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Improving health services is a crucial part of achieving the Millennium
Development Goals in low- and middle-income countries (LMICs).
Despite the abundance of evidence on the efficacy of interventions that
can save lives at low cost, the pathways to delivering health services effec-
tively in LMICs are not well known. Decision makers around the world
need better information about which strategies to improve health services
work best, or how to make current strategies more effective. By collect-
ing and synthesizing what is known about implementation of health
strategies, this book fills an important void in our knowledge about how
to improve health services in LMICs.

A major contribution of the book is to synthesize a deep and difficult
literature on health services in LMICs. The first chapters of the book are
comprehensive and systematic reviews of the literature that examine
important sets of strategies for improving health services through health
services strengthening strategies and approaches to implementation (chap-
ter 1); strengthening health services organizations (chapter 2); improving
performance of individual health care providers (chapter 3); and empow-
erment of communities (chapter 4). The book also pulls together years of
international data and applies novel analytical approaches to examine how
changes in the coverage of different health services affect each other on a
national level (chapter 5). The analysis challenges the practice behind

Preface
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setting international targets for health services and offers an alternative
based on each country’s experience.

This book helps us think beyond what can be learned from the simpler,
reproducible, and controlled interventions that are commonly described in
research but are less applicable in practice. It demonstrates how a better
understanding of implementation processes—the “how to”—is a crucial
complement to the evidence addressing which health intervention should be
selected. By better recognizing how context matters—how enabling and
inhibiting factors influence even the most standardized or well-intentioned
health strategy—the book points a way for managers and decision makers
to deal with the complexities they regularly face. Chapter 6 outlines a way
of thinking of the institutional factors that influence the delivery of health
services, which should be helpful for analysts, managers, and policy makers.
In chapter 8, the book describes how strategies were developed and imple-
mented in the context of seven country case studies.

The World Bank does not emerge untouched in this analysis. Chapter 7
highlights how little attention has been paid, in the evaluation of World
Bank–assisted projects, to measuring changes in health services, health
financing, or health outcomes, even though such measuring pinpoints
important markers of a project’s success. A recent 10-year review of the
Health, Nutrition, and Population operations and analytical work within
the World Bank clearly recommends that much more emphasis and
resources need to be focused on monitoring and evaluation. With the
recent launch of such initiatives as the International Health Partnership,
the High Level Taskforce on Innovative International Finance for Health
Systems, and Health Results Based Financing for Millennium
Development Goals Four and Five, the World Bank is committed to sup-
porting results and the necessary monitoring capacity in countries. 

The messages emerging from this book are clear and hopeful: there are
many ways to improve health services. Measuring change and using infor-
mation to guide decisions and inform stakeholders are critically important
factors for successful implementation. The consistent lack of information
on how the poor are affected by health strategies is disturbing, yet reme-
diable. It is a call to continually focus on how strategies affect poor and
vulnerable populations and to measure their results. It is also important
to involve key stakeholders and institutions in seeking ways to improve
health services, since it is not sufficient for governments, researchers, or
professionals to work on their own or to ignore the important roles played
by households and civil society organizations. A brighter future involves
learning and doing through a collaborative and informed approach to
implementing strategies for improving health services. 
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1

Overview

Summary

Decision makers and the public are in need of information to guide
their decisions about how to strengthen health services. This book
pulls together available evidence concerning strategies to improve
health services delivery in low- and middle-income countries
(LMICs), using current methods to assemble a knowledge base and
analyze the findings. It describes the results of reviews of such strate-
gies, and how such strategies can produce gains for the poor. This
type of information is intended to help decision makers in LMICs
learn from others and from their own experiences, so that they may
develop and implement strategies that will improve health services
in their own setting.

Local solutions on their own are unlikely to be easily scaled up.
The institutional arrangements within which local service providers
operate strongly influence their performance. These arrangements
include the ways in which governments use their financial resources
and regulatory powers and the roles of a variety of organizations

(continued)



Health Services and the Challenge of Implementation 

In recent years, as decision makers1 have become more aware of their
health sector problems and the interdependence of health and develop-
ment, higher priority has been given to delivering health services and
meeting the health needs of the poor. Strengthening health services is rec-
ognized as a priority for countries to be able to meet the basic health
needs of their people, especially for poor and vulnerable populations. A
challenge in most low- and middle-income countries (LMICs) remains
finding ways to enable the many actors in the health sector to address
these basic health needs more effectively. Progress on the Millennium
Development Goals (MDGs) and on disease-specific programs depends
on the ability of health systems to provide services (Jha et al. 2002; World
Bank 2007; WHO 2007; GAVI Alliance 2007). Yet decision makers have
little evidence to guide their decisions about how to most effectively,
equitably, and affordably provide health services.

The aim of this book is to bring together a wide range of evidence that
is not restricted to a particular outcome measure or single set of method-
ologies. The various chapters examine—by means of systematic reviews;
quantitative and qualitative analyses of existing data; and country studies—
the evidence on what strategies work to strengthen health services, and
how they have been implemented in real situations.

2 Overview

that may include civil society organizations, nongovernmental organ-
izations, as well as associations of professionals and other service
providers and private companies. The arrangements also include
the degree to which the health facilities are competitive or coop-
erative in their relationships with each other.

The book provides some suggestions for what works and how to
improve implementation, as the evidence does not hold up for “blue-
print” planning. It finds that there are many ways that can succeed
in improving health services. But not nearly enough attention has
been paid to demonstrating how to improve services for the poor.
Approaches that ask difficult questions, use information intelligently,
and involve key stakeholders and institutions are critical to “learning
and doing” practices that underlie successful implementation of
health services.



In the last decades, a considerable amount of evidence has been amassed
about how well particular health interventions can improve specific health
conditions. Much of the discussion focuses on selecting priority interven-
tions among those affordable in LMICs. Analyses such as the World
Development Report 1993 (World Bank 1993), the Disease Control
Priorities Project 2 (Jamison et al. 2006),2 and several Lancet series3 care-
fully catalogue the research evidence around the costs and effectiveness of
specific health interventions. A common and compelling argument is that
the technical interventions are available to save millions of lives in LMICs,
but that they need health systems and financial support to increase cover-
age to those in need (Jha et al. 2002; Victora et al. 2004a). Some papers
have estimated the global cost of scaling up packages of interventions for
priority diseases, using assumptions that the costs and effectiveness of
interventions based on small-scale and public sector delivery can be repro-
duced and enlarged to cover entire countries. (Johns and Torres 2005, for
example, review other papers and interventions.)

Yet these analyses and the debates on prioritization fall short of the
evidence needed by decision makers on how to deliver effective health
services in their own country in a coherent way and—where they are not
already—on a large scale. In addition to the complexity of the number
and types of proposed interventions, each country has its own set of condi-
tions and stakeholders that make it unrealistic to simply copy prescriptions
on providing and financing a wide variety of health services to very differ-
ent populations. Even if packages of these interventions are adopted as pri-
orities for a country, is it reasonable to expect that any country can obtain
results like those achieved elsewhere in research environments where only
a limited set of interventions and outcomes are considered at a time?

Strengthening health services is concerned with the challenge of imple-
mentation. To answer questions about implementation, decision makers
and the public need to go beyond the question of which intervention has
been able to produce a cost-effective result when examined on its own.
Improving implementation does not ignore the question of what should
be done, but places greater emphasis on how to do it. Which strategies can
be used to best improve the delivery of a range of health services in a
given context? What are the factors that help or hinder implementation
of these strategies, and how should they be addressed? Which approaches
will be quicker, or more sustainable? Which strategies will ensure that the
poor and disadvantaged benefit?

Decision makers and the public are in need of information to guide
their decisions on how to strengthen health services—how to identify
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strategies and implement them effectively within their own environ-
ments. This book pulls together available evidence concerning strategies
to improve health services delivery in LMICs, using current methods to
assemble a knowledge base and analyze the findings. It describes the
results of reviews of strategies that aim to improve the delivery of health
services in LMICs, and how such strategies can produce gains for the
poor. This type of information is intended to help decision makers in
LMICs learn from others and from their own experiences, so that they
may develop and implement strategies that will improve health services
in their own setting.

Common Strategies to Strengthen Health Services 

In addition to the many types of specific health interventions that have
been tested on their own or as packages of services in LMICs, there
have also been many strategies to strengthen health services. Some of
these strategies are designed specifically to implement a set of techni-
cal interventions in a fairly reproducible way, such as the strategy for
integrated management of childhood illness (IMCI). Others have been
developed as part of broader health sector reform programs.

International agencies and other funding bodies have encouraged devel-
oping countries to initiate a bewildering range of health strategies in the last
decades. Some of the more common strategies have been associated with
major international initiatives. These include the expansion of community-
based health workers and community participation strategies and the
Health for All movement; the establishment of user fees and community
management and The Bamako Initiative; and immunization campaign days
and the Polio Eradication Initiative. A 2006 study of 12 LMICs examined
eight strategies to improve coverage, quality, or access to health services—
community engagement, contracting, decentralization, performance incen-
tives, reorganizing outreach workers, social marketing, subsidies for the
poor, and user fee exemptions—and found that most countries had
adopted and tested several of these strategies in the last 10 years. With a
few exceptions, such as for social marketing and user fee exemptions, most
of these strategies were implemented only as pilot projects, and rarely did
these strategies include strong evaluations (Janovsky and Peters 2006).

