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Abstract
Reluctance to talk about corruption is an important barrier to action. Yet the stakes of not addressing corruption
in the health sector are higher than ever. Corruption includes wrongdoing by individuals, but it is also a problem
of weak institutions captured by political interests, and underfunded, unreliable administrative systems and
healthcare delivery models. We urgently need to focus on corruption as a health systems problem. In addition
to supporting research to better understand the context and implications of corruption in health systems, this
article suggests actions that public health professionals can do now to fight corruption.
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eluctance to talk about corruption is not new.
Hutchinson et al identify five reasons why health
policy-makers evade this pervasive problem.1 They
highlight that corruption is difficult to define, and that what
is called ‘corruption’ may really reflect coherent — even
justifiable — actions to cope within severely dysfunctional
systems. They observe that in documenting corruption
problems, researchers must sort through incompatible and
self-serving explanations, and may end up collaborating
with corrupt officials to retain the access needed to work.
Development partners may feel that bringing up such
a sensitive topic might offend or damage relationships
important to the success of projects. Questions about the
legitimacy of studying corruption may be another reason
people are reluctant to discuss the topic. Critics have suggested
that anti-corruption dialogue is motivated by a neoliberal
agenda to promote certain forms of social, political, and
economic organization, not allowing for truly country-led
development.2,3 Finally, our reticence reflects our chagrin at
having very few evidence-based practices we can point to as
solutions.
Robert Klitgaard wrote that the topic of corruption provokes
evasion, excuses, and surprisingly little analysis.4 Excuses are
plentiful: “corruption has existed forever,” “corruption greases
the wheels of development.”5 Debunking excuses is tiresome,
yet the stakes of not addressing health sector corruption
are higher than ever. Corrupt countries have higher rates
of infant, child, and maternal mortality even after adjusting
for health care spending and other factors.6,7 Corruption in
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the health sector has been linked to higher rates of cancer
death,8 antimicrobial resistance,9 anxiety,10 and lower patient
satisfaction with and trust in the healthcare system.11 In
Ukraine, efforts to fight corruption in procurement systems
allowed the Ministry of Health to purchase more life-saving
drugs and medical devices, reducing mortality for heart
attack patients by 20%.12 Fighting corruption through anticorruption measures such as fraud control and inspection,
and indirectly through health systems strengthening, is a
goal we must adopt now to save lives. Research is needed to
determine the most efficient, effective, and feasible approaches
in specific country contexts.
Though corruption can be tracked to individual leaders
who put their personal interests above public duty, it is also
a problem of weak institutions captured by political interests,
and underfunded, unreliable administrative systems and
healthcare delivery models.13 We urgently need to focus on
corruption as a health systems problem. Yet increasing the
pressure for accountability without dealing with inadequate
financing can create perverse incentives. The US Veterans
Administration is a cautionary tale: unrealistic performance
goals and inadequate funding to reach those goals led
employees to falsify data and hide performance failures.14
Anti-corruption strategies need to be informed by evidence,
experience, and context. There is no magic bullet or one “right
way” to fight corruption in the health sector. Hutchinson et al
argue for convening key stakeholders to assess risks and reach
agreement on the nature of the problem, followed by a prioritysetting exercise to determine feasible remedies.1 Klitgaard also
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recommends participatory diagnosis of problems, noting that
politicians and officials can be “remarkably forthcoming” in
workshops, sharing detailed insights on where corruption can
be found, why it exists, and what can be done to prevent it.5
Work in Albania found that citizens were not afraid to share
experiences paying under-the-table for care that should have
been free.15 Other research has suggested methods to reduce
reticence of medical professionals in sharing information
about accepting gifts and informal payments.16,17
Hutchinson et al recommend that researchers and policymakers adopt a multi-disciplinary perspective when gathering
and evaluating evidence of anti-corruption strategies,
remarking that many pathways for research exist.1 While this
is true, the time is ripe for convergence on methodologies
to measure some problems, such as absenteeism, informal
payments, and insurance fraud. Considering informal
