa.​net/​nurses-​and-​midwi​ves-​embark-​
on-​indus​trial-​action/.

	17.	 Bojang T. Public health workes defiant over strike despite govt’s threat 
of sanctions. Bakau New Town: The Standard; 2022. https://​stand​ard.​gm/​
public-​health-​worke​rs-​defia​nt-​over-​strike-​despi​te-​govts-​threat-​of-​sanct​
ions/.

	18.	 Lalchandani K, Gupta A, Srivastava A, Usmanova G, Maadam A, Sood B. 
Correction to: Role of financial incentives in family planning services in 
India: a qualitative study. BMC Health Serv Res. 2021;21(1):1291.

	19.	 Rudasingwa M, Uwizeye MR. Physicians’ and nurses’ attitudes towards 
performance-based financial incentives in Burundi: a qualitative study in 
the province of Gitega. Glob Health Action. 2017;10(1):1270813.

	20.	 Abduljawad A, Al-Assaf AF. Incentives for better performance in health 
care. Sultan Qaboos Univ Med J. 2011;11(2):201–6.

	21.	 Ministry of Health. Step- down training of regional health directorate 
and health facility staff on the revised quality checklist. Kotu: Ministry of 
Health; 2019.

	22.	 IEG Review Team. Gambia, The - GM-Maternal Child Nutr Hlth Results. 
Washington, D.C.: World Bank Group; 2021.

	23.	 Medhin JG. Results-based financing in The Gambia: innovatively contract-
ing communities and health facilities. Washington, D.C: World Bank 
Group; 2016. Available from: https://​www.​rbfhe​alth.​org/​sites/​rbf/​files/​
RBF%​20in%​20the%​20Gam​bia%​20-%​20Con​tract​ing%​20Com​munit​ies%​
20and%​20Hea​lth%​20Fac​iliti​es.​pdf. Cited 2022 2 March.

	24.	 Diaconu K, Falconer J, Verbel A, Fretheim A, Witter S. Paying for perfor-
mance to improve the delivery of health interventions in low- and mid-
dle-income countries. Cochrane Database Syst Rev. 2021;5:CD007899.

	25.	 Brock JM, Lange A, Leonard KL. Giving and promising gifts: experimental 
evidence on reciprocity from the field. J Health Econ. 2018;58:188–201.

	26.	 Flodgren G, Eccles MP, Shepperd S, Scott A, Parmelli E, Beyer FR. An 
overview of reviews evaluating the effectiveness of financial incentives 
in changing healthcare professional behaviours and patient outcomes. 
Cochrane Database Syst Rev. 2011;2011(7):CD009255.

	27.	 Gambia Bureau of Statistics. The 2015/16 Gambia integrated household 
survey vol II- socioeconomic- economic characteristics. Banjul: Gambia 

https://apps.who.int/iris/bitstream/handle/10665/250330/9789241511407-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/250330/9789241511407-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/250330/9789241511407-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/250368/9789241511131-eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/250368/9789241511131-eng.pdf
https://www.who.int/health_financing/events/strategic-purchasing-meeting-2017-report.pdf?ua=1
https://www.who.int/health_financing/events/strategic-purchasing-meeting-2017-report.pdf?ua=1
https://apps.who.int/iris/bitstream/handle/10665/44371/9789241564021_eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/44371/9789241564021_eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/44371/9789241564021_eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/311387/WHO-UCH-HGF-PolicyBrief-19.6-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/311387/WHO-UCH-HGF-PolicyBrief-19.6-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/311387/WHO-UCH-HGF-PolicyBrief-19.6-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/handle/10665/258894
https://apps.who.int/iris/handle/10665/258894
https://foroyaa.net/nurses-and-midwives-embark-on-industrial-action/
https://foroyaa.net/nurses-and-midwives-embark-on-industrial-action/
https://standard.gm/public-health-workers-defiant-over-strike-despite-govts-threat-of-sanctions/
https://standard.gm/public-health-workers-defiant-over-strike-despite-govts-threat-of-sanctions/
https://standard.gm/public-health-workers-defiant-over-strike-despite-govts-threat-of-sanctions/
https://www.rbfhealth.org/sites/rbf/files/RBF%20in%20the%20Gambia%20-%20Contracting%20Communities%20and%20Health%20Facilities.pdf
https://www.rbfhealth.org/sites/rbf/files/RBF%20in%20the%20Gambia%20-%20Contracting%20Communities%20and%20Health%20Facilities.pdf
https://www.rbfhealth.org/sites/rbf/files/RBF%20in%20the%20Gambia%20-%20Contracting%20Communities%20and%20Health%20Facilities.pdf


Page 11 of 11Njie et al. BMC Health Services Research          (2023) 23:853 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

Bureau of Statistics; 2017. Available from: https://​www.​gbosd​ata.​org/​
downl​oads/​integ​rated-​house​hold-​survey-​ihs-​24. Cited 2022 6 June.