In assembling evidence on health strategies, it is useful to identify the
types of strategies that can be chosen by decision makers. The annex to
this overview lists strategies under four main descriptive categories; it is
also clear that strategies may well fit into more than one category. Partly
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for this reason, the structure of this book does not mirror exactly these
four main categories:

• public oversight strategies, usually led by governments or agencies
representing governments

• provider-based strategies led by provider organizations, whether public
or private

• household and community empowerment strategies
• financing strategies.

Framework

There are many frameworks that can be used in an examination of health
services strengthening strategies. Figure 1 depicts the framework used in
this book. This framework attempts to show how such strategies relate to,
and are affected by, their environments. It schematizes the relationships
between the three key players and the related health systems (three dark
shaded boxes) within a country’s health sector “micro environment” in
which a strategy (the central light shaded area) is implemented, which in
turn must be viewed within the country context of a wider “macro” envi-
ronment (the whole figure): the net effect of both environments is seen
distilled in the enabling and inhibiting factors that influence how the
strategy is implemented. 

In figure 1, the overall purpose of health systems including health
services is shown in the small, top right rectangle, namely to improve
health  status, ensure financial protection from impoverishment due to ill
health, and enhance trust of the population in the health system. Other
authors have focused on “consumer satisfaction” (Roberts et al. 2008) or
“responsiveness” (WHO 2007) as describing the third main purpose of
a health  system, which we consider as contributing to people’s trust in
the health system, and critical to its sustained integrity. These three
goals—health status, financial protection, and trust—describe the main
measures of impact, and are affected by health services delivery and
other factors outside the health system, such as demographic conditions
(aging, youth bulge) and epidemiologic conditions (prevalence of malaria,
HIV/AIDS, or chronic diseases) of a population, as well as economic
development and macroeconomic stability.

The right health services rectangle characterizes the intermediate results
or outcomes of health services delivery and financing, which are some-
times called performance measures and which, too, contribute to the
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Figure 1  Descriptive Health Services Framework

Source: Authors.
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overall purpose. Strategies to strengthen health services are aimed at
improving the provision, quality, utilization, coverage, efficiency, and
equity of health services, usually with an implicit intent to improve effec-
tiveness in terms of achieving the intended health outcomes. Such strate-
gies are discussed in chapter 1. Most of the studies in this book examine
health services utilization, but also assess the quality, costs, and efficiency
of services. How these results are distributed between poor and other dis-
advantaged groups on the one hand, and the nonpoor on the other, is of
particular interest (also see box 1).

The twin-headed arrows represent some key accountability relation-
ships between actors in the health sector. For example, people can influence
their provider organizations through direct consumer redress, or by direct
payments from clients to providers. A government can hold provider organ-
izations accountable through its governance system, including policies,
 regulation, and performance contracts. Chapter 2 reviews strategies to
strengthen the performance of health organizations in general, while
 chapter 3 reviews strategies to improve the performance of health work-
ers. In addition, people may hold a government accountable, often through
voting, or government may give more authority to people through decentral-
ization. Chapter 4 reviews the success of strategies empowering house-
holds and communities to improve their health. 

To examine how strategies are implemented to improve health serv-
ices, it was also important to assess the implementation process over time.
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Box 1

Innovations and the Poor

In pluralistic health systems, markets on their own do not provide cost-effective

services, and they tend to exclude the poor. Many of the innovations in service

delivery strategies have developed in the context of the reality of high degrees of

marketization in developing countries and poor public sector performance. These

innovations include using market-based mechanisms to improve access and

quality, new kinds of governance and accountability arrangements for local serv-

ice providers, new ways to contract and pay health workers, community organi-

zation to provide support to households coping with sick family members, and

ways of using new channels of information to enable people to cope more effec-

tively with health problems or to make better-informed choices. 

Source: Bloom et al. 2008.



Chapter 5 analyzes whether utilization of certain health services related to
the MDG targets can change as rapidly as expected by international agen-
cies and governments, how some country characteristics (enabling and
inhibiting factors) influence these changes at a national level, and whether
changes in coverage of different types of health services can affect each
other positively or negatively.

The set of enabling and inhibiting factors (the oval shape in the frame-
work) influences how strategies are adopted and implemented. Some fac-
tors are specific to the strategy pursued, while others are more general
both to the health sector and to the wider macro context (hence the
dashed outline of the oval as these factors permeate the different levels).
Chapter 6 reviews governance issues and the institutional context in
which health services operate in relation to two dimensions: the degree of
institutionalization, associated with government effectiveness, voice and
accountability, and corruption control; and the degree of statehood, linked
to political stability, rule of law, and regulatory quality. 

Cross-country improvements to health services, their financing, and the
health status of the population—underlying features of the whole frame-
work—are reviewed in chapter 7, on the basis of data from the World
Bank, which financed large-scale programs intended to support LMICs to
achieve these outcomes.

The above is the analytical framework: chapter 8 reviews, in a real-life
context, seven low-income country case studies in which different health
services strengthening strategies were implemented.

How to Gain Knowledge on Strengthening Health Services

Knowing how to strengthen health services is different from knowing what
to strengthen; and the type of scientific evidence needed to answer how
questions is different from evidence used to answer the what questions.
Both types of knowledge are important for decision makers. To provide
a useful knowledge base to inform decision makers on strategies to
strengthen health services, multiple approaches to obtaining knowledge
are needed. Each approach is grounded in different disciplines, and carries
different values, purposes, and philosophies of knowledge (epistemolo-
gies). Much of the existing research methodology for health services is
concerned with propositional knowledge, the purpose of which is to
“know that” something is true, and that there is justification for that belief.
The challenge of implementation is concerned more with the question of
“knowing how” something can work. This type of practical knowledge can
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be built up from more in-depth inquiry of determinants of improved
health services. For example, for any specific intervention involving health
workers to succeed, it is likely that health workers will need to be trained
to provide the specific intervention. The larger challenges lie in how to
provide effective training, supportive supervision, ensuring that materials
are available to do the job, and that the right incentives and accountabili-
ties for health workers to perform well are in place. A more complete strat-
egy would also need to know how to build up appropriate demand for the
intervention, which may be even more challenging.

When assessing information used to influence decision making, it is
useful to understand who the decision maker is and what types of deci-
sions are being made, and what type of judgment is being made about a
strategy. A basic set of questions for national decision makers is whether
to initiate, continue, change, or expand a strategy. For strategies that have
already been initiated in some way, decision makers ought to make judg-
ments about the results in order to inform a decision (table 1). Many
managers will be primarily interested in whether a strategy has resulted
in a certain level of coverage in a population (overall or for a target
group), or whether the quality of services meets certain standards. In the
language of Habicht et al. (1999), this type of inference is known as an
adequacy statement, which answers the question of whether an expected
change occurred. The level of confidence that decision makers need to
attribute an observed change (or lack of change) to the strategy is usually
relatively low. The design of an evaluation that can provide this type of
information is a before-after trial or time-series study (both uncontrolled
interventions), which examines changes within the beneficiaries of a
strategy or program. 

If decision makers need greater confidence that an observed change is
due to the strategy rather than to other external factors that may have
caused the changes, the type of inference is called a plausibility statement
(Habicht et al. 1999; Victora et al. 2004b). Unlike assessments of ade-
quacy, evaluation designs that support plausibility assessments need to
control for the influence of external factors by choosing comparison
groups before a strategy is implemented and evaluated, or is otherwise
addressed during the analysis. 

Research organizations and donor organizations often want to know
whether a strategy (or program) results in statistically significant improve-
ments in health outcomes. These statements of probability try to show that
there is only a small but known probability that the difference between
where a strategy was implemented and where it was not is due to chance
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alone rather than the strategy itself.4 Probability assessments require
 randomization of “treatment” and “control” activities. These evaluation
designs are called randomized controlled trials (RCTs), which usually
involve the random allocation of a strategy (or program) to clusters (geo-
graphic areas or populations) in comparison with a control. The main
advantages of randomization are that it minimizes selection bias (where
the results can be explained because of the characteristics of who is
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Table 1  Judgments about Health Strategies and Their Implications for Evaluation
and Research Design

Type of judgment
Primary question 

to be answered
Type of 

inference
Research design 

implications

Demonstration of 
expected changes 
in behaviors, health 
services, or health status

Are behavioral,
health services or
health indicators
changing among
beneficiaries of a
strategy?

Adequacy Before-after or time-series
study in  program 
recipients only

Demonstration that the
strategy is likely effective

Is any measured 
effect on health
services or health
status likely due 
to the strategy
rather than other
influences?

