SECTION 3: GUIDANCE ON ASSESSMENT OF THE HEALTH
SYSTEM AND ITS CORE FUNCTIONS
MODULE 7: GOVERNANCE

This module defines governance of the health
sector and offers an approach to identify
what information is needed to assess
governance as well as methods and sources
for collecting this information.
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1.

INTRODUCTION

Evidence shows a positive relationship between governance indices and measures of health
performance and outcomes (Makuta and O’Hare, 2015). Effective health system governance—including
engaging and regulating both public and private sector actors—is crucial for achieving broader health
objectives (Lagomarisino et al., 2009). A recent study of 15 low- and middle-income countries found that
good governance best practices in the form of effective community voice in decisionmaking, policy, and
program management was a common characteristic in moving toward comprehensive primary health
care (Labonte et. al., 2017). The World Bank has led data collection and reporting on governance, and
the indicators it developed are the basis for the Health Systems Assessment Approach (HSAA) to the
governance core health system function.
This module presents the governance components of the Health Systems Assessment Approach Manual.






2.

Subsection 7.1 defines governance and its key dimensions and summarizes an operational model for
governance in the health sector.
Subsection 7.2 provides guidelines on assessing governance for the country of interest.
Subsection 7.3 presents the indicator-based part of the assessment, including suggested assessment
questions.
Subsection 7.4 guides the technical team member on how to summarize findings and develop
recommendations.
Subsection 7.5 contains a checklist of topics that the team leader or other writers can use to make
sure they have included all recommended content in the chapter.

WHAT IS GOVERNANCE?

According to the World Health Organization (WHO), core health system function governance “involves
ensuring strategic policy frameworks exist and are combined with effective oversight, coalition building,
regulation, attention to system-design and accountability” (WHO 2007). Governance features
prominently in other health systems frameworks and is described as leadership, stewardship, regulation,
or oversight (van Olmen et al., 2012; Mikelson-Lopez 2011).
The international community lacks a standardized definition of governance (see box on governance
defined according to international organizations). USAID describes effective health governance as the
process of “competently directing health system resources, performance, and stakeholder participation
toward the goal of saving lives and doing so in ways that are open, transparent, accountable, equitable,
and responsive to the needs of the people” (USAID 2006).

5

Governance Defined According to International Organizations
Organization
The World Bank

Definition
“The manner in which power is exercised in the
management of a country's economic and social
resources for development.” (World Bank 1992)
“The exercise of economic, political and administrative
authority to manage a country’s affairs at all levels. It
involves the process and capacity to formulate,
implement, and enforce public policies and deliver
services.” (USAID, 2013; United Nations Development
Programme)
Leadership and governance “involves ensuring that
strategic policy frameworks exist and are combined
with effective oversight, coalition building, regulation,
attention to system-design, and accountability.” (WHO,
2007)

The United Nations Development Programme, USAID

WHO

The quality of overall governance in a country directly affects the environment in which the health
system operates, including the ability of health officials to exercise their responsibilities, health
providers to deliver quality services, and communities to express preference and hold the system
accountable. The horizontal and vertical relationships among institutions and organizations are key
measures of governance effectiveness. Among other relationships, this encompasses communication
and coordination among a country’s Ministry of Health (MOH), Ministry of Education (MOE), and
Ministry of Finance (MOF) and the relationships between national and subnational health
administrations.
This assessment approach employs a definition of governance that encompasses the following:




The processes by which governments are selected, monitored, and replaced and the
frequency of change.
The capacity of the government to effectively formulate and implement sound policies.
The formal and informal linkages among citizens, private organizations, and the state that
influence the interactions among them and the outcomes of those interactions.

Effective governance should engage and regulate both the public and private sectors. Mixed (public and
private) health system stewardship mechanisms—including policy, regulation, financing mechanisms,
and monitoring and evaluation–can offer incentives that align private health actors with public health
system goals.
Health governance at the national level is increasingly oriented around a burgeoning movement toward
Universal Health Coverage (UHC). Moving toward UHC is difficult and often requires sustained political
commitment from national leaders (Nicholson et al., 2015). Retrospective analyses of successful UHC
reforms frequently identify “political will” as a key ingredient for success (Brearley et al., 2013).
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3.

HEALTH GOVERNANCE: AN OPERATIONAL
MODEL

Following from the definition of governance given above, health governance concerns the rules and
institutions that shape policies, programs, and activities related to achieving health sector objectives.
These rules and institutions determine which societal actors play which roles—and with what set of
responsibilities—related to reaching these objectives. While other health governance models exist, the
particular operational model described below has been effectively applied in more than 30 countries
through the Health Systems Assessment (HSA) approach.
Health governance involves the following three sets of actors:


The first set is state actors, including politicians, policymakers, and other government officials.
The public sector health bureaucracy—comprising the health ministry, health and social
insurance agencies, public pharmaceutical procurement and distribution entities, and so forth—
is central, but nonhealth public sector actors also play a role. These include parliamentary health
committees, regulatory bodies, the finance ministry, the education ministry, various oversight
and accountability entities, and the judicial system.



The second set of actors consists of health service providers. This set comprises public, private,
and not-for-profit individuals, companies, and groups that deliver health services and
organizations that support service provision: medical training institutions, health insurance
agencies, the pharmaceutical industry, and equipment manufacturers and suppliers.



The third set of actors contains beneficiaries, health service users, communities, and the general
public. This set can be further categorized in a variety of ways: for example, by income (poor vs.
nonpoor), by location (rural vs. urban), by services used (maternal and child health, reproductive
health, geriatric care), and by disease or condition (HIV and AIDS, tuberculosis, malaria, etc.).

The linkages among these three categories of actors constitute the operational core of health
governance. Figure 3.7.1 characterizes the key relationships among the various health system actors.
These linkages exist at multiple levels in the system, depending upon the system’s structure (see the
discussion of decentralization in Subsection 2.2). The capacity and cohesiveness of each actor is also a
factor in good governance. Capacity includes skills, abilities (such as the organization of representative
community groups), resources, and internal relationships (such as between an MOH and MOF).
The particular features of these linkages—for example, their strength, effectiveness, and quality—
influence the ability of the health system to meet the performance criteria elaborated in Section I:
equity, efficiency, access, quality, and sustainability.
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Figure 3.7.1. Health Governance Model

Source: Brinkerhoff and Bossert, 2008

In addition to politicians, the “state” encompasses a complex group of actors that includes MOHs, other
line ministries, and public servants who are responsible for carrying out Essential Public Health
Functions (EPHF). These essential functions embody the government’s stewardship role. Although the
specific functions can vary by country, according to a WHO study in 41 nations (Bettcher et al., 1998),
they generally include:












Monitoring, evaluation, and analysis of health status
Surveillance, research, and control of the risks and threats to public health
Health promotion
Social participation in health
Development of policies and institutional capacity for public health planning and management
Public health regulation and enforcement
Evaluation and promotion of equitable access to necessary health services
Human resources development and training in public health
Quality assurance in personal and population-based health services
Research in public health
Reduction of the impact of emergencies and disasters on health

The exact structure of the public health sector is different in each country, depending on factors such as
political system, level of decentralization, and historical aspects. However, in most countries the general
structure includes a central level, a provincial/departmental level, and a district/municipal level, each
with its associated functions.
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3.1