	28.	 Gambia Bureau of Statistics. The Gambia multiple indicator cluster survey 
2018. 2018. Available from: https://​mics-​surve​ys-​prod.​s3.​amazo​naws.​
com/​MICS6/​West%​20and%​20Cen​tral%​20Afr​ica/​Gambia/​2018/​Survey%​
20fin​dings/​The%​20Gam​bia%​202018%​20MICS%​20Sur​vey%​20Fin​dings%​
20Rep​ort_​Engli​sh.​pdf. Cited 2021 24 August.

	29.	 Gambia Bureau of Statistics, ICF. The Gambia demographic and health 
survey 2019–20. 2021. Available from: https://​www.​gbosd​ata.​org/​downl​
oads/​repor​ts-​fact-​sheets-​76. Cited 2021 10 October.

	30.	 Njie H, Wangen KR, Chola L, Gopinathan U, Mdala I, Sundby JS, et al. Will-
ingness to pay for a national health insurance scheme in The Gambia: a 
contingent valuation study. Health Policy Plan. 2023;38(1):61–73. https://​
acade​mic.​oup.​com/​heapol/​artic​le/​38/1/​61/​67756​54#​38129​6541.

	31.	 World Health Organization. Provider payment methods and strategic 
purchasing for UHC: UHC Technical brief. World Health Organization: 
Regional Office for South-East Asia. 2017. Available from: http://​apps.​who.​
int/​iris/​bitst​ream/​handle/​10665/​258894/​provi​der_​payme​nt_​metho​ds_​
fr_​uhc.​pdf?​seque​nce=1. Cited 2022 19 December.

	32.	 Etiaba E, Onwujekwe O, Honda A, Ibe O, Uzochukwu B, Hanson K. Strate-
gic purchasing for universal health coverage: examining the purchaser-
provider relationship within a social health insurance scheme in Nigeria. 
BMJ Glob Health. 2018;3(5):e000917.

	33.	 Barasa E, Rogo K, Mwaura N, Chuma J. Kenya National Hospital Insurance 
Fund Reforms: implications and lessons for universal health coverage. 
Health Syst Reform. 2018;4(4):346–61.

	34.	 Obadha M, Chuma J, Kazungu J, Barasa E. Health care purchasing in Kenya: 
experiences of health care providers with capitation and fee-for-service pro-
vider payment mechanisms. Int J Health Plann Manage. 2019;34(1):e917–33.

	35.	 Mohammed S, Souares A, Bermejo JL, Sauerborn R, Dong H. Performance 
evaluation of a health insurance in Nigeria using optimal resource use: health 
care providers perspectives. BMC Health Serv Res. 2014;14:127. https://​doi.​
org/​10.​1186/​1472-​6963-​14-​127. Available from: http://​europ​epmc.​org/​abstr​
act/​MED/​24628​889 https://​www.​ncbi.​nlm.​nih.​gov/​pmc/​artic​les/​pmid/​24628​
889/​pdf/?​tool=​EBI https://​www.​ncbi.​nlm.​nih.​gov/​pmc/​artic​les/​pmid/​24628​
889/?​tool=​EBI https://​europ​epmc.​org/​artic​les/​PMC39​84687 https://​europ​
epmc.​org/​artic​les/​PMC39​84687?​pdf=​render https://​www.​ncbi.​nlm.​nih.​gov/​
pmc/​artic​les/​PMC39​84687/​pdf/​1472-​6963-​14-​127.​pdf.

	36.	 Dowd BE, Laugesen MJ. Fee-for-service payment is not the (main) prob-
lem. Health Serv Res. 2020;55(4):491–5.

	37.	 Ikegami N. Fee-for-service payment - an evil practice that must be 
stamped out? Int J Health Policy Manag. 2015;4(2):57–9.

	38.	 Cashin C. Assessing health provider payment systems: a practical guide 
for countries working toward universal health coverage. Joint Learning 
Network for Universal Health Coverage. Washignton, D.C: Joint Learning 
Network for Universal Health Coverage; 2015. Available from: https://​
www.​joint​learn​ingne​twork.​org/​wp-​conte​nt/​uploa​ds/​2019/​11/​JLN_​Provi​
derPa​yment_​MainG​uide_​Inter​activ​ePDF.​pdf. Cited 2022 21 February.

	39.	 Lai Y, Fu H, Li L, Yip W. Hospital response to a case-based payment 
scheme under regional global budget: the case of Guangzhou in China. 
Soc Sci Med. 2022;292: 114601.

	40.	 Robyn PJ, Bärnighausen T, Souares A, Savadogo G, Bicaba B, Sié A, et al. Health 
worker preferences for community-based health insurance payment mecha-
nisms: a discrete choice experiment. BMC Health Serv Res. 2012;12:159.