Plausibility Concurrent, nonrandomized
clusters where strategy is 
implemented compared to
where it is not; before-after 
or cross-sectional study in
program recipients and 
nonrecipients

Proof that the strategy is 
efficacious or effective

Is any measured 
effect on health
services or health
status due to the
implemented 
strategy?

Probability Controlled trials, usually 
randomizing clusters rather
than individuals; health
strategy implemented in
some areas and not in 
others

Explanation of how or 
why a strategy works

How did implemen-
tation of the 
strategy lead to
measured effects
on health services
or health status?

Explanatory Mixed methods: Designs
above, including repeated
measurement of many 
variables on context, 
actors, depth, and breadth
of implementation across 
subunits; and qualitative
methods, including key 
informant interviews, 
focus groups, historical 
reviews, and triangulation
of data sources

Source: Adapted from Habicht et al. 1999.



selected for “treatment” and who is not); it allows for the quantification
of differences between “treatment” and “control” groups; controls for both
observable and unobservable factors that can explain the differences; and
generally provides greater confidence in the causal role of the “treatment”
on the outcome (Deaton 2005). There are many difficulties in conduct-
ing a good RCT for health services strategies (including lack of feasibility,
inability to “control” the allocation of a strategy to particular recipients or
to hide the allocation status from recipients or implementers, and bias
due to participation dropout because of randomization). Nonetheless,
RCTs have become the “gold standard” in academic literature for assess-
ing the efficacy of an intervention.

The applicability of RCTs to “treatments” that involve complex strate-
gies, including most approaches to strengthening health services, is limited.
A major concern is related to their “generalizability”—the fact that the
study population, the sets of actors and factors that influence a strategy,
and the strategy itself, are rarely comparable to other locations, even in the
same country (Eldridge et al. 2008). This limits the ability to apply the evi-
dence from these studies to situations and populations other than those in
which they were tested (Victora et al. 2004b; Green and Glasgow 2006).
As will be seen in later chapters, many health strategies are complex and
not simply replicable, even if the specific interventions they involve at the
individual level are more replicable. Another concern is that RCTs typi-
cally provide information on the average effect of a strategy and not on the
distribution of effects across a population (Heckman and Smith 1995),
even though that distribution is particularly important when there is a
concern to ensure that health services reach the poor. Finally, many RCTs
are “black box” experiments that will usually be able to assess whether a
strategy succeeded or failed, but that will provide little explanation about
how or why a strategy may have worked, or for whom. If decision makers
are concerned with explanatory inferences about how or why a strategy
works or fails, nonexperimental methods are more likely to provide this
type of information, often supplementary to other research methods
(Victora et al. 2004b). The findings and implications for decision makers
draw on all four types of inferences (table 1, and table 2 below).

In practice, both clinical and policy decisions cannot depend entirely
on the conduct of RCTs as the source of “evidence” (Grahame-Smith
1995; Smith and Pell 2003; Smith et al. 2001; Victora et al. 2004b). In
Victorian England, no controlled trial was available to demonstrate that
sending children under nine years to work in the cotton mills or having
them work more than 10 hours a day was bad for their health, and
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Table 2  Summary of Health Services Reviews, Other Analyses, and Country Case Studies (continued)

Chapter Main issues addressed Methodology Main limitations
Main lessons and 

implications

1. Review of strategies 
to strengthen health 
services

What is the evidence of the 
effect of different approaches
to strategies to strengthen
health services? What are the
main enabling and inhibiting
factors influencing their 
effect?

Modified systematic review of 
published literature

Weak ability to generalize
findings because:

• Many studies do not give
sufficient details of the
strategies or interventions
that are being pursued 
or whether it was fully 
implemented.

• Different strategies 
are often given the 
same label.

• Strategies often involve
multiple components 
that are not specified, nor
studied in a way that
would indicate which 
component is essential, or
where there are synergies
between components.

• Few studies examine 
factors beyond the health
system or the intervention
itself. 

• The evidence base is weak
for claiming success of any
particular health services
strengthening strategy in
one LMIC.

• More and better research
and evaluation of health
services strategies in 
developing countries is
greatly needed.

• How a strategy is imple-
mented is as important 
as the type of strategy 
implemented.

• Strategies that are more 
effective in strengthening
service delivery for the
poor involve planning for
benefits to reach the poor, 
ensuring regular measure-
ment of impact on the
poor, and providing over-
sight to ensure that the
poor benefit.
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• It is unclear how much 
the studies’ results can 
be attributed to the
strengthening actions.

• Plausibility and limited
probability inferences 
only can be made.

• There may be publication
bias.

• Stakeholder involvement
and consultation are 
necessary for effective 
implementation.

• Successful implementation
is linked to interventions 
to identify and minimize
constraints.

• There was no evidence 
that certain strategies are
less dependent on the 
local environment and 
work in more countries
than other strategies.

• Mobilization of adequate
resources is linked to 
successful strategy 
implementation.

• The initial and continuous
adaptation of the strategy
to the local context is 
associated with more 
complete strategy imple-
mentation, and adaptation
is easier in small-scale 
interventions.
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• Multiple strategies are
more effective than single
strategies, but risk of failure
is greater.

• Moderate evidence sug-
gests that strategies to
strengthen disease-specific
programs that are effective
in one area can be success-
fully scaled up nationally. 

• The evidence is inconclu-
sive as to whether disease-
specific programs are an 
effective way to strengthen
health services.

2. Review of strategies to
strengthen the perform-
ance of health organiza-
tions

What is the evidence of the 
effect of different strategies to
improve the performance of
health services organizations?

Systematic review of published
and gray literature

Weak ability to generalize
findings because:

• It is impossible to tell
which approaches were
more successful or 
sustainable, given the 
small number of studies 
involved, and the fact 
that few organizational

• The strategies for improv-
ing the performance of
health organizations, 
including human resource
strategies, are not likely 
reproducible across 
countries.

changes are really compa-
rable to each other.
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implications



• It is unrealistic to claim
probabilistic statements, 
although the conclusions
are still plausible.

• The very high positive 
result rate raises suspicions
of publication bias and 
limits the ability to test if
some broad strategies 
are more successful than
others. 

• There are no blueprints 
for improving the perform-
ance of health organiza-
tions in LMICs; many 
methods seem to improve
overall organizational per-
formance.

• Strategies involving organi-
zational change had widely
variable results.

• Provider-based perform-
ance improvement strate-
gies seemed to hold the
most promise, with a large
effect size. 

• The types of strategies
were usually not the same,
even when carrying similar
labels.

• Conclusions are plausible
(strategies led to positive 
results), but it is unrealistic
to claim probabilistic state-
ments about the magni-
tude of change attributable
to particular strategies.
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3. Review of strategies to
improve health care
provider performance

What is the evidence of the 
effect on the performance 
of health workers of different
strategies to improve that 
performance?

Systematic review of published
and gray literature

Weak ability to generalize
findings because:

• Methodological differ-
ences complicate compar-
isons across studies.

• Few studies report costs 
or cost-effectiveness.

• Plausibility and limited
probability inferences 
only can be made.

• Most strategies, including
the common ones such 
as training only, have small
effect sizes (less than 
10 percentage points).

• Most strategies have multi-
ple components, but there
is no clear relationship 
between the number of
components in a strategy
and the strategy’s effect
size.

• Strategies with the same
 label often have heteroge-
neous effects.

• Effect size seems to vary 
by scale of implementa-
tion, with strategies imple-
mented at state, province,
or national level generally
more successful than 
those at the district level 
or lower.
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4. Review of community
empowerment strategies
for health

What is the evidence of the 
effect on health services 
or outcomes of different
strategies to empower 
communities?

Systematic review of published
and gray literature

Weak ability to generalize
findings because:

• Data are pooled on widely
different interventions 
(often with the same label
or name) and on multiple
outcomes.

• Many very different and
changing factors influence
outcomes.

• Many large-scale strate-
gies are unsuitable for 
controlled designs, so 
were not included

• How implementation 
occurs is not captured.

• Plausibility and limited
probability inferences 
only can be made.

• There may be publication
bias.

• Initial conditions are 
important, especially 
strong local leadership.

• There is no clear pattern 
in the scale of the strategy
and the likelihood of a pos-
itive outcome.

• Planning for scaling up 
and using local adaptive
learning processes should
be considered in designing
and implementing 
strategies.

• More robust research on
community empowerment
strategies is needed, to 
facilitate learning and 
testing of approaches for
scaling up strategies 
nationally.

5. Analysis of cross-country
changes in health services

What are the trends over time
of specific health service 
outputs across LMICs? How 
do changes in one priority
health service affect changes
in other health services? 

Longitudinal statistical analysis 
of cross-country data on health
services and contextual factors

• Few health services are
recorded consistently
across countries, with 
variable data quality.

• The ability is limited to
track relevant events 

• Identifying negative or
slow rates of change in a
country is probably a more
important strategy than 
setting universal targets for
health attainment.
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What are the contextual 
factors that most influence
health service outputs at 
the national level?