Developing a Governance Profile

Because there are few standardized, quantitative indicators to measure governance in the health sector,
much of the information for this module will be qualitative and gleaned from both secondary sources
and interviews. As the international community increasingly recognizes the importance of health
governance, more quantitative survey-based information will likely become available over time, similar
to the data generated for the general governance indicators used in the first six indicators of this
module.
Because of the sensitivity of governance issues such as corruption, competing political and economic
interests, accountability, inclusiveness of all health actors, and system responsiveness, the HSA team
must take considerable care in conducting interviews, in attributing information to sources, and in
documenting results from the data collected. The technical team member in charge of governance will
need to weigh the importance of documenting, sometimes for the first time, problems of patronage or
corruption against repercussions that publication of such information could have on informants. Often,
team members will need to ensure the anonymity of information sources and key informants.
Another potentially sensitive topic is the government’s perspective and attitudes in working with
nonstate actors in the health system. Limited interaction between the public and private sectors and a
lack of understanding of what motivates private sector stakeholders—particularly the commercial
sector's need to earn a profit—can create suspicion and mistrust between the sectors. A key area to
examine is how willing the government is to work with the private health sector (beyond simple
regulation) and how inclusive the government is in policy and planning for the health sector.
As discussed in Section 2, the HSAA does not include primary data collection; however, if a client is
interested in a more in-depth study, and time and funds are ample, an emerging method of analysis—
Political Economy Analysis (PEA) can be applied as a supplement to a system assessment. A PEA is a
supplemental analysis that aims to address the key incentives (both formal and informal) that drive
change in a particular country, sector, or subsector. See Annex 3.7.A for more information on PEA.
Exploring Decentralized Systems
Decentralization is a generic term referring to the “transfer of authority and responsibility for public
functions from the central government to subordinate or quasi-independent government organizations
or the private sector” (WHO 2016). Central to an understanding of “decentralization” is the extent to
which the local state is either (at one end of the spectrum) merely an agent of the central state, doing its
bidding, or (at the other end) an autonomous agency with a full range of authority, responsibility, and
resources.
In principle, a broad range of functions can be decentralized, each with differing “levels” of
decentralization. These functions may include some, any, or all among policy settings, budget
formulation and allocation, funding mechanisms, human resources management, reporting, and
accounting. The form and extent of decentralization of any sector will have a direct impact on
governance at various levels within the sector, and the functionality of the administrative structure will
impact heavily on overall system performance. See Section 3, Module 1, Country and Health System
Overview for further explanation of health system management levels of decentralization.
The literature recognizes four main forms of decentralization that will affect the health sector in
different ways:
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1. Deconcentration (or administrative decentralization) is the transfer of authority and
responsibility from the central level of the MOH to its field offices (at a variety of levels),
typically without a transfer of significant policy, budgetary, fiscal collection autonomy and
responsibility.
2. Delegation transfers authority and responsibility for specific tasks from the central level of the
MOH to organizations (such as regional or district government health offices) not directly under
its control.
3. Devolution (or democratic decentralization) transfers authority and responsibility from the
central level of the MOH to lower level autonomous units of government, typically with some
degree of policy, budgetary, fiscal collection autonomy and responsibility.
4. Privatization (or divestment) involves the transfer of ownership and government functions
and/or assets from public to private bodies, which may consist of voluntary organizations and
for-profit and not-for-profit private organizations with varying degrees of government
regulation (WHO Health System Strengthening Glossary).
If authority, responsibility, and resources are centralized, subnational and local officials will have little
"decision space" to function as stewards with policymaking power. Nevertheless, they still have a
positive role to play in improving governance through better management of resources, clientresponsive services, or collection of quality health data. These actions contribute to making the linkages
in the health system functional and effective.
In countries where the health sector is more decentralized, the HSA technical team member will need to
assess the distribution of authority, responsibilities, and resources at all levels—subnational and local
levels as well as national—to ascertain whether programmatic resources to support stewardship in
health should be directed at multiple levels. As part of a country context and overview, Annex 3.1.A
provides a template to fill in on levels of decentralization of a health system.
In health systems moving toward greater decentralization, capacity is a common challenge at all levels,
and roles and responsibilities often are ill-defined, unclear, and/or changing (corresponding changes in
administrative structures, terms of references, and personnel can be slow to take hold after a policy is
enacted.) In highly decentralized systems (such as the case of devolution), the assessment should seek
to address the roles and relationships of the various actors at the subnational and national levels to the
extent possible.
Governance at the Community Level
Effective community voice in decisionmaking, policy, and program management has been found to be a
common characteristic in moving toward comprehensive primary health care (Labonte et. al., 2017). A
recent review of published evidence found that maternal and infant mortality was lowered by
promoting community and provider engagement, among other interventions. In addition to reduced
morbidity and mortality, accountability and engagement mechanisms at the community level have been
found to impact improved service provision/quality, increased financial protection, increased service
utilization, and uptake of healthy behaviors (Hatt et al., 2015).
Recently, national or international health administrators’ shortcomings in response to public health
threats have been directly related to their failure to work effectively with traditional and other
governance structures at the community level. It is widely recognized that improving governance,
particularly at the local level and in the area of public service delivery, will be essential for the states
most at risk of serious Ebola outbreaks to realize the long-term goal of reducing their vulnerabilities to
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such diseases (Dempsey, 2014). Traditional leaders can be the most trusted and important stakeholders
to engage in times of epidemics and reforms to achieve improved public health outcomes.
Community-level political structures can be both formal and informal in nature. Ideally, community
leaders will work with local-level governance administrators, and communities are engaged to inform
policy and resource allocation decisions, implementation, feedback, and monitoring, possibly even for
surveillance.
It can be challenging to achieve a meaningful assessment of community-level governance in the context
of an HSA. Recommended methods include literature reviews, key informant interviews, focus group
discussions, and if time and budget allow community-level interviews and focus groups. Ideally, the
assessors would review and visit more than one community “type”—for example, urban vs. rural or
communities in two different ethnic or geographic areas.

4.

ASSESSMENT INDICATORS

This section focuses on governance indicators. It shows the topic areas into which the indicators are
grouped, lists data sources to inform the indicators, discusses how to deal with indicators that overlap
with other core health system function modules, defines the indicators, and shows how to work with
the indicators. Measures of overall governance are relatively well developed. As noted in the opening to
this module, the World Bank has led data collection and reporting on governance, employing indicators
on voice and accountability, political stability, government effectiveness, regulatory quality, rule of law,
and control of corruption. The HSA approach uses these indicators as a foundation for assessing the
governance core health system function of the health system.
The indicators in this module differ from those in other core health system function modules in that
they are mostly qualitative and descriptive rather than quantitative and measurable. The section also
identifies key indicators to which HSA technical team members can limit their work if time precludes
their measuring all indicators.

4.1

Topics

The indicators for this module are grouped into seven topic areas (see Table 3.7.1). The topic areas are
based on the Health Finance and Governance Project’s health governance framework, which outlines
the relationships among three sets of health system actors: the state, clients, and providers.
Table 3.7.1. Indicator Map–Governance
Topic Areas

Indicators
1–6
7–10
11–12
13–14
15–16
17–19
20–22

Overall Governance
Voice and Preference Aggregation
C. Transparency
D. Accountability and Oversight
E. Leadership and Management of Service Delivery
F. Data Use for Governance
G. Policy, Directives, Oversight, and Resources
A.
B.
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4.2

Data Sources

Technical team members assigned to governance chapters have several sources from which to gather
data that will allow them to assess and analyze governance. These sources are organized into three main
categories:
1. Standard indicators: Data are drawn mainly from existing and publicly available international
databases. Data regarding Topic A (indicators 1–6) are available through the following websites:



The Governance Data Alliance
Transparency International

2. Secondary sources: Information for Topic Areas B–G should be gathered to the extent possible
through desk reviews of health-related research and policy documents prior to travelling to the
country (see governance defined according to international organizations for a definition of the
different terms and types of relevant policies). The following is a suggested list of secondary
sources that may be readily available.











Health laws and policies, health acts, and regulations governing scopes of practice,
financing, professional and facility licensing, standards of care, and hospital autonomy
(WHO 2010).
Safety and sanitary guidelines for the safety and efficacy of pharmaceuticals, medical
devices and equipment, quality of health provision (provider licensure and certification,
facility accreditation), and dispensing of pharmaceuticals.
Health sector planning and strategy documents and interviews with people who
participated in their development.
Reports on civil society engagement in policy formulation and legislation.
Media reports of the policy development process to identify organizations that influence
health policy.
Advocacy organizations’ stated objectives to determine which organizations publish their
objectives, policy positions, and/or policy research.
The MOH, for information on what the ministry and external development partners are
doing to improve client feedback to providers.
Project and ministry reports on client feedback mechanisms.
Citizen scorecard reports and where they exist for information on community input and
oversight.
Recent development partner and implementer reports on health sector governance,
political reform and governance writ large, corruption, public financial management, and
civil society engagement. Ask to see a recent political economy analysis report, if available.