payments, for example, few studies have tried to separate
the burdens posed by different types of payments such as
cash payments, “bought and brought” supplies, and gifts.18
Rates may also vary due to methodological differences in
recall periods, or the setting in which a payment was made
(inpatient versus ambulatory care). Developing common
indicators and survey research methodologies to allow crossnational comparison of the scope and nature of this and other
problems will help us to evaluate whether health reforms are
having the desired impact.
In 2015, former US President Barak Obama said, “We’re on
this planet a pretty short time, so that we cannot remake the
world entirely during this little stretch that we have. But I think
our decisions matter….[A]t the end of the day, we’re part of a
long-running story. We just try to get our paragraph right.”19
President Obama was aware that we inherit a world with
“grudges, rivalries, hatreds, and sins of the past,” and there are
limits to what we can fix and make better. Yet, there are things
we can do, and this applies to seemingly intractable problems
like corruption. We are part of a longer story, our decisions
matter, and we need to work on getting our paragraph right.
So, here are five things that public health professionals can do
now to fight corruption.
1. Adopt an ethical frame when making decisions. Behavioral
economists and business ethicists have studied how social
norms and informal values exert a strong influence on people’s
behavior, and how we frame problems influences how people
think.20 Health leaders should stop to consider whether ethical
principles are at stake when making decisions, especially in
designing changes to administrative systems. Small signals,
such as where and when we sign a form, can have an impact
in promoting integrity.21
2. Assess risks of corruption. Health professionals who are
part of a team starting a new project or program should ask
about whether the staff are getting adequate training to assure
that staff interests are aligned with the project’s goals. It is
important to ask about oversight procedures, and checks and
balances to assure that people are able to resist temptation to
engage in wrongdoing. Minimizing occupational temptation
helps everyone.22
3. Strengthen accountability in programs. Health professionals
should understand the accountability structures in their
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programs. Who is accountable to whom, for what, and ‘so what’
(eg, what are the consequences for failures in accountability)?
Start a discussion of ways to create fairer processes and to
reward good performance or identify and address performance
that is not up to standard. Suggest activities that will bring
the people in power into closer touch with those people who
depend on their decisions (lower level staff, constituencies).23
4. Value and model transparency. Health professionals at all
levels of an organization can encourage active internal and
external transparency and information sharing. According
to the Association of Certified Fraud Examiners, the most
effective measures for fraud control include proactive data
monitoring and analysis, management review of accounts
and transactions, and hotlines (each producing 50%-54%
reduction in median losses).24 For a team leader, this may
just involve telling your team members what to do if they are
not paid on time, or they see something that seems unfair or
not right. Do not assume people know how to complain. In
programs with formal complaint hotlines, it is important to
test the hotline periodically to be sure it is working. Health
research should experiment with methods to adapt complaint
mechanisms successfully to different local contexts.
5. Support and involve civil society organizations in your work.
Health professionals should encourage partnerships with
community-based organizations that are trying to empower
citizens, whether they currently work in the health sector or
not. The health sector is complicated, and corrupt actors take
advantage of this complexity to hide their malfeasance. Help
anti-corruption non-governmental organizations to become
more knowledgeable about health issues. The more citizens,
community-based organizations, and non-governmental
organizations know about how the sector is organized and
financed, the more easily they can identify and call attention
to corruption risks.
While it may still be uncomfortable to talk about corruption,
we must have these difficult conversations and move beyond
them to action. We need to foster opportunities to discuss
problems together, to build on-the-ground knowledge.
Corruption is a social determinant of health. It is a cost
that rarely is quantified in our cost-effectiveness analyses, a
risk often is not mentioned in project appraisal reports. Yet,
corruption is a real barrier preventing us from achieving our
goals in public health. We need to work harder to understand
why corruption happens, and to take actions — as health and
development professionals, as government officials, and as
citizens — to prevent it.
Ethical issues
Not applicable.