(and timing) that are 
particular to individual 
countries.

• Only national averages 
are included, so variability
within a country is not 
captured.

• Plausibility inferences 
only may be made.

• Some important health
services (such as for
HIV/AIDS) do not have 
adequate data for these
analyses.

• Individual country differ-
ences (in delivery of health
services, health status, and
macro context) may be
more important than inter-
national averages imply, 
undermining the relevance
of targets set without refer-
ence to country-specific 
experience. 

• Rather than showing a
common pattern of
progress for health services,
countries tend to follow
their own pathways.

• Countries’ very different
starting points affect their
prospects of achieving the
targets and their rate of
change.
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• Improvements in health
services are usually not 
associated with changes in
other health services (with
one or two exceptions).

• Since changes in national
governance are significantly
associated with health
 status improvements,
health programs should be
planned within a broader
framework.

6. Institutional context of
health services

What are the main institutional
factors influencing the deliv-
ery of health services in
LMICs?

Literature review • Specific institutional fac-
tors cannot be identified
by country.

• Comparable data are few,
hence a weak ability to
generalize the role of spe-
cific institutional factors.

• Plausibility inferences only
may be made.

Implementation of health
services is dependent on
the following eight key 
dimensions:

• Degree and breadth of
commitment to the stated
objectives of the strategy 
or intervention

• Rules about how critical
stakeholders are involved,
and the incentives to make
them work

• Incentives and disincen-
tives for health workers 
(and ultimately organiza-
tions) to perform well
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• Capacity of government to
be a regulator of the health
system

• Mechanisms for accounta-
bility in health systems

• Co-accountability of 
national health systems to
external bodies providing 
financial and technical 
support

• Level of statehood
• Institutional development

7. Evaluation of changes 
in health results in World
Bank-assisted health 
projects

How well do World Bank-
assisted project evaluations
measure changes in health
services, financing, and health
status? What are the main
 factors associated with
 measuring changes? 

Documentation analysis using
standardized definitions and
cross-sectional statistical analysis

• Conclusions are drawn
only from health systems
receiving World Bank 
assistance.

• Information is limited by
what is documented in
World Bank implementa-
tion completion reports.

• Retrospective approach
only allows for analysis of
associations, not causes.

• Sectorwide approaches
may well improve health
services or health status
more than other programs.

• Among project activities,
contracting and logistics
support are likely to show
improvements in health
services and status, 
respectively.

• Projects organized around
disease-control programs 
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• Adequacy inferences only
may be made.

promote improvements in 
health services and 
outcomes related to those 
specific programs.

• No type of project input is
associated with improve-
ments in health services or
status.

• More consistent measure-
ment of results is needed,
to better assess whether 
individual country efforts
produce the desired
changes.

8. Seven country case 
studies

Describe the strategies of 
significant scale for strength-
ening health services delivery
in the real-life context in
which they occurred. What 
are the presumed causal links
between the strategies and
their effects? What are the 
lessons learned?

Mixed methods case studies 
(documentation review, key 
informant interviews, and 
quantitative analysis of health
services data)

• Country cases may not
represent experience of
others, or provide com-
plete picture.

• What drives change is 
very context specific.

• Plausibility inferences 
only may be made.

• Each country situation is
virtually unique. Hence 
generalizations and com-
parisons across countries
are limited.

• Success in implementation
of the selected health 
services delivery strategies
is driven largely by several
factors related to the
 country-specific macro 
environment and/or to 
the health sector micro 
environment.
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• As the country context
changes, the health system
components also evolve
and adapt in response to
the changing environment.

• In virtually no country can
overall health services im-
provements be linked to a
particular strategy.

• Political stability, security,
and economic growth, as
well as the legislation, 
regulation, and the capacity
to monitor and enforce, are
all macro-environment 
factors that influence how
strategies are implemented.
They are usually outside the
control of the strategy 
implementers.

• Leadership, status of NGOs
and faith-based organiza-
tions, size of donor support,
and aid approaches are not 
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under the control of the
strategy  implementers, 
but they  directly influence
how the  strategy is 
implemented.

• Some “strategy-related” 
factors are critical. They are
directly related to strategy
design, adaptation, and 
implementation, and are
usually under the control 
of strategy implementers.

9. From evidence to 
learning and doing

What are the main lessons 
and implications for future
work based on the body of 
evidence on strengthening
health services in LMICs?

Synthesis of quantitative and 
qualitative work

• See chapter 9 • See chapter 9

Source: Authors. 
Note: Systematic reviews (chapters 1–4) involve a standardized approach to gathering and interpreting the literature on the same research question (with regard to the effectiveness of a
particular intervention or strategy), categorizing evidence by the quality of the study (largely determined by study design, with the strongest designs being randomized controlled trials,
followed by nonrandomized controlled trials, time-series studies, before-after trials, and case-control designs), and pooling the size of the effects to determine the strength of the evidence
for a given set of questions.
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demanding such evidence would likely have delayed the implementation
of the Factories Act (Bennett 1995). RCTs of smoking cessation programs
have not demonstrated significant effects on health status outcomes in the
United States, and until recently, have shown little effect on smoking rates.
However, there have been impressive reductions in adult smoking over the
last decades and declines in tobacco-related cancers and other tobacco-
related health outcomes. A review of RCTs concerning the promotion of
abstinence plus safe sex or use of condoms has shown unimpressive gains
in preventing the transmission of HIV or other sexually transmitted infec-
tions (Underhill et al. 2007). Yet it would still make good public health
policy to promote smoking reduction and safe sexual practices.

In summary, the type of inference (adequacy, plausibility, probability,
and explanatory) and level of certainty needed by the decision maker
should determine the type of research that will produce the evidence
needed to support decisions. There are trade-offs in the types of research
that can provide different types of evidence, and so usually more than one
type of information and research design are needed. For example, research
that produces a probability statement with a high level of certainty may
involve a well-designed RCT, but unless the intervention is very simple and
replicable, the study will have limited ability to provide much information
about how to implement a more complicated strategy in conditions that
were not set up in the trial.

Overview of the Studies

Summary of Methods Used
In chapters 1–4, we draw on the tradition of “evidence-based medicine”
and “evidence-based policy” to pull together the information that can be
gleaned from experimental, quasi-experimental, and observational
research, as consolidated through systematic reviews of the literature. The
methods rely on the disciplines of epidemiology, economics, and library and
evaluation sciences, and tend to give greater weight to inferences of proba-
bility than of plausibility or adequacy. In chapter 5, we have collected the
available national data on health services to assess how changes over time
in different types of health service are related to each other, and to identify
plausible factors that influence changes in health services delivery. Chapter
6 reviews the literature on institutional frameworks for providing health
services in LMICs to identify key institutional factors. In chapter 7, we ana-
lyze the data used for all the evaluations of World Bank-supported health
projects completed in the fiscal years 2003 to 2005 to provide insights on
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how the main channels of World Bank assistance have been used to demon-
strate changes in health services, health financing, and health impact. The
nature of the data limits the inferences to inferences of adequacy, but
nonetheless the data show large gaps in the way that large-scale health proj-
ects can lead to improvements in the sector. Chapter 8 uses contextual
(largely qualitative) methods to outline how strategies to develop and
implement strategies to strengthen health services were developed in seven
low-income countries over the last 10 years, while tracking trends in the
delivery of health services. Both chapters are limited to inferences of plau-
sibility. Chapter 9 is a summary of the studies, and points to possible future
directions.

Table 2 outlines the main reviews of this book, noting their main
questions, methods, and limitations.

Systematic review methods. In chapters 1–4, we begin with a series of
systematic reviews of the literature as a means of using the best available
approach to synthesizing quantitative research evidence on effectiveness
of health strategies. We use this approach to evaluate the effectiveness of
overall strategies to strengthen health services in LMICs (chapter 1),
strategies to improve the performance of organizations that deliver health
care (chapter 2), supply-side strategies to improve health worker per-
formance (chapter 3), and demand-side approaches to empower house-
holds and communities in health (chapter 4). The results obtained through
these approaches provide useful information about interventions and
broad strategies that can work in various settings, as well as some of the
main determinants of success.

The systematic reviews follow methods based on those used by
Grimshaw et al. (2004), and involve the following steps.

Conducting comprehensive electronic and document searches. All litera-
ture searches were conducted in English, though this method still picked
up the English abstracts of non-English articles, and a limited number of
non-English articles. Such searches included:

• identification of key search terms for types of strategies, geographic
 areas, and types of outcome measurements;

• definition of inclusion and exclusion criteria of studies for review;
• screening the titles and abstracts of research results for relevant studies;
• review of full articles for final selection of studies for review;
• detailed abstraction of study information into standardized data entry

formats by independent reviewers and reconciliation of differences.
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A summary of the number of number of studies screened and finally
included for review is shown below (table 3).