3. Stakeholder interviews: Unlike the other technical modules, a large percentage of information
for governance indicators may need to be collected through discussions and interviews with key
informants and other stakeholders. A key planning challenge is to balance the number of
interviewees among the three health system actors—government, service providers, and
client/consumers. Moreover, it will be important to get the private sector perspective from both
the service delivery side and the consumer side. Relevant stakeholders to consider include:


MOH leadership, MOH planning and regulatory departments, ministry of local government.
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Other relevant national-level government representatives, such as MOE (in cases where
there is MOE oversight of medical and health worker education), MOF, national health
insurance bodies (which increasingly have oversight of some aspects of health quality
assurance), the health insurance regulator, and so on.
Representatives of grassroots organizations, NGOs, and advocacy groups, including
representatives of patient groups (such as people living with HIV and AIDS), underserved
populations (women’s groups, indigenous organizations), and civil rights leaders.
Key public health facility staff (e.g., chief medical officer, head public health nurse, hospital
administrator, district health manager).
Parliamentary health committee members and other parliamentarians with an interest in
health issues.
Representatives of the management staff of schools of medicine, nursing, and public health.
Representatives of the private health sector, starting with any sectorwide association
representing all facets of the private health sector (e.g., Association of Private Health
Facilities in Tanzania) and professional associations representing a range of health cadres
(physicians, pharmacists, nurses/midwives, laboratory technicians). If these representative
bodies do not exist, a selection of individual private health care business owners/managers
could substitute.
Client-provider committee members and/or consumer groups.
Media outlets (TV, radio, newspaper).
International external development partners active in the health sector.
Data users, including government policymakers, NGOs, private sector advocacy groups,
communities, and major health sector external development partners, particularly WHO,
which typically assists with health data, infectious disease surveillance, and immunization.

For each indicator, the manual offers below illustrative questions and issues to explore—through
information gathered using the above data sources—so that the team can assess the quality of the
governance linkage. Because the questions seek qualitative information (rather than more measurable,
quantitative data), the responses they elicit require careful analysis. The qualitative nature and lack of a
clear means of benchmarking also makes it difficult to compare the HSA country "scores" with other
countries unless the governance expert has experience with countries in the region or at a similar level
of development. (See Annex 2.3.D for a country example of a discussion guide for the subnational level.)

Relationship of Governance to Other Core Health System Functions in the
HSA
Many of the other technical HSA modules also touch upon issues of governance. For example,
government responsiveness is an indicator of good governance—and yet, indicators of responsiveness
are very difficult to find at the system level. Most of those that exist are at the service delivery level, and
indicators on how well the government meets the health service needs of its populace can be found in
that module. Most of the indicators listed in this module contribute to some measure of a government’s
responsiveness.
Table 3.7.2 lists a number of key areas where governance might overlap with the other modules in the
course of an HSA. Potential overlaps can be handled in one of two ways: First, the governance expert
could join his or her team member in some or all of the other technical module interviews, particularly
with the leaders and directors in that health system area. Alternatively, the other team member could
be asked to cover governance topics on behalf of the governance expert. In the latter case, the
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governance expert should provide the other team member specific governance and leadership
questions to ask and ensure the information is captured.
Table 3.7.2. Overlapping Topics between Governance and Other Health System Technical Modules
Module
Health
financing

Service
delivery

Human
resource for
health

Medical
products,
vaccines, and
technology
Health
information
systems

5.

Areas of Overlap with Governance
 Consistency of public sector resource allocation with stated health strategic plan
 Administration and oversight of social insurance funds
 Management of provider payment systems, assessing accountability, and
transparency
 Existence (or not) of informal payments
 Clear, transparent, and equitable enforcement of facility accreditation
 Updated and/or new standards of care
 Feasible standards of care (e.g., task shifting to address human shortage, facility
licensing linked to scopes of practice to address access issues, and affordability
for the government)
 Government capacity (staff, resources, authority) to consistently and equitably
enforce regulations
 Appropriate policy to engage and regulation private sector health provision
 Services offered meet the needs of the populace
 Updated and/or recent health professions act (for each profession)
 Absenteeism and other motivation issues associated with public sector health
workers
 Impact of dual practice on public health services
 Unambiguous scopes of practice for key health professions consistent between
public and private sectors
 Consistent and enforced professional certification procedures
 Existence of re-licensure policies and procedures for all health professions
 Degree of appropriate technical oversight over medical and health worker
education, continuing education, and licensing, which may include accreditation
of private medical training institutions
 Regulation of medicines, especially importation of drugs; compliance of retail
pharmacies; control of black market, counterfeit, and expired medicines
 Compliance or possible corruption in pharmaceutical procurement
 Competitive and transparent bidding processes for procurement
 Data used for policy; decisionmaking; and monitoring and evaluation at
national, subnational, and facility levels
 Data used at all levels to inform decisions, including policy and monitoring and
evaluation
 Exchange and sharing of information between public and private health sectors
 Data available to communities and citizens
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6.

DETAILED INDICATOR DESCRIPTIONS

This section provides an overview of each topic area and a table that gives a definition and
interpretation of each indicator.

6.1

Topic A: Overall Governance

Overview
The scores for the six indicators in the overall governance topic area reflect the aggregate status of
governance in the country, whereas the information collected for the six ensuing topic areas focuses on
how governance relates specifically to the health sector. The ratings on the six Worldwide Governance
Indicators characterize the institutional environment within which health governance is situated. A high
score on an Overall Governance indicator is not necessarily matched by positive findings for a
corresponding indicator in the later areas.
See Table 3.7.3 for a list of indicators to assess the overall governance function.

Overall Governance
Source for information on Indicators 1–6: Worldwide Governance Indicators
Table 3.7.3. Indicators to Assess the Governance Function
Indicator
1. Voice and

accountability

2. Political

stability

3. Government

effectiveness

4. Rule of law

Definition and Interpretation
The voice and accountability indicator measures the extent to which a country’s citizens are
able to participate in selecting their government, as well as freedom of expression, freedom of
association, and a free media. Thus, it is a measure of political, civil, and human rights. The
topics included in this indicator are civil liberties, political rights and representation, and
fairness of elections. This indicator impacts citizens’ ability to hold health care service
providers accountable for access to and quality of care.
Political stability and absence of violence measures the perceptions of the likelihood that the
government will be destabilized or overthrown by unconstitutional or violent means, including
domestic violence and terrorism. Another indicator of political stability is the smooth
transition between governments after an election.
The political stability of a country has a direct impact on its ability to provide, manage, and
fund health services.
Government effectiveness measures the quality of public and privately provided services, the
quality of the civil service and the degree of its independence from political pressures, the
quality of policy formulation and implementation, and the credibility of the government’s
commitment to such policies. Topics included in this indicator are administrative and technical
skills of the civil service, transparency and openness, government stability, trust in
government, and policy consistency.
The effectiveness and quality of linkages among state, citizens, and providers influences the
ability of the health system to meet the performance criteria elaborated in Section I: equity,
efficiency, access, quality, and sustainability.
Rule of law measures the extent to which agents have confidence in and abide by the rules of
society, in particular the quality of contract enforcement, the police, and the courts, as well as
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Indicator

5. Regulatory

quality

6. Control of

corruption

Definition and Interpretation
the likelihood of crime and violence.
The existence of the rule of law creates an environment in which basic public health provisions
can be enforced and regulated. This includes things like public safety, protection against
hazardous waste disposal, safety regulations for workers, and traffic laws.
Regulatory quality measures the extent to which a government has the capability to regulate
to give effect to its health policy goals. This includes the ability of the government to formulate
and implement sound policies and regulations that permit and promote private sector
development. Topics included in this indicator are, for example, business regulations, taxation,
trade and competition policy, and government market intervention. Regulatory quality can
influence the frequency of malpractice occurring in a country as well as the licensing and
accreditation of public and private practitioners.
Control of corruption measures the extent to which public power is exercised for private gain,
including petty and grand forms of corruption, as well as “capture” of the state by elites and
private interests.