	41.	 Barber SL, Lorenzoni L, Ong P. Price setting and price regulation in health 
care: lessons for advancing Universal Health Coverage. Geneva: World 
Health Organization, Organisation for Economic Co-operation and Devel-
opment; 2019. Available from: https://​apps.​who.​int/​iris/​bitst​ream/​handle/​
10665/​325547/​97892​41515​924-​eng.​pdf?​seque​nce=​1&​isAll​owed=y. 
Cited 2022 31 March.

	42.	 Nsiah-Boateng E, Asenso-Boadi F, Dsane-Selby L, Andoh-Adjei FX, Otoo N, 
Akweongo P, et al. Reducing medical claims cost to Ghana’s National Health 
Insurance scheme: a cross-sectional comparative assessment of the paper- 
and electronic-based claims reviews. BMC Health Serv Res. 2017;17(1):115.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://www.gbosdata.org/downloads/integrated-household-survey-ihs-24
https://www.gbosdata.org/downloads/integrated-household-survey-ihs-24
https://mics-surveys-prod.s3.amazonaws.com/MICS6/West%20and%20Central%20Africa/Gambia/2018/Survey%20findings/The%20Gambia%202018%20MICS%20Survey%20Findings%20Report_English.pdf
https://mics-surveys-prod.s3.amazonaws.com/MICS6/West%20and%20Central%20Africa/Gambia/2018/Survey%20findings/The%20Gambia%202018%20MICS%20Survey%20Findings%20Report_English.pdf
https://mics-surveys-prod.s3.amazonaws.com/MICS6/West%20and%20Central%20Africa/Gambia/2018/Survey%20findings/The%20Gambia%202018%20MICS%20Survey%20Findings%20Report_English.pdf
https://mics-surveys-prod.s3.amazonaws.com/MICS6/West%20and%20Central%20Africa/Gambia/2018/Survey%20findings/The%20Gambia%202018%20MICS%20Survey%20Findings%20Report_English.pdf
https://www.gbosdata.org/downloads/reports-fact-sheets-76
https://www.gbosdata.org/downloads/reports-fact-sheets-76
https://academic.oup.com/heapol/article/38/1/61/6775654#381296541
https://academic.oup.com/heapol/article/38/1/61/6775654#381296541
http://apps.who.int/iris/bitstream/handle/10665/258894/provider_payment_methods_fr_uhc.pdf?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/258894/provider_payment_methods_fr_uhc.pdf?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/258894/provider_payment_methods_fr_uhc.pdf?sequence=1
https://doi.org/10.1186/1472-6963-14-127
https://doi.org/10.1186/1472-6963-14-127
http://europepmc.org/abstract/MED/24628889
http://europepmc.org/abstract/MED/24628889
https://www.ncbi.nlm.nih.gov/pmc/articles/pmid/24628889/pdf/?tool=EBI
https://www.ncbi.nlm.nih.gov/pmc/articles/pmid/24628889/pdf/?tool=EBI
https://www.ncbi.nlm.nih.gov/pmc/articles/pmid/24628889/?tool=EBI
https://www.ncbi.nlm.nih.gov/pmc/articles/pmid/24628889/?tool=EBI
https://europepmc.org/articles/PMC3984687
https://europepmc.org/articles/PMC3984687?pdf=render
https://europepmc.org/articles/PMC3984687?pdf=render
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3984687/pdf/1472-6963-14-127.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3984687/pdf/1472-6963-14-127.pdf
https://www.jointlearningnetwork.org/wp-content/uploads/2019/11/JLN_ProviderPayment_MainGuide_InteractivePDF.pdf
https://www.jointlearningnetwork.org/wp-content/uploads/2019/11/JLN_ProviderPayment_MainGuide_InteractivePDF.pdf
https://www.jointlearningnetwork.org/wp-content/uploads/2019/11/JLN_ProviderPayment_MainGuide_InteractivePDF.pdf
https://apps.who.int/iris/bitstream/handle/10665/325547/9789241515924-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/325547/9789241515924-eng.pdf?sequence=1&isAllowed=y

	Preferences of healthcare workers for provider payment systems in The Gambia’s National Health Insurance Scheme
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Background
	Methods
	Study setting
	Sampling approach
	Sample size estimation
	Sampling technique

	Study instrument
	Statistical analysis
	Patient and public involvement

	Results
	Demographic and socio-economic characteristics of HCWs
	Other characteristics of HCWs
	HCW preference for payment system associated with primary outpatient services
	HCW preference for payment system associated with hospital outpatient services
	HCW preference for payment system associated with inpatient services (hospitalization)
	HCW preference for payment system associated with referral services

	Discussion
	Strengths and limitations

	Conclusions
	Acknowledgements
	References