Evaluating the quality and strength of recommendations from each eligible
study. During data abstraction, each study was assessed for relevance, sci-
entific strength, outcome data, and quality of description, and classified
accordingly. The studies were categorized based on the study quality cri-
teria described in table 4. Studies were reviewed largely on the following
criteria: quality of study methods (assignment to treatment and control
group, blinding, degree of potential confounding, classification of outcomes
and follow up, and appropriate analysis), magnitude of effect, consistency,
and generalizability of findings to LMICs. The reviews concentrated on the
strongest study types (D1 and D2 study designs), though they also looked
at weaker study designs (D3 and D4).

Analysis of results. Studies were stratified according to the strength of
the evidence largely on the basis of their design, as outlined in table 5. To
use a single statistic on which to compare the articles, the effect size of
each outcome was calculated for each of the studies reviewed. The effect
size was calculated using four individual data points: post-intervention
percentage for the intervention group; pre-intervention percentage for
the intervention group; post-intervention percentage for the control
group; and pre-intervention percentage for the control group using the
following formula:

Effect size = (%POST – %PRE)intervention – (%POST – %PRE)control
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Table 3  Number of Studies Screened and Included in Systematic Reviews

Systematic review
Number of 

studies screened

Number of studies with
designs adequate for 

inclusion in final review

Chapter 1. Review of strategies to
strengthen health services 208a 150

Chapter 2. Review of strategies to
strengthen the performance of 
health organizations 127,000 88

Chapter 3. Review of strategies 
to improve health care provider 
performance 40,000b 127b

Chapter 4. Review of community 
empowerment strategies for health 27,000 282

Source: Authors. 
a. Methods included screening of articles found in reviews and more specific search terms, supplemented by
cascade sampling of articles identified from these papers (Ovretveit 2003). 
b. Review is ongoing; results are as of February 2008.



Table 4  Categories of Study Designs Used for Inclusion and Exclusion in Systematic Reviews 

Study type Description Study design 

D1: Randomized controlled trials Studies involving a random allocation of the 
intervention and comparison (such as “usual
care”) to different study groups, including 
measurement of the outcome before and 
after the intervention is made

Post-only randomized control design
R E X O1
R C –X O1
Pre-post control design
R E O1 X O2
R C O1 –X O2 

D2: Nonrandomized controlled trials Nonrandomized studies containing a before- 
and-after measurement that compare results 
in two or more groups. The comparison 
intervention may be “usual care” or another 
intervention. Those case-control studies where
the assessment is made in a nested (that is,
prospective) manner have a stronger design 
than those studies where the intervention or 
attributes occurred in the past

Pre-post or before-after with nonequivalent groups
NR E O1 X O2
NR C O1 –X O2

D3: Uncontrolled interventions: before-after trials
and time-series studies

Nonrandomized studies containing a before- 
and-after measurement, but without any 
comparison group for the intervention (such as 
a cohort study). Time-series studies, where data
on the cohort involve more than three data
points prior to an intervention and more than
three points after an intervention, provide
stronger evidence than those with only one 
baseline point

Group pre-post or before-after trials
NR E O1 X O2
Time-series studies
NR E O1 O2 O3 X O4 O5 O6 (at least three

data points before and after; single or multiple
groups) 
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D4: Case-control studies (and cross-sectional 
studies with �2 comparison groups)

Case-control studies dividing groups based on 
different outcomes, and then assessing prior to
“exposure” to an intervention. These studies are
based on surveys conducted at one point in 
time. Nested case-control studies may be 
considered as having evidence comparable to 
D2 studies.

Post-only design with nonequivalent groups
NR E X O1
NR C –X O1

D5: Cross-sectional studies Measurement made at one point in time when an
intervention has occurred without comparable
control groups. Unless there are data to construct
a time-series or case-control study, these studies
are excluded from the systematic reviews.

Group post-only design (exploratory studies)
NR E X O1

D6: Descriptive studies Descriptive case studies and expert opinions, and
reports lacking comparison groups or measure-
ment of outcome variables. These studies are 
excluded from the systematic reviews. 

No comparison and no measurements on 
outcomes

Source: Authors’ adaptation of Grimshaw et al. 2004. 
R = randomized, NR = nonrandomized, E = experimental, C = control, O = observation, X “treatment” or implementation of strategy, –X = no “treatment” or usual care or existing strategy
such as continued training.

Table 4  Categories of Study Designs Used for Inclusion and Exclusion in Systematic Reviews (Continued)

Study type Description Study design 
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When outcomes were determined as percentages, the effect size was
calculated as the net difference between percentage improvements in
the intervention group and comparison group or the relative gain from
the intervention (Ross-Degnan et al. 1997). If the outcome was not in the
form of a percentage, then each value was first converted to a percentage
and then the effect size was calculated. For example, if correct treatment
rates in an intervention group increased from 25 percent to 55 percent
(a 30 percentage point improvement), and correct treatment in the com-
parison group increased from 20 percent to 30 percent (a 10 percent-
age point improvement), the effect size for the strategy would be 20
percentage points (30 minus 10 percentage points). For each study, one
effect size was used to measure the study’s effectiveness, and that was
the effect size of the primary outcome (or a median effect size for stud-
ies where there was more than one outcome). Each systematic review
was then analyzed to identify which types of strategies and other deter-
minants were related to whether there was a positive effect, or the size of
the effect, through cross-tabulations and regression analyses where sam-
ple size was sufficient. 

Other analytical methods. Chapter 5 involves the aggregation of
national-level databases and applies new statistical methods (multilevel
modeling) to assess how indicators of health services change over time
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Table 5  Category of Strength of Evidence 

Category Strength of evidence

S1 Strong evidence of results: consistent findings of results in two or more 
D1 studies

S2 Moderate evidence: consistent findings of results in two or more scientific
studies of acceptable quality (D2 and D3)

S3 Limited evidence: only one study giving results, or inconsistent findings of 
results of several studies. Studies of results showing perceptions are graded
S3 if they were collected and analyzed according to accepted scientific 
methods using an appropriate design (for example, D2–D4)

S4 Evidence of implementation only: description of implementation collected 
and analyzed according to accepted methods using a reasonable design 
(for example, D4 or D5)

S5 Descriptive studies only: no studies demonstrating scientific evidence 
(D6 only)

S6 No evidence of any type
Source: Authors.



across LMICs, in ways that account for each country’s trends and critical
enabling and inhibiting factors. The data sources and statistical methods
are described in more detail in the chapter.

Chapter 6 offers a critical review of the literature on the influence of
institutional arrangements on development to identify how they affect
health services in LMICs.

Chapter 7 involves an analysis of all World Bank-assisted projects
with a health component that were completed during 2003–2005. A
standard checklist was used to systematically extract data on all the
implementation completion reports by two independent analysts to
document changes in health services, health financing, and health status,
along with key features of the way projects were designed and imple-
mented. Descriptive statistical analysis followed by cross-tabulations and
multiple logistic regression analysis were then used to identify factors
associated with positive changes in measures of health services, financ-
ing, and health status.

Case study methods. The quantitative methods used above point to
what approaches have been shown to work, but are limited in their
ability to provide the knowledge concerning how similar strategies can
be implemented in other settings to achieve comparable results
(“replicability”). 

Chapter 8 presents country case studies from seven low-income
countries: Afghanistan, Ethiopia, Ghana, Rwanda, Uganda, Vietnam, and
Zambia. The case studies use mixed methods to identify both how these
low-income countries have adopted and implemented strategies to
improve health services, and the factors that have enabled and inhibited
their ability to make changes in their health services. These methods are
grounded in political science, economics, public policy, management, and
evaluation research, and are largely concerned with plausibility of find-
ings: can specific factors affect how strategies are implemented and what
effects do they have? These case studies are used to understand how
policies and strategies are implemented in complex environments—
where decision makers need to look for unintended consequences of
these strategies—and to draw out principles for improving the prospects
of successful implementation. 

A standardized protocol was developed for use in each country to
identify the key strategies to improve health services in the country, how
these strategies were developed, and the critical stakeholders and factors
affecting implementation. 
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Main Lessons and Implications
The research compiled in this book represents an attempt to bring together
thinking about strategies to improve health services in LMICs, using the
best currently available data and methodologies. Chapter 9 summarizes the
book’s findings and presents the main lessons and implications.

Although no “magic bullets” emerge, the reviews point to many ways
that strategies have been successfully implemented, and identify some of
the key factors that influence success. It is clear that many types of strate-
gies can work in many settings. Some of the success factors, such as strong
leadership, good management systems, clear accountabilities, and incen-
tives to support performance, are easily recognizable. Yet they are easier
to describe than to actually implement or replicate. 

A cross-cutting conclusion of this book is that decision makers need bet-
ter approaches on how they can make more informed decisions based on
knowledge gained from implementation experience and research evidence.
One way to view the challenge of using knowledge to influence decisions
on implementation is as a process of institutional development and learning.

Notes

1. The term “decision maker” in most contexts in this book refers to the overlap-
ping categories of policy makers, health professionals, planners, and funding
and implementing agencies (often international).

2. The Disease Control Priorities Project 2 analyzes cost-effective interventions
for 170 conditions (Jamison et al. 2006).