The Worldwide Governance Indicators database reports aggregate and individual governance indicators
for 215 economies over the period 1996–2015. The aggregate indicators are derived from 30 data
sources, including a large number of surveys of enterprises, citizens, and expert respondents in
industrial and developing countries (Worldwide Governance Indicators Project). The score for each
indicator for a country ranges from -2.5 to 2.5, with higher scores reflecting better outcomes. Countries
are also reported in a percentile rank, with higher scores reflecting better outcomes. Countries that
score in the negative range on all indicators are unlikely to exhibit high-quality linkages among the
actors in the health system (see Figure 3.7.1).

6.2

Topic B: Voice and Preference Aggregation

Overview
In countries with little or no history of civil society participation in governing, government may be
reluctant to include civil society stakeholders in the policy process. In these cases, civil society
interviewees may be passive and have low expectations, while government interviewees may be
dismissive of the role that civil society can, does, or should play in the policy process or how responsive
government should be to the recommendations of civil society.
In countries with heightened awareness of civil rights and increased citizen participation experience,
however, both civil and government interviewees may have exaggerated demands and expectations for
the space that the policy process allows for civil society input. The assessment team member in charge
of researching governance will have to weigh information from all sides to formulate a balanced
assessment of the state of government consideration of civil society concerns.
Additionally, media outlets have a role in reporting and analyzing health policy debates to inform the
public about ongoing debates as well as reporting on public or civil society reaction to health policy.
Media reporting, in this context, is voice, providing context and information to citizens and policymakers
on the policy process.
This topic encompasses the organization and leadership necessary to convene and facilitate
collaboration among government, private actors, and civil society, involving a broad range of
stakeholders to participate in identification of health priorities and in planning, budgeting, and
16

monitoring health sector actions. It includes the ability of civil society, experts, and citizens to act as
credible partners with government across all levels of the health system in improving health services:
analyzing data from a variety of sources (including citizen feedback) and presenting that feedback to
policymakers in ways that positively influence policy decisions.
See Table 3.7.4 for a list of indicators for assessing voice and preference aggregation in the governance
function.

Voice and Preference Aggregation
Table 3.7.4. Indicators to Assess Voice and Preference Aggregation in the Governance Function
Indicator
7. Mechanisms are in place
to ensure the participation
of key stakeholders in the
health policy agenda.
Representative groups are
in these discussions.

8. The national government

is transparent regarding
health sector goals,
planning, budgeting,
expenditures, and data. It
regularly and effectively
communicates with
stakeholders in the health
sector.

Definition and Interpretation
Government and health provider organizations regularly solicit input from the
public and concerned stakeholders (vulnerable groups, groups with particular
health issues, etc.) about priorities, services, and resources.
This indicator focuses on the strength of consumer voice. It is necessary to
determine whether key stakeholders are, either deliberately or inadvertently,
being excluded from discussions on the health policy agenda. Additionally,
decentralized structures may have separate mechanisms for soliciting feedback
from stakeholders that should be included in this indicator. Clear and frequent
communication of objectives, performance targets, and financing are needed to
evaluate progress and performance and for the MOH to be held accountable. It
also is necessary to determine whether the government is responsive to external
stakeholder input, and to look at how well stakeholder input has been included
into the decisionmaking process and whether that input has been part of a
participatory and inclusive process. Examples of possible mechanisms for tracking
responsiveness include independent reviews of decisionmaking processes and
the presence of public input in national policy. Unless health officials incorporate
citizen feedback into their planning and policy formulation, social participation
has little meaning.
Module Links:
Module 5—HIS Indicators (existence of a national HIS strategic/comprehensive 5year plan, costed, with clear roles and responsibilities, developed through a
participatory process with engagement of key stakeholders including public,
private, civil society, development partners, researchers, and widely accepted) ,
(subsectors are grouped together for reporting purposes and documents widely
available), and (availability of the results of timely data analysis, as defined by
stakeholders and users).
Mechanisms and strategies used by the government to engage all health
stakeholders in policy and planning include workshops to discuss policies and
develop strategic plans and widespread distribution of policies and plans to all
major health entities.
Not only look for the different types of mechanisms and strategies, but also
assess how effective and inclusive these approaches are. Look for: number of
mechanisms/strategies, frequency, and representativeness of participants. If
there are established, active, and multiple forums and strategies that reach
public, not-for-profit, and private sectors, then the government is very inclusive
and effectively engages the entire health sector. Another form of evidence is to
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Indicator

9. The public and concerned

stakeholders have the
capacity to advocate for
health issues important to
them and to participate
effectively with public
officials in the
establishment of policies,
plans, and budgets for
health services.

10. Willingness of the public

and concerned
stakeholders to participate
in governance and
advocate for health issues.

Definition and Interpretation
review strategies and plans to determine whether they include other sector
perspectives and define roles and responsibilities for public and private actors.
Module Links:
Module 5—HIS Indicators (existence of a national HIS strategic/comprehensive 5year plan, costed, with clear roles and responsibilities, developed through a
participatory process with engagement of key stakeholders including public,
private, civil society, development partners, researchers, and widely accepted),
(subsectors are grouped together for reporting purposes and documents widely
available), and (availability of the results of timely data analysis, as defined by
stakeholders and users).
Module 6—Health Finance Indicator (out-of-pocket spending: user fees and
exemption policies)
Civil society organizations (CSOs), private institutions, and other nongovernment
stakeholders have an important role to play in the health system by advocating
for the rights of their members. Individual citizens are able to petition their
government without the assistance of a formal organization. Additionally, the
media’s role in reporting on health issues, policy debates, and activities is an
important aspect of this indicator.
Inclusion of civil society ideas into policy development shows both the strength
of civil society in being a reliable source of information for government as well as
government willingness to listen to civil society concerns. In order to address this
indicator, interviews with a wide range of civil society, media, MOHs, and private
institutions—such as hospitals, insurance companies, or pharmacies—is
necessary. Presenting this data benefits from examples of how nongovernment
stakeholders have affected policy, the types of tools they have used to do so,
how sophisticated their analyses are, and their long-term experience with
advocacy.
This indicator can be measured by looking at the number of members of patient
groups that are active, the amount of active participation of provider groups in
lobbying government, and the number and sizes of health NGOs acting as
watchdogs.

6.3
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6.4

Topic C: Transparency

Overview
Transparency of the policy development process, service utilization, health information and health
outcomes, available resources, and budgets are all key considerations. In countries with user fees,
transparency issues around these fees should be examined. Knowledge of patients’ rights can be
assessed by looking at whether there are written patient rights and whether users of health services, as
represented by community groups and CSOs, are aware of those rights. Private sector knowledge of
regulatory requirements is another key area of transparency that has a direct impact on private sector
oversight and the ability of the private sector to meet patients’ needs with quality services.
This topic encompasses the ability of nongovernment stakeholders to access accurate information on
policy development process, availability and use of resources, service delivery quality and access, and
health information. As with the linkage from clients to providers, service delivery often contends with
information asymmetries and power imbalances. Clients often view health providers as the ultimate
health authority, and clients are unlikely to raise questions about quality. The ability of health care
providers to bridge these gaps through transparent services and pricing, as well as positive
communication with clients, is a key issue in understanding and analyzing this linkage.
See Table 3.7.5 for a list of indicators to assess transparency in the governance function.