Competing interests

Author declares that she has no competing interests.

Author’s contribution

TV is the single author of the paper.

References
1.

Hutchinson E, Balabanova D, McKee M. We need to talk
about corruption in health systems. Int J Health Policy Manag.
2018;8(4):191-194. doi:10.15171/ijhpm.2018.123

International Journal of Health Policy and Management, 2019, 8(8), 505–507

Vian
2.

Bridoux J, Gebel A. Flexibility versus Inflexibility: discursive
discrepancy in US democracy promotion and anti-corruption
policies. Third World Q. 2012;33(10):1945-1963. doi:10.1080/0143
6597.2012.728323
3.
Werner C. Gifts, bribes, and development in post-Soviet
Kazakstan. Hum Organ. 2000;59(1):11-22. doi:10.17730/
humo.59.1.w2582tqj18v3880p
4.
Klitgaard R. Controlling Corruption. Berkley, CA: University of
California Press; 1988.
5.
Klitgaard R, Maclean-Abaroa R, Parris HL. Corrupt Cities: A Practical
Guide to Cure and Prevention. Oakland CA: ICS Press; 2000.
6.
Muldoon KA, Galway LP, Nakajima M, et al. Health system
determinants of infant, child and maternal mortality: A crosssectional study of UN member countries. Global Health. 2011;7:42.
doi:10.1186/1744-8603-7-42
7.
Pinzon-Florez CE, Fernandez-Nino JA, Ruiz-Rodriguez M,
Idrovo AJ, Arredondo Lopez AA. Determinants of performance
of health systems concerning maternal and child health: a global
approach. PLoS One. 2015;10(3):e0120747. doi:10.1371/journal.
pone.0120747
8.
Radin D. Too ill to find the cure?: Corruption, institutions, and
health care sector performance in the new democracies of Central
and Eastern Europe and Former Soviet Union. East Eur Polit Soc.
2009;23(1):105-125. doi:10.1177/0888325408327850
9.
Collignon P, Athukorala PC, Senanayake S, Khan F. Antimicrobial
resistance: the major contribution of poor governance and corruption
to this growing problem. PLoS One. 2015;10(3):e0116746.
doi:10.1371/journal.pone.0116746
10. Gillanders R. Corruption and anxiety in Sub-Saharan Africa. Econ
Gov. 2016;17(1):47-69. doi:10.1007/s10101-015-0177-6
11. Habibov N. Effect of corruption on healthcare satisfaction in postsoviet nations: A cross-country instrumental variable analysis of
twelve countries. Soc Sci Med. 2016;152:119-124. doi:10.1016/j.
socscimed.2016.01.044
12. Bullough O. How Ukraine is fighting corruption one heart stent at
a time. The New York Times. September 3, 2018. https://www.
nytimes.com/2018/09/03/opinion/ukraine-corruption-heart-stentsprocurement.html.
13. Hessami Z, Uebelmesser S. A political-economy perspective on
social expenditures: corruption and in-kind versus cash transfers.

14.

15.

16.
17.

18.

19.
20.

21.

22.
23.

24.

Economics of Governance. 2016;17(1):71-100. doi:10.1007/
s10101-015-0178-5
VA Office of Inspector General. Veterans Health Administration
Review of Alleged Patient Deaths, Patient Wait Times, and
Scheduling Practices at the Phoenix VA Health Care System.
Washington, DC: VA Office of Inspector General; 2014.
Vian T, Gryboski K, Sinoimeri Z, Hall R. Informal payments in
government health facilities in Albania: results of a qualitative
study. Soc Sci Med. 2006;62(4):877-887. doi:10.1016/j.
socscimed.2005.07.005
Miller WL. Corruption and corruptibility. World Dev. 2006;34(2):371380. doi:10.1016/j.worlddev.2005.03.008
Azfar O, Murrell P. Identifying reticent respondents: assessing the
quality of survey data on corruption and values. Econ Dev Cult
Change. 2009;57(2):387-411. doi:10.1086/592840
Khodamoradi A, Ghaffari MP, Daryabeygi-Khotbehsara R, Sajadi
HS, Majdzadeh R. A systematic review of empirical studies on
methodology and burden of informal patient payments in health
systems. Int J Health Plann Manage. 2018;33(1):e26-e37.
doi:10.1002/hpm.2464
Remnick D. Ten days in June. The New Yorker. June 26, 2015.
https://www.newyorker.com/news/news-desk/ten-days-in-june.
Bazerman MH, Tenbrunsel AE. Blind spots: Why we fail to do what’s
right and what to do about it. Hoboken, NJ: Princeton University
Press; 2011.
Shu LL, Mazar N, Gino F, Ariely D, Bazerman MH. Signing at the
beginning makes ethics salient and decreases dishonest selfreports in comparison to signing at the end. Proc Natl Acad Sci U S
A. 2012;109(38):15197-15200. doi:10.1073/pnas.1209746109
Wells JT. Principles of fraud examination. Hoboken, NJ: John Wiley
& Sons; 2011.
Paschke A, Dimancesco D, Vian T, Kohler JC, Forte G. Increasing
transparency and accountability in national pharmaceutical systems.
Bull World Health Organ. 2018;96(11):782-791. doi:10.2471/
blt.17.206516
Tunley M, Button M, Shepherd D, Blackbourn D. Preventing
occupational corruption: utilising situational crime prevention
techniques and theory to enhance organisational resilience. Secur
J. 2018;31(1):21-52. doi:10.1057/s41284-016-0087-5

International Journal of Health Policy and Management, 2019, 8(8), 505–507

507