3. These include the Child Survival Series (2003); Neonatal Survival Series
(2005); Maternal Series (2006); Reproductive Health Series (2006); and
Undernutrition Series (2008). The first four of these series identify over 190
single interventions to implement (Kerber et al. 2007).

4. By unscientific but conventional practice, the level of statistical significance for
concluding that there is a difference between groups, when in truth there is
none, is often set at a probability of 5 percent (this is also called the type I or
alpha error). The related probability of concluding that there is no difference
when in truth there is a difference (also called type II or beta error) is often set
at 20 percent. Whether decision makers and scientists believe that these levels of
error are acceptable for a given question is a matter of widely differing opinion.
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C H A P T E R  1

Review of Strategies to Strengthen
Health Services

John Ovretveit, Banafsheh Siadat, David H. Peters,
Anil Thota, and Sameh El-Saharty

Summary

Objective: To evaluate the published literature on strategies to
strengthen the delivery of health services in LMICs.

Methods: A modified systematic review was made of electronic
databases on publication, literature reviews, and bibliographies by
type of strategy, implementation characteristics, validity of findings,
and strength of evidence. 

Key messages:
• The evidence base is weak for claiming success of any particular

health services strengthening strategy across LMICs.
• How a strategy is implemented is as important as the type of

strategy implemented.
• Strategies that are more effective in strengthening service

 delivery for the poor involve planning for benefits to reach the
poor, ensuring regular measurement of impact on the poor, and
providing oversight to ensure that the poor benefit.

(continued)



Reasons for Conducting the Review

Action to strengthen health services is essential if people in LMICs are to
have their basic health needs met. Since such strengthening is an increasing
priority for countries and international agencies, it is important to ensure
that new health care resources for these purposes are used effectively. This
chapter summarizes some of the research into effective interventions and
strategies for implementation, which is often either largely unknown to or
unused by decision makers.

Objectives of the Review

This review of research concentrated on studies and reports describing
the implementation of interventions that were designed to strengthen
health services in LMICs. The specific objectives were to:

• Identify various strategies used to improve health services in low-
income countries
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• Stakeholder involvement and consultation are necessary for
 effective implementation.

• Successful implementation is linked to interventions to identify
and minimize constraints.

• There was no evidence that certain strategies are less dependent
on the local environment and work in more countries than other
strategies.

• Mobilization of adequate resources is linked to successful strategy
implementation.

• The initial and continuous adaptation of the strategy to the  local
context is associated with more complete strategy  implementation,
and that adaptation is easier in small-scale  interventions.

• Multiple strategies are more effective than single strategies, but
risk of failure is greater.

• Moderate evidence suggests that strategies to strengthen disease-
specific programs that are effective in one area can be successfully
scaled up nationally.

• The evidence is inconclusive as to whether disease-specific
programs are an effective way to strengthen health services.



• Determine the factors that helped and hindered implementation of
the strategies reviewed

• Provide guidance to decision makers in designing and implementing
strategies to deliver health services responsively and cost-effectively.

Methods Used

The review was based on methods described in more detail in the WHO
Health Evidence Network reviews for policy makers (Ovretveit 2003a, b).
It involved a systematic search of electronic databases, related literature
reviews, and bibliographies of the literature (annex 1.1), using key terms
(annex 1.2). Studies were selected for review according to their scope
(for example, relevance in dealing with health system and health services
strengthening interventions), as well as the quality of evidence provided.
The review yielded 150 studies (annex 1.3) based on their inclusion of at
least one of 15 approaches to strengthening health services, and use of
research designs that focused on outcomes attributable to the strategy
under investigation (categories D1 to D3 in table 4 in the Overview). The
study designs were randomized controlled trials (RCTs), nonrandomized
controlled trials (NRCTs), and time-series and uncontrolled before-after
trials (BATs). They were classified by scale of implementation, type of
health service provided, strategies employed, outcome measures, and
implementation employed.

Studies were then summarized according to the following criteria: type
of intervention and implementation strategy to improve or strengthen
health services; macro and health systems environment; impact on health
services resulting from the strategy in question; implementation process;
validity of findings; and quality of data reported. A successful strengthen-
ing strategy was defined as one that was implemented and that improved
the quantity or quality of health services. The strength of the evidence for
each strategy investigated was then rated according to the study design
(table 4 in the Overview) and categorized according to the strength of the
evidence (table 5 in the Overview).

Main Findings

The review found three overlapping groups of research that characterize
the majority of the evidence, including studies of:

• disease-specific strengthening strategies;
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• scale-up programs (often disease-specific), which take an intervention
from one area and attempt to reproduce it elsewhere or introduce it
nationally;

• health service improvement reforms (for example, primary care),
 often involving various interventions.

The most common example of a primary health strengthening strategy
(table 1.1) used in each category of study design was training of health
workers, which was seen in 39.6 percent of the studies overall. Examples
of this included training traditional birth attendants, community health
workers, and often pharmacy staff to improve their dispensing practices.
Educating individuals and households on healthy behavior was also com-
monly used (13.0 percent). Social marketing was used in about the same
proportion as education (13.5 percent of all strategies), especially strate-
gies that dealt with making the use of contraceptives more attractive. 

An attempt was also made to note the scale at which the various inter-
ventions were carried out (table 1.2). It is clear that the majority of strate-
gies are carried out on a relatively small scale, with the majority occurring
at the level of one district or below. This limits the ability to use this lit-
erature to comment on strategies implemented on a large scale.

In examining results across different types of studies, the following
summarizes key findings and factors to consider in selecting and imple-
menting these different types of strategies.

Multiple strategies are more effective than single strategies, but risk of fail-
ure is greater. This work found that, with a reasonable degree of certainty
for selected small-scale interventions, multiple-component strategies are
slightly more effective than single-component strategies. Notably, multiple-
action strategies, where components reinforce one another, were found to
have a more significant, long-term effect than single-action strategies
alone; however, the risks of failed intervention for multiple-action strate-
gies are far greater. In sum, multiple-action strategies should only be used
if the design and coordination can be done well. Such coordination
involves dealing with difficulties in obtaining consensus and support,
ensuring greater management capacity and oversight, the phasing in of
individual components to make sure that existing resources and capacity
are not overburdened, and ensuring that individual components do not
undermine other components of the overall strategy.

Some of the single strategies that were found to be effective included the
removal of financial barriers to access care, increases in the number of health
workers, changes in physician behavior, and changes to drug procurement



Table 1.1  Primary Health Strengthening Strategy by Study Design

Type of study design

Primary strategy

Randomized 
controlled trials, 

% (n=33)

Nonrandomized 
controlled trials, 

% (n=52)

Uncontrolled 
before-after trials, 

% (n=65)
Total, 

% (N=150)

Training of health workers, managers, 
and auxiliary and support staff 38.7 50.8 32.5 39.6

Educating/training in healthy behavior, 
self-care, and appropriate health-seeking 
behavior 33.3 5.7 8.7 13.0

Pharmaceuticals—Logistics systems 
design and operations 11.2 5.7 3.7 5.8

Regulation 5.6 0.0 2.4 2.3
Social marketing 2.8 15 17.4 13.5
Contracting 2.8 1.9 3.7 3.0
Organization of 

community forums 2.8 0.0 0.0 0.6
Quality improvement 

programs 2.8 0.0 0.0 0.6
User vouchers 0.0 1.9 5.0 3.0
Franchising 0.0 7.6 0.0 2.4
Decentralization 0.0 3.8 0.0 1.2
Service agreement with 

nongovernmental organizations /providers 0.0 5.7 2.5 3.0
Raising revenues from 

developmental assistance 0.0 1.9 0.0 0.6
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Table 1.1  Primary Health Strengthening Strategy by Study Design 

Type of study design

Primary strategy

Randomized 
controlled trials, 

% (n=33)

Nonrandomized 
controlled trials, 

% (n=52)

Uncontrolled 
before-after trials, 

% (n=65)
Total, 

% (N=150)

Information on standards of care 0.0 0.0 6.3 3.0
Informing providers and communities 

about community perceptions 0.0 0.0 2.5 1.2
Disclosure of performance of service 

providers to the public 0.0 0.0 2.5 1.2
Collaborations between 

providers and with 
communities 0.0 0.0 2.5 1.2

Human resource performance 
management 0.0 0.0 2.5 1.2

Provider payment systems 0.0 0.0 1.3 0.6
Subsidies for service provision 0.0 0.0 1.3 0.6
Disease surveillance 0.0 0.0 1.3 0.6
Public-private partnerships 0.0 0.0 1.3 0.6
Provider-based accreditation 0.0 0.0 1.3 0.6
Vertically integrating services 0.0 0.0 1.3 0.6

Source: Authors. 
Note: Some studies involved more than one primary strategy.
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systems. There was moderate evidence that some of the aforementioned
strategies can be effective in a number of settings. However, the overall evi-
dence is not strong and, possibly because of the multiple interventions
within each of these strategies, some were found to be more successful
than others. With regard to health professionals, strategies to increase the
number of health workers, including the use of paid or unpaid community
health workers, had positive results, particularly for the poor. Over the
short term and within a number of settings, this work found moderate evi-
dence that strategies involving strengthening accountability and linking
financing to performance measures and accountability (for example,
through contracting) were effective. As regards the payment of incentives
to health workers to increase the quantity and quality of services, the
review found moderate evidence of strategies of this type to be successful.