Transparency
Table 3.7.5. Indicators to Assess Transparency in the Governance Function
Indicator
11. Information on
allocation and use of
resources and results
is available for review
by the public and
concerned
stakeholders.

12. Information about the
quality and cost of
health services is
publicly available to
help clients select
their health providers
or health facilities.

Definition and Interpretation
Resource transparency is difficult to foster, as the health system may not have
disaggregated information at the facility level, where people actually receive services.
Without detailed information on resources, citizens are unable to judge if they have
been used well. In contrast, strong data that are shared with multiple stakeholders
can lead to improved outcomes as more viewpoints and data are brought into the
decisionmaking process. In order to understand the quality of health system
information that is made available to the public, it is necessary to talk to the people in
media and civil society who would use that information as well as to the people who
are making the data available, such as the MOH or facility managers.
Module Links:
Module 5—HIS Indicator (existence of a national HIS strategic/comprehensive 5-year
plan, costed, with clear roles and responsibilities, developed through a participatory
process with engagement of key stakeholders (public, private, civil society,
development partners, researchers), and widely accepted).
Module 6: Health Finance Indicator (health financing institutional capacity)
One of the most basic pieces of information that can aid health system transparency
is that clients understand the cost of the services they are purchasing. This simple
step can reduce graft and corruption solely by giving citizens information.
Civil society may have details about the level of knowledge that exists in the general
population about user fees, while health providers should be able to provide
anecdotal information on whether they have posted a fee schedule. Information on
service quality can be more difficult to obtain, but it could come in the form of
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Indicator

Definition and Interpretation
mortality data in the maternity ward of a hospital, malaria cases treated in the last
month, or HIV counseling and testing uptake. The media also has a role in publicizing
quality and cost information and could be a major player in ensuring that this
indicator is met.
Module Link:
Module 5—HIS Indicator (existence of a national HIS strategic/comprehensive 5-year
plan, costed, with clear roles and responsibilities, developed through a participatory
process with engagement of key stakeholders (public, private, civil society,
development partners, researchers), and widely accepted).

6.5

Topic D: Accountability and Oversight

Overview
Accountability and oversight encompasses the ability of individuals, communities, CSOs, and watchdog
organizations to monitor and oversee the actions of health providers, ensuring that health services are
high quality, transparent, and follow accepted norms. Effective community oversight can help foster
people-centered care at the point of service. The relationship between clients and providers can be
strengthened through collective action, such as through facility-based health committees or CSOs that
provide voice to otherwise marginalized clients. Participation in joint forums by both clients and
providers can also improve the voice that individuals and communities are able to exercise. Additionally,
markets may allow patients to exercise power by providing choice and competition, improving provider
accountability.
This area explores both community- and health facility-based structures that allow or encourage
providers to communicate with clients regarding issues of service quality, delivery, and transparency.
Structures that allow clients to give direct feedback to providers should be examined and reported.
Providers should have some knowledge of these structures, but it is also important to ask policymakers
in the MOH what they are doing, on a national level, to improve how clients interact with health
providers.
See Table 3.7.6 for a list of indicators for assessing accountability and oversight in the governance
function.
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Accountability and Oversight
Table 3.7.6. Indicators to Assess Accountability and Oversight in the Government Function
Indicator
13. Civil society organizations
and the public oversee
health providers and
provider organizations in
the way they deliver and
finance health services.

Definition and Interpretation
The existence and ability of nonstate organizations to provide oversight of facility
management, regardless of whether those facilities are private or public, is
measured by talking to CSOs that perform these roles, if any exist. This indicator
also measures the access that individual citizens have to health managers
(directors) of health service organizations (hospitals, health centers, clinics) to
raise issues. Interviews with citizen groups and facility-level staff are vital to
understanding this indicator.
Media often cultivate sources among these watchdog organizations and have a
role in publicizing issues.

14. There are effective
mechanisms that clients,
civil society, and other
concerned stakeholders
can use to address
concerns about health
care quality and to fight
bias and inequity in
accessing health services.

6.6

Assessment team members need to examine whether professional organizations,
specialized health-related NGOs, and the media exist and are capable of
assessing whether providers—public or private—follow protocols, standards, and
codes of conduct in regard to medical malpractice, unfair pricing patterns,
discrimination against clients, etc. CSOs can be powerful watchdogs to
supplement government oversight. The existence of client-provider committees
or similar mechanisms is the first step toward ensuring that citizens have input
into service delivery issues at the facility level. Second, these committees must
help citizens play an active role in the management of their health facilities
through facilitating interaction among citizens, facility managers, and providers.
This indicator level measures the existence of and use of mechanisms to address
malpractice, bias, and other quality concerns about health care and the existence
of an independent judiciary that adjudicates malpractice or discrimination claims
without bias or undue influence.
Key informant interviews with civil society groups and government are important
to this indicator. The involvement of law enforcement and the judiciary in
punishing bias and inequity in health services plays an important role in
encouraging citizens to speak out and civil society to encourage whistle blowing
on malpractice.

Topic E: Leadership and Management of Service Delivery

Overview
This topic examines the relationship and dynamics between health care providers and their clients in
terms of transparency, incentives, and results-based services. In contrast, the Service Delivery module
assesses the organization of health delivery services, the way that services are delivered, and the roles
and responsibilities of each actor in the health system across the public and private sectors. Of particular
importance to governance is the issue of continuity of care, understanding the health system from the
perspective of patients accessing points of care at different places and times, and potentially moving
between the public and private sectors.
See Table 3.7.7 for a list of indicators for assessing leadership and governance of service delivery in the
governance function.
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Leadership and Governance of Service Delivery
Table 3.7.7. Indicators for Assessing Leadership and Governance of Service Delivery
Indicator
15. Health services are
managed, organized, and
financed in ways that offer
incentives to public, NGOs,
and private providers to
improve performance in
the delivery of health
services.

16. Service providers use
evidence on program
results, patient
satisfaction, and other
health-related information
to improve the quality and
efficiency of services they
deliver.

Definition and Interpretation
While the Human Resources for Health module also covers incentives to motivate
providers to improve service quality, this indicator looks more broadly at the
governance mechanisms in place to improve service quality (e.g., incentive
programs that are tied to client feedback can provide a powerful mechanism to
improve service quality). Government regulations such as licensing and
accreditation regulate quality at the point of entry but do not incentivize quality
service provision over the long term. Some countries require registration at
regular intervals (yearly, biannually), including interviews with a medical board or
professional association. Continuing education and recertification requirements
are also ways that governments can regulate the quality of health service
provision. The other important element of incentivizing good performance is to
enforce the standards and regulations set out in government policies.
Do public and private providers have mechanisms in place to measure client
satisfaction and patient needs, and do they use this to inform service delivery
decisions?
The key question to answer in relationship to this indicator is how facility-specific
activities are determined. For example, do they use surveillance data to track
outbreaks and design activities to counter those outbreaks? Or are data not used
when determining how to allocate resources? Other sources of information could
be patient satisfaction surveys or program reports. In most cases, the private
sector is very sensitive to client perception and therefore uses a wide array of
tools to stay abreast of consumer behavior.
Module Link:
Module 6—Health Financing Indicator (out-of-pocket spending: user fees and
exemption policies)

6.7

Topic F: Data Use for Governance

Overview
Reliable, timely information on trends in the health status of the population, health services, health care
financing, and human resources in the health sector is needed to ensure accountability in a health
system so that policymakers can assess health system performance and formulate appropriate policies.
Information reported from health providers is critical if health policymakers are to formulate evidencebased health policy.
This topic seeks to probe policymakers regarding their understanding of what information they should
expect or demand and to what extent their expectations are met, including information from the private
health sector. Another important issue to investigate is information asymmetry. Service providers will
always know more about health services than policymakers do. These providers have incentives to
maintain and use these asymmetries for lobbying or other purposes. Lobbying activities from health
providers to government may reflect this reality. This area also encompasses how data is used at the
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facility and subnational levels to monitor and evaluate, assess needs, construct budgets, and advocate
for resources. More in-depth information on reporting systems can be found in the HIS module.
See Table 3.7.8 for a list of indicators to assess information, reporting, and lobbying in the governance
function.