The evidence was inconclusive as to whether disease-specific programs are
an effective way to strengthen health services. However, there was also only
weak evidence that such programs divert resources from other programs
and distort overall health services away from local needs. This begs the
question: do these programs significantly strengthen health systems
beyond their specific area of interest? Again, there is weak, inconclusive
evidence on this issue. Furthermore, the effectiveness of the strategy
depends on how the strategy is implemented. As an example, careful
implementation of certain types of HIV/AIDS programs can also
strengthen other services, but here, too, the research is limited and cannot
be generalized.

Strategies to strengthen disease-specific programs that are effective in one area
can be successfully scaled up nationally. There is some moderate evidence
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Table 1.2  Scale of Implementation 

Scale of implementation:
Where intervention 
carried out

Randomized 
controlled 

trials, %
(n=33)

Nonrandomized 
controlled

(n=52)

Uncontrolled 
before-after

trials, %
(n=65)

Total
(N=150)

In one district/administrative 
division or less           69.7             55.8             38.5       51.3

In two or more districts 
or administrative divisions           12.1             30.8             43.1         32

In one province or state             9.1               3.9               6.2         6.1
In two or more provinces             3.0               7.7               4.6         5.3
Nationwide             6.1               1.8               7.6         5.3

Source: Authors.



that actions to strengthen disease-specific programs can be successfully
scaled up. In fact, more studies have been found on successful scale-up pro-
grams than those shown to be unsuccessful. However, this may be due to
publication bias toward the reporting of successful scaled-up interventions.
This work also found that “success” depends on how the implementation
itself was carried out, certain enabling factors in the environment, and the
type of disease-specific programs: complex, multiple-component programs
appear to be less successful when scaled up, but this may be due to limited
capacity to ensure continual coordination.

For the poor, the implementation process is as important as the type of
strategy implemented. Overall evidence exists to support the notion that,
of all the fully implemented strategies, some are more effective in
strengthening service delivery for the poor. What appear to be important
are interventions that focus on addressing the needs of the poor, that
ensure regular measurement of impact on the poor, and that provide
oversight to ensure that the poor benefit. Failed strategies have lacked
supportive implementation conditions or been poorly managed, though
the 150 studies reviewed were likely to have significant amounts of
resources to ensure full implementation. Notably, in those few studies
with many positive outcomes, an assessment of both needs and con-
straints was conducted and, subsequently, plans to minimize constraints
were found in 66 percent of the randomized interventions; however,
many interventions that did not use this approach also had positive out-
comes. Notably, however, the available research often did not describe to
what extent these plans to minimize constraints were implemented, pre-
venting a more thorough conclusion.

The initial and continuous adaptation of the strategy to the local context is
associated with more complete strategy implementation; and adaptation is eas-
ier in small-scale interventions. In Ghana, for example, a scaled-up child and
maternal health services strengthening pilot used an approach adapted for
the national context using peer demonstration, diffusion, and teamwork.
Adapting strategies to local conditions in this way proved to be more
important in the multicultural context of Ghana, particularly when com-
pared to Bangladesh, which is more homogeneous (Phillips et al. 2006).

Various approaches are used to adapt an intervention. One common
approach involves a pilot, feedback, further modification of the interven-
tion, followed by regional or national dissemination. An approach that
involves more phases may be even more effective: if time and resources
allow, the initial pilot may be followed by additional pilots at the same
time within different contexts within a country, allowing for more detailed
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guidance for decision makers. There is evidence that implementation
effectiveness is increased by providing continuous feedback to the strat-
egy team and leaders about needs, constraints, implementation progress,
and impact.

Stakeholder involvement and consultation are necessary for effective imple-
mentation. Consultation and consensus building require the participation
of multiple stakeholders (including local communities), which in turn,
require education about the strengthening intervention itself if they are
to contribute effectively. This helps shape priorities, guide the strengthen-
ing approach, and create local ownership. It also shows that each level of
the health system and local government needs to play its part in strength-
ening health care services. To do so, the review suggests that each health
system level will need to be developed through adequate training of per-
sonnel, who are then held accountable for their role.

There was no evidence that certain strategies are less dependent on the local
environment and work in more countries than other strategies. However, it was
found that successful implementation was linked to undertaking interven-
tions to identify and minimize the constraints. The review found studies of
successful implementation where efforts to identify and minimize con-
straints were undertaken. In appraising the available research, this review
found that if decision makers took action to ensure that as many enabling
conditions as possible were met, this would increase the likelihood of
implementation of the strategy. However, it would also be necessary for
decision makers to use local research to investigate and address other spe-
cific factors that may prevent or hinder implementation of the strategy
locally, and encourage those that facilitate it.

The mobilization of adequate resources is linked to the successful imple-
mentation of the strategy. The research reviewed shows that the availabil-
ity of resources (for example, human and financial resources, and
leadership) profoundly influences all strengthening strategies. Therefore,
decision makers would benefit in drawing lessons on strengthening
strategies from situations that share similar resource characteristics.
Accordingly, they should not implement a strategy if they are uncertain
that the “right” resources are available. Overall, this work found that
strategies to maintain or increase the number of health workers are likely
to strengthen health services delivery in low-income countries. However,
additional management skills for implementing the strengthening changes
are also needed. For most strategies, managers at all levels need to be
developed and given time to plan and implement strengthening inter-
ventions (rather than solely manage routine operations), with some
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managers dedicated full time to implementing the relevant intervention.
Aspects of leadership associated with successful strengthening include a
clearly communicated mandate from top management that gives author-
ity, resources, and accountability to leaders and teams throughout the
organization, as well as respected “change champions” and implementa-
tion teams.

An attempt was also made to associate different approaches to strat-
egy implementation directly with the level of success of implementation.
In more than half the studies (57.3 percent), the outcomes measured
were all positive, while 27.3 percent of interventions had outcomes that
were mostly positive. Hence approximately 85 percent of the studies ana-
lyzed had a majority of positive outcomes. Table 1.3 shows the distribu-
tion of the proportion of positive outcomes by study design. Nearly all
studies (96 percent) had at least one positive outcome. However, the role
of publication bias—where studies with negative findings are less likely to
be submitted or published (Olson et al. 2002; Stern and Simes 1997)—
should be considered.

Cross-tabulations of the key approaches to implementing strengthen-
ing strategies were used to identify whether some approaches were more
likely to be associated with a majority of positive outcomes, compared to
a majority of negative outcomes (table 1.4). 

For studies with strong designs (RCTs), there was no implementa-
tion approach that had a statistically significant difference (at the level
of p<0.05) in the chance of attaining mostly positive outcomes, though
“flexibility and modification through stakeholder feedback” (p=0.11)
and the development of “constraints reduction plans” (p=0.12)
approached this level. The case with D2 studies (NRCTs) was similar,
though “ensuring resource availability” was close (p=0.08). When
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Table 1.3  Direction of Outcomes from Reviewed Literature

Proportion of positive 
outcomes

Randomized 
controlled 

trials, %
(n=33)

Nonrandomized 
controlled 

trials, %
(n=52)

Uncontrolled 
before-after 

trials, %
(n=65)

Total, %
(N=150)

All outcomes positive 75.8 48.1 55.4 57.3
Majority (but not all) 

outcomes positive 12.1 30.8 32.3 27.3
Majority outcomes negative 9.1 17.3 7.7 11.4
No outcomes positive 3 3.8 4.6 4

Source: Authors.