Information, Reporting, and Lobbying
Table 3.7.8. Indicators to Assess Information, Reporting, and Lobbying in the Governance Function
Indicator
17. Public and private
sector providers report
information to the
government.

Definition and Interpretation
This indicator looks at the quality of data provided by health facilities to the MOH, as
well as the use of that data and if they are used to formulate policy, plan health
direction, and monitor health system performance.
Examine what type of data are reported by which—public or private—providers to
the government. While the HIS module goes into more depth in terms of the
systems used to move information, the Governance module studies information
reporting, dissemination, and use in policy, planning, and monitoring performance.
Issues to examine are timeliness of reports, quality, and ease of use by policymakers.
Also examine whether the data and reports present data on the entire health sector,
including nonstate providers, to create a comprehensive picture of overall trends
and performance.

18. Service providers use
evidence to influence
and lobby government
officials for resources,
policy, program, and/or
procedural changes.

19. Government officials
rely on evidence in
policy and planning.

Module Links:
Module 5—HIS Indicators (existence and application of policies, laws, and
regulations mandating public and private health facility/providers to report
indicators determined by national HIS), (availability and accessibility of data
sources), and (percentage of private health facility data included in reported data).
This indicator measures the effect that providers and provider organizations, such as
medical and nurses’ associations, have on policy and planning processes.
This indicator examines how providers engage and interact with the government in
policy and planning processes. Providers often have access to information,
knowledge, and power that citizens’ groups do not; as a result, providers’ lobbying
efforts can be more influential than that other CSOs. It is also important to note that
while citizens’ and providers’ interests often overlap, they do not always have
common goals and purpose. Providers often have interests relating to
reimbursement mechanisms, working conditions, facility licensing, and registration
requirements that clients may not have.
Module Links:
Module 5—HIS Indicators (existence and application of policies, laws, regulations,
mandating public and private health facility/providers to report indicators
determined by national HIS), (availability and accessibility of data sources), and
(percentage of private health facility data included in reported data).
Formulating policies and regulations and planning health interventions that are
based on evidence is a key function of the MOH. Strategic plans are normally
produced every 5 years and describe priority areas for health interventions and ways
of achieving them. Operational plans address the specific activities for improving
those priority areas.
Does the MOH or other government agency review, evaluate, and propose revisions
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Indicator

Definition and Interpretation
of laws, regulations, and policies to ensure that they reflect current scientific
knowledge and best practices for achieving compliance? If they do not, they cannot
serve as the basis for sound regulation of health sector actors. Interviewees at the
MOH should be able to explain the process of creating these plans. Does the MOH
include all key stakeholders—public, not-for-profit, commercial—in the analysis and
design of polices and plans?
Module Link:
Module 5—HIS Indicator (use of data for planning, budgeting, or advocacy activities
in the past year)

6.8

Topic G: Policies, Directives, Oversight, and Resources

Overview
What mechanisms are in place to develop and enforce legislation, regulations, standards, and codes that
support public health and health care services? Some countries are prone to passing new health laws
and regulations frequently and may perceive this action as an accomplishment. The new laws and
regulations, however, may be inconsistent and create confusion; furthermore, the government may fail
to implement the laws. Is there adherence to “old” laws that prevent providers from exercising their
practice? Other countries are extremely slow or reluctant to pass new laws or regulations, and reform
must move forward with the existing legal framework. Laws from outside the health sector that impact
health positively and negatively should be considered. There are also issues with the assessing capacity
and capability of regulators themselves, whether they are MOH units or professional councils.
This topic includes the process by which laws, policies, and regulations that govern the health sector are
formulated. It also describes the capacity of the government for oversight of safety, efficacy, and
quality; capacity for enforcement of guidelines, standards, and regulations; and perception of the
burden imposed by excessive regulation. This dimension also examines the ability of government to
monitor health system performance and provide direction and guidance to the overall health system.

Special Issues Related to Universal Health Coverage
Often, policies designed to promote UHC have the impact of changing institutional roles and
responsibilities. In the short term, this can result in overlapping mandates, lack of clarity of roles,
dysfunctional or inadequate relationships among institutions and government levels, and inadequate
capacity to fulfill roles and even gaps in oversight and direction. In some cases, an entirely new
institution (such as an insurance provider) is taking over major governance and oversight roles in the
health sector. This assessment can be a good opportunity to map out and assess the strengths of those
institutional roles, responsibilities, and relationships and address which policies, laws, or regulations
may require a review and where gaps in capacity or overcapacity may exist as a result of the recent
changes.
How does the government provide direction to the health system? Is there a statutory framework for
these activities? Is there an MOH unit that is directly involved with health planning and monitoring?
Does the MOH engage all health system actors? Consistently? Or on an ad hoc basis? How willing is the
MOH to work with nonstate service providers?
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See Table 3.7.9 for a list of indicators to assess policies, directives, oversight, and resources in the
governance function.

Policies, Directives, Oversight, Resources
Table 3.7.9. Indicators to Assess Policies, Directives, Oversight, and Resources in the Governance
Function
Indicator
20. The government provides
overall direction to the
health system through
clear legislation, policies,
and regulations.

21. Health sector policies and
regulations are known
and enforced in both
public and private
training institutions and
health facilities.

22. Procedures exist for
reporting, investigating,
and adjudicating
misallocation or misuse
of resources.

Definition and Interpretation
This indicator is very broad in that in covers the main pieces of legislation that
affect the health system, the regulations developed to guide the implementation
of the legislation, and the most recent national strategies developed by the MOH
to outline the strategy for enacting the goals of the legislation.
In order to stay focused, try to identify the 3–4 main pieces of legislation that
affect the health system, give a brief explanation of each, and follow up with a
discussion of the national plan. How old are the laws (they can be up to 50 years
old)? Are there serious contradictions between some laws or serious ambiguities?
Such contradictions often happen when laws are passed to decentralize the health
system. Does the national plan support the implementation of the legislation?
How does implementation look in facilities? Does legislation define how health
facilities, health providers, and other health system actors will be governed? Is
there a clear inclusion of private actors in regulatory requirements in terms of
reporting, service delivery, and/or facility management? Be sure to determine
how health providers are licensed and accredited.
This indicator is characterized by authorities with the capacity and mandate to
implement and enforce policies regulations (protocols, standards, codes of
conduct, and certification procedures) through inspections, deterrents, and
oversight. Possible constraints on this indicator are the lack of adequate health
sector policies and regulations and poor enforcement due to capacity constraints.
Additionally, service providers may not abide by the regulations, either due to the
perceived lack of legitimacy of the regulations or because they are unaware of the
regulations. Also, enforcement may not be consistent between the sectors
(e.g., stricter enforcement in the private sector than in the public), or, as is often
the case, nonexistent for the private sector. Therefore, understanding how all
providers respond to health system regulations is important to knowing how they
are enforced.
Each of these issues can be uncovered through interviews with service providers,
regulatory authorities, and MOH officials. Important questions include: Do
governmental regulatory agencies have the necessary resources (human,
technical, financial) to enforce existing legislation and regulations? What attempts
has the government made to support compliance with regulations? To what
extent have these attempts been effective?
This indicator looks at the government regulations on corruption and malpractice
in the health sector and how they are enforced.
What are the policies in place for dealing with mismanagement? What
opportunities exist for concerned citizens or health workers to report resource
allocation problems, malpractice, counterfeit drugs? Is an impartial ombudsman
available for investigating them? What laws exist to deal with mismanagement of
health funds?
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Indicator

6.9

Definition and Interpretation
Module Links:
Module 6—Health Financing Indicators (out-of-pocket spending: user fees and
exemption policies) and (out-of-pocket spending: informal payments in the public
sector).

Key Indicators Table

Table 3.7.10 lists five key indicators for the health governance module. These indicators address the
capacities of the health system actors and the main components of the linkages in the health
governance framework among them, with special emphasis on the role of citizens in providing feedback
to the state and health providers and the methods by which government develops and implements
national policies and regulations that affect the health sector. The short list of key indicators is
particularly useful to: (1) monitor service delivery improvements over time and (2) guide a team with
severe time constraints to focus on the most important measures of governance. Depending on the
scope and time and resources available for a particular assessment, this list of key indicators can be
modified. Also assess Indicators 1–6. As mentioned in Topic A above, data for these are readily available
from the Governance Data Alliance.
Table 3.7.10. Key Indicators Table
No.
8
9

14
20
21

Indicator
The national government is transparent regarding health sector goals, planning, budgeting, expenditures,
and data. It regularly and effectively communicates with stakeholders in the health sector.
The public and concerned stakeholders have the capacity and opportunity to advocate for health issues
important to them and to participate effectively with public officials in the establishment of policies, plans,
and budgets for health services.
There are effective mechanisms that clients, civil society, and other concerned stakeholders can use to
address concerns about health care quality and to fight bias and inequity in accessing health services.
Government officials rely on evidence in policy and planning.
Health sector policies and regulations are known and enforced in both public and private training
institutions and health facilities.

6.10
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7.

SUMMARIZING FINDINGS AND DEVELOPING
RECOMMENDATIONS

Section 2, Module 4, describes the process that the HSA team will use to synthesize and integrate
findings and prioritize recommendations across modules. To prepare for this team effort, each team
member must analyze the data collected for his or her module(s) to distill findings and propose potential
interventions. Each module assessor should be able to present findings and conclusions for his or her
module(s), first to other members of the team and eventually in the assessment report (see Annex 2.1.B
for a suggested outline for the report). This process is interactive; findings and conclusions from other
modules will contribute to sharpening and prioritizing overall findings and recommendations. Below are
some generic methods for summarizing findings and developing potential interventions for this module.

7.1

Analyzing Data and Summarizing Findings

Analysis should take place in three steps. First, the desk-based review should give the interviewer some
idea of the main issues of health governance and guide interview questions. Second, interviews should
clarify the issues uncovered in the desk review and give the interviewer more viewpoints to consider.
Third, common themes that were evident between interviewees should be identified, and findings
should be developed based on these themes. The steps are discussed in more detail in the following
paragraphs.
Documents such as the national health strategy, relevant legislation, and other health assessments are
useful in determining governance challenges in the country and informing the interviewer’s questions.
As has been mentioned above, because the governance module relies much more on qualitative data
than do the other technical modules, the in-country interviews are particularly important in clarifying
issues and refining findings—in addition to possibly leading to new issues and findings. By asking similar
questions o a range of public and private sector health system actors, the interviewer gets multiple
viewpoints and a broad understanding of the health system. For example, a public health provider may
have a different perspective on facility licensing requirements than a private health care provider.
Table 3.7.11 provides an easy way to summarize and group findings. (See Section 2, Module 4 for more
detailed guidance on summarizing findings.) It organizes each core health system function module by
topic area. Rows can be added to the table if additional areas are needed to accommodate the HSA
country context. In anticipation of working with other team members to put findings in the Strengths,
Weaknesses, Opportunities, and Threats (SWOT) framework, each technical team member can label
each finding as a strength, weakness, opportunity, or threat. (See Section 2, Module 4 Analyze Findings
and Develop Recommendations for additional explanation on the SWOT framework.) The “Comments”
column is used to highlight links to other modules and possible impact on health system performance in
terms of equity, efficiency, access, quality, and sustainability. Examples of system impacts on
performance criteria are summarized in Annex 2.4.B. Additional guidance on which indicators address
each of the WHO performance criteria is included in Table 3.7.13.
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Table 3.7.11. Template Summary of Findings—Governance Module

Indicator or
Topic Area

Findings
(Designate as S=strength,
W=weakness,
0=opportunity,
T=threat)

Source(s)
(List specific documents,
interviews, and other
materials)

Table 3.7.12 shows the completed governance SWOT table from the Guyana HSA 2011.
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Comments

Table 3.7.12. Guyana HSA Governance SWOT 2011

Strengths
and
opportunities

Equity

Access

Efficiency

Quality

Sustainability

Civil society is
strongly
represented in
the Country
Coordinating
Mechanism,
involved in
activities
relating to HIV,
and it offers
some strong
voices on other
health issues.

The MOH has a
good
relationship with
the media and
uses them
effectively to
convey strong
health
promotion
messages to the
public.

Flexibility of
Georgetown Public
Hospital
Corporation and
Region 6 to
innovate, including
task shifting and
incentive
programs.

 Existence of
health
management
committees in
Region 6 that
provide
feedback on
service quality
issues.
 Momentum
behind the
formation and
continued
strengthening
of Regional
Health
Authorities.
Health
management
committees do
not exist outside
of Region 6.

Strong political
and senior-level
ministerial
leadership on
health systems
issues.

 Few forums
exist for the
MOH and other
stakeholders,
including
regions,
development
partners, other
ministries, and
the National
Insurance
Weaknesses
Scheme to
and threats
discuss specific
topics of
common
concern.
 Inflexibility of
government
processes,
including the
hiring system,
funding, and
task shifting.
Source: Health Systems 20/20 and Guyana Ministry of Health (2011)
Few CSOs have
the capacity to
advocate on
non-HIVrelated health
issues. Only
rarely is a
variety of
viewpoints
expressed
relating to
other health
issues.

Disease-specific
forums such as
the Country
Coordinating
Mechanism and
National AIDS
Committee offer
CSOs limited
ability to provide
input into
broader health
policy.

Continued
reliance of the
Regional Health
Authorities on
Regional
Democratic
Council funding
in Region 6, and
for Regional
Health
Departments in
all other
regions.

After obtaining this stakeholder input, the HSA governance expert must analyze the information to
identify common themes. These themes often involve relationships between and coordination of public
and private stakeholders, enforcement of policies and regulations across sectors, and degree of
decentralization. They can cut across the linkages found in the health governance framework or even
across modules. The common governance themes should be woven throughout the assessment report,
where appropriate, in order to understand how issues relate to one another. For example, poor
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coordination at the subnational level could negatively impact reporting, service quality, facility
oversight, and citizen involvement in health decisions. All impacts must be explained in their respective
modules. As discussed in Section 1, WHO’s health system performance criteria can also be used to
examine the strengths and weaknesses of the health system. Table 3.7.13 summarizes the governance
indicators that address each of the five WHO key performance criteria: equity, efficiency, access, quality,
and sustainability.
Table 3.7.13. Suggested Governance Indicators Addressing the Key Health System Performance
Criteria
Performance Criterion
Equity

Efficiency

Access (including coverage)
Quality (including safety)

Sustainability

7.2

Suggested Governance Indicator
7. Government and health provider organizations regularly solicit input from the
public and concerned stakeholders (vulnerable groups, groups with particular
health issues, etc.) about priorities, services, and resources. The government is
responsive to external stakeholder input.
16. Service providers use evidence on program results, patient satisfaction, and
other health-related information to improve the quality and efficiency of services
they deliver. 21. Government officials rely on evidence in policy and planning.
16. Information about the quality and cost of health services is publicly available to
help clients select their health providers or health facilities.
21. Health sector policies and regulations (protocols, standards, codes of conduct,
and certification procedures) are known and enforced in training institutions and
health facilities.
14. Health services are organized and financed in ways that offer incentives to
public, NGO, and private providers to improve performance in the delivery of
health services.

Developing Recommendations

Finally, recommendations that address the findings should be developed. Just as findings often link to
other modules, so do recommendations. Section 2, Module 4, Analyze Findings and Develop
Recommendations, suggests an approach for developing recommendations. This section focuses on
common governance challenges and possible solutions. Table 3.7.14 lists a sample of governance
recommendations that an HSA team might develop.
Users of this manual should think about how the recommendations have implications for the other core
health system functions.
When possible, governance recommendations should build on existing mechanisms, norms, and policies
and consider existing and foreseen resource envelops to implement. The political realities and incentive
structures in the health sector (and beyond) should be considered carefully in order for
recommendations to be realistically considered by country stakeholders. The governance
recommendations must be discussed with the other technical team members to make sure they align
with the other modules; no recommendation should be repeated.
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Table 3.7.14. Illustrative Recommendations for Governance Issues
Health System Gap
MOH planning capacity is weak.

Coordination or communication among
the different health actors—including
other government agencies, executive
branch and the legislature, and
nonstate providers—is weak or
nonexistent.
External development partner
coordination is weak.

Government has limited capacity to
engage nonstate actors in policy and
planning.
Coordination and dialogue with the
private sector is weak or sporadic.

Conflicting legislation exists.
Regulatory agencies lack resources to
enforce legislation or regulations.
No system exists for accrediting health
professionals.
Public documents are not being
published or disseminated.

Government officials are less
responsive to citizen concerns and
ideas, once voiced.
There is lack of citizen participation in
the definition of health needs and
services.
Civil society participation is weak or
absent.

Stigmatized groups (such as
organizations of people living with HIV
and AIDS) are excluded from the health

Possible Interventions
Build policy and planning capacity through structural changes in the
MOH (e.g., creation of a new planning entity, elevation of the planning
entity in the organization, or creation of new job titles and job
descriptions for key planning personnel) and capacity development of
key planning personnel, possibly including training.
Create an ad hoc intergovernmental committee with strong leadership
to establish dialogue among branches of government, private sector
representatives, and other key stakeholders. Consultation with project
staff of any general governance project that may be present in-country
can be useful in identifying interventions that have been successful in
other sectors.
Help establish an external development partner coordination committee
and provide support for setting up and helping the committee to
function effectively for an initial period, until it is generally recognized as
being useful and therefore becomes self-sustainable. Ensure donor
funding aligns with government health priorities.
Build MOH private sector capacity through structural changes in the
MOH (e.g., creation of a public-private partnership unit or private sector
adviser) and training of MOH staff.
Establish committees or consultative working groups to bring private
sector representatives together for purpose of soliciting inputs on their
concerns, such as regulations, taxation, business opportunities, and
potential barriers to private participation in the health sector.
Work to pinpoint inconsistencies and formulate clarifications. Ensure
private sector participation in process to clarify legislation.
Identify funding sources, beginning with reallocation of MOH resources,
to ensure proper enforcement of safety and quality standards.
Work to develop accreditation bodies, standards, and processes. Ensure
private sector participation in the process.
Bring this problem to the attention of policymakers to help identify
sources of funding to ensure that information regarding patient rights,
fee schedules, health entitlements, and other issues are made available
to the general public. Provide funding to produce and disseminate
changes in policies and reform to all actors, particularly private sector
providers.
Set up independent mechanisms for tracking decisionmaking processes
and the level of public input into policies can be set up.
Encourage citizen participation through civil society participation in
health planning forums, town halls, or workshops.
Assist in the formation or strengthening of professional organizations
and advocacy and watchdog groups (including consumer defense
bodies) through establishment of organizational development grant
programs, which may be either donor funded or funded by a
combination of donor, government, and civil society resources.
Introduce special provisions, such as new bylaws, for inclusion of these
groups in intergovernmental committees and other organizations.
Donor organizations can be helpful in identifying such gaps and writing
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Health System Gap
policy dialogue or if the government is
not responding to citizen input.

The press is not covering important
health policy issues.
Oversight or regulation of health
services is weak.

Citizens have no opportunity to meet
with health providers.

Health facilities are not actively
communicating health financing or
service information, such as resource
allocation or utilization, to citizen’s
groups.

8.






Possible Interventions
requirements for inclusiveness for countries to qualify for donor funding
(vis-à-vis the Global Fund to Fight AIDS, Tuberculosis and Malaria, and
requirement for involvement of civil society groups in the Country
Coordinating Mechanism).
Train media and establish media liaisons in key positions.
Set up or strengthen independent oversight boards or citizen groups to
provide clients with feedback mechanisms for health providers. These
structures would need a mandate to fight bias and inequity, unfair
pricing patterns, and discrimination and to help providers follow existing
protocols and standards.
Organize client provider committees that represent the voices of clients.
Additionally, joint forums that include citizens, providers, civil society,
and local government provide an opportunity for client power to be
exercised.
Set up committees or forums that facilitate communication. If facilities
are not transparent regarding user fees or pricing structures are unfair,
publically posting user fee schedules could alleviate this problem.
Recommend this area be coordinated with those under the Service
Delivery module.

ASSESSMENT REPORT CHECKLIST: LEADERSHIP
AND GOVERNANCE
Profile of Country Governance
o Overview of Governance (can include):
 Look at quality of governance
 Understand the operational model of governance
 Level of decentralization
 Examine whether linkages in Figure 3.7.1 are functional and effective
o Assess the authority and responsibilities that exist at the national, subnational, and local levels
Governance Assessment Indicators
o Overall governance
o Government responsiveness
o Voice: preference aggregation
o Client power
o Service delivery
o Information, reporting, and lobbying
o Compact: directives, oversight, and resources
Summary of findings and recommendations
o Presentation of findings
o Recommendations
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ANNEX 3.7.A. POLITICAL ECONOMY ANALYSIS
What Is PEA?
As an established means of assessing the powerful role that governance and political factors play in a
country’s development, PEA is premised on a “theory of change” in which development success is
enhanced if further investment builds on what is working well locally as opposed to importing technical
solutions from abroad. In addition to the health sector, PEA has been applied in a wide variety of
settings to look at the interaction among governments, civil society, and the private sector. This flexible
analytic approach focuses in a problem-oriented way on how and why these interactions influence the
design of policy and programs. For this reason, PEA typically employs qualitative methods to generate
insights into the nature of the policy landscape as well as potential barriers that might impede future
reform measures. As an analytic tool concerned with the exercise of power in resource management,
PEA is an important means of analyzing “political will,” which is frequently identified but rarely explored
in health policy and systems research.
While PEA is not explicitly a component of the method described in this module, it is a method that
could be used in a second phase to understand WHY the situations observed have occurred in the
system.
Which Level of Analysis?
PEA can be conducted at different tiers of analysis to investigate the development context, including
politics, rules and norms, social and cultural practices, beliefs and values, and historical and geographical
determinants. A countrywide analysis explores determinants of outcomes at the national level, while a
sector-level PEA explores influence within a technical domain such as health or education. A problem or
issue-focused PEA (for an issue such as UHC) analyzes explicit governance challenges at any level.
Additionally, PEA frequently identifies opportunities and actors (e.g., potential “development
entrepreneurs” and managers of “islands of excellence”) as well as other drivers of change.
How to Conduct a PEA
It is typically required that an analyst have specific training in order to conduct a PEA and that the
user(s) of the method have sufficient independence or ability to assess the processes that have led to
the current situation.
USAID has identified a widely accepted framework for PEA that involves multiple lines of inquiry, as
follows:
 Purpose identified
 Foundational factors
 Rules of the game
 The here and now
 Dynamics
Conducting a PEA consists of the following 13 sequential steps (Adapted from USAID __)
 Hold initial discussions to brainstorm applied PEA questions.
 Recruit the team members based on applied PEA focus.
 Conduct a desk study.
 Agree on a preliminary agenda.
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Hold an applied PEA workshop in country.
Finalize the agenda/site visit plan.
Conduct the field work.
Meet nightly to review interview results.
Conduct additional interviews to triangulate and confirm findings.
Brief sector and mission leadership on preliminary findings.
Draft a baseline applied PEA report.
Finalize based on feedback from mission staff and other USAID stakeholders.
Repeat field work as necessary to refine and update results, and learn as you go.
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