Table 1.4  Aspects of Health Strategy Implementation and Their Association with Positive Outcomes 

Randomized 
controlled trials 

(D1 studies) 
(n=33)

Nonrandomized 
controlled trials 

(D2 studies) 
(n=52)

Uncontrolled 
before-after trials 

(D3 studies) 
(n=65)

All studies 
(N=150)

Odds ratio P value Odds ratio P value Odds ratio P value Odds ratio P value

Assessment of needs 
and constraints                   ..                   .. .. 2.8 0.4

Constraints reduction 
plans                 6.7       0.1                 1.4 0.7 7.3 0.06 2.7 0.03

Development of leaders                 1.1       1.0                 0.8 0.7 .. 1.4 0.8
Development of a 

management structure                   ..                 0.8 0.7 .. 1.7 0.3
Broad-based support of 

various stakeholders                   ..                 1.9 0.7 5.5 0.1 3.9 0.03
Consultation and 

engagement of 
powerful interest groups                 2.8       0.6                 1.7 0.5 .. 3.8 0.009

Representation from 
powerful interest groups                 2.4       0.6                 1.4 0.7 .. 3 0.03

Coordination and 
community 
organization                   ..                 1.5 0.7 .. 4.6 0.01

Flexibility and 
modification through
stakeholder feedback                   ..                 1.4 0.7 5.1 0.1 3.4 0.03

(continued)
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Table 1.4  Aspects of Health Strategy Implementation and Their Association with Positive Outcomes  

Randomized 
controlled trials 

(D1 studies) 
(n=33)

Nonrandomized 
controlled trials 

(D2 studies) 
(n=52)

Uncontrolled 
before-after trials 

(D3 studies) 
(n=65)

All studies 
(N=150)

Odds ratio P value Odds ratio P value Odds ratio P value Odds ratio P value

Local adaptation of the 
intervention 9.3 0.2 .. 16.5 0.01 4.3 0.05

Addresses institutional 
and policy constraints                 1.1       1.0                 0.5       0.3                   ..                 1.0     1.0

Ensures sufficient 
resources                 2.9       0.4                 4.1       0.8                 18     0.003                 6.8     0.0006

Reduces corruption                   ..                   ..                   ..                   ..
Coordination of multiple-

action strategies at 
different levels                 0.9       1                 1.2       0.7                 5.5     0.1                 1.4     0.4

Financial incentives for 
individuals or teams
based on monitored 
outputs                 0.5       0.5                 2.6       0.3                 2.3     0.7                 1.7     0.4

Source: Authors.
Note: .. means indeterminate odds ratio (zero cases in one); p values determined by Fisher’s exact test.

(Continued)
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uncontrolled studies were considered, six implementation approaches
had p values ≤0.05 to demonstrate a statistically significant difference in
the chance of attaining mostly positive outcomes. When all studies were
combined, eight implementation approaches had statistically significant p
values, including:

• flexibility and modification through stakeholder feedback (p=0.03)
• constraints reduction plans (p=0.03)
• local adaptation (p=0.05)
• broad-based support of stakeholders (p=0.03)
• coordination and community organization (p=0.01)
• ensuring resource availability (p=0.0006)
• consultation at various stages (p=0.009)
• representation from various groups (p=0.03).

Main Limitations

This review found significant limitations to the research in this field. In
summary, it found that there is little research giving enough informa-
tion needed by decision makers about the results, implementation
actions, and factors that helped or hindered implementation of a health
services strengthening intervention in a developing country. Many stud-
ies do not give sufficient detail of the strategies or interventions pursued
or whether they were fully implemented. In addition, different strate-
gies are often given the same label. Strategies often involve multiple
components that are not specified, nor studied in a way that would indi-
cate which component is essential, or where there are synergies
between components.

Few studies examine factors beyond the health system or the interven-
tion itself that may influence the results being examined. A further limi-
tation is the degree to which the studies’ results can be attributed to the
strengthening actions. Few studies use designs that could increase cer-
tainty of attribution of short- or long-term results to the strategy, such as
time-series comparisons or assessments by a cross-section of informed
observers. More and better research and evaluation of health services
strategies in developing countries are greatly needed. Significant learning
could also be gained from the rich but unsystemized experience of those
overseeing or managing programs, some of which is documented in eval-
uation reports, case studies, lessons learned, best practices, and pooled
expert opinions.
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Table 1.5  Summary of Recommendations Based on Review

Theme Recommendation Implications (and level of research support)

Assessment and planning
Use of research 

evidence
Use available research capacity and evidence to 

conduct a thorough assessment of needs and 
constraints, etc.

Strengthening programs that use the available research capacity and 
evidence to address health system needs, constraints, and results can 
better guide planning and implementation, and allow for adaptation 
to local conditions (S3).

Constraints 
reduction plan

Apply existing research frameworks to assess and 
address constraints. Identify health system 
challenges and develop a specific plan to 
minimize constraints.

The evidence is moderate that the assessment of constraints, and the 
development of a plan to address constraints, were factors in the 
successful implementation of some specific strengthening 
interventions (S2).

Contracting out 
specific services

Switch to outside providers for certain noncore 
services.

This measure can work in different circumstances, but evidence about 
effects is conflicting (S3).

Drug logistics Finance, develop, and implement a strategy to 
ensure that health facilities have a continuous 
supply of essential drugs and provide training 
in drug prescribing.

There is conflicting evidence of success in implementing drug supply 
improvements and sustainable funding (S3). Implementation is very 
dependent on the situation and may have negative results if personnel
cannot prescribe essential drugs properly.

Leadership support and management structure
Leadership support Develop competent and committed leaders to 

implement a strategy through leadership 
training and careful selection.

There is moderate evidence that strengthening strategies often fail due 
to leadership without skills (S2). However, there is weak evidence that 
effective leadership development is necessary for implementing 
strengthening strategies (S4). The “right” leadership includes a clearly 
communicated mandate from top management that gives authority, 
resources, and accountability to leaders and teams throughout the 
organization, as well as respected “change champions” and 
implementation teams (S4).

Management 
structure

Develop management structure to implement 
the strategy while providing routine services.

Moderate evidence exists that strengthening strategies are less successful
when implemented under a management structure with weak delegation
authorities and accountability (S2).
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Stakeholder involvement and consultation
Broad-based 

consultation
Develop broad-based support of multiple 

stakeholders. Consult and involve interest 
groups at all stages.

Limited evidence is seen that implementation of interventions will be 
more effective with broad-based consensus-building and consultation 
of key actors (S3).

Limited evidence exists that some strategies have failed, in part, due to 
consultations organized in order to gain support and input regarding 
the details of the implementation process (S3).

Representation Develop and use representation from powerful 
groups who will support or oppose 
implementation.

There is limited evidence that most strategies are difficult to implement 
due to “organizational inertia.” Moderate evidence that some strategies 
are blocked or accelerated by powerful interest groups (S3).

Coordination and
community 
organization

Create and use formal networks and community
groups to help design, conduct, and monitor the 
implementation process.

Limited evidence exists that coordination with community groups and 
other agencies is effective in designing, implementing, and sustaining 
interventions (S3).

Flexibility and 
modification

Obtain continuous feedback and input from all 
stakeholder levels.

Continuous review and modification of the strategy are necessary 
(through local pilots, for example), particularly when the strategy is 
adapted to the local context (S4).

Local adaptation Adapt the intervention to the local context, 
drawing on the analysis of constraints, as well as 
previous research and experts in the field.

There is moderate evidence that most interventions require local 
adaptation. Leaders will need detailed advice/consultations from local 
experts to formulate the implementation process (S3).

Policy and 
institutional 
constraints

Identify and address current and impending 
policy and institutional constraints.

Implementers should be mindful of evolving policy and institutional 
constraints, which can be more serious than resource constraints (S5). 

Resource availability
Financial resources Ensure sufficient financial and human resources 

are available and can be made available to 
continuously support the implementation process.

Limited evidence exists that the financial and human resources required 
are often underestimated, in part because the implementation process 
becomes longer than anticipated (S3).

(continued)
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Increase finance to ministry of health if the public
health system has been historically underfunded 
and there is reason to believe that financial 
resources will be effectively spent on health care.

Limited evidence is seen that countries with good governance have been
able to effectively spend on health reforms or specific programs (S3). There
is evidence that increasing financial resources can be an effective means 
to create the conditions for other successful interventions (for example, 
infrastructure improvements, leadership and management support).

Create financial incentives for health workers to 
conduct specific tasks that are immediately 
required and for which there will be minor 
negative effects resulting from workers’ time 
being allocated from other activities.

The evidence is moderate that financial incentives can increase the task 
performance of health workers and organizations (S2), but potential 
negative side effects can occur if the strategy is not designed or 
implemented well.

Consider salary increases, particularly in situations 
with low employee morale or low compensation.

The evidence is limited (S3), but there is a strong rationale in many 
LMIC situations.

Human resources Increase workforce in total and possibly specific 
cadres (for example, midwives, doctors).

The evidence is limited (S3), but there is a strong rationale in many 
LMIC situations. 

Governance 
structure

Reduce the opportunities for corruption in 
transferring resources.

Understand fully the governance structure’s 
impact on strengthening strategies.

Learn from other settings with similar 
characteristics.

Studies show limited evidence that corruption above a certain level reduces
resources and increases the time needed for health services strengthening
(S3). There is evidence that implementers will need to understand how the
governance structure affects both the type of strengthening strategies
most likely to be effective, and the implementation process. Decision 
makers can learn most from other settings that share similar governance
characteristics (S5). 

Coordination of 
multiple-action 
strategies

Use actions of different types and levels if the 
management capacity and health systems can 
continuously coordinate them. 

There is some evidence that multiple actions at various levels can be 
more effective than single actions, but only if carefully planned and 
coordinated throughout the implementation process. There is some 
evidence that more complex strategies cannot be adequately 
managed by some LICs (S3).

Source: Authors. 
Note: The level of research support is based on the criteria in table 5 in the Overview: S1 = strong; S2 = moderate; S3 = limited; S4 = evidence of implementation only; 
S5 = descriptive studies only.

Table 1.5  Summary of Recommendations Based on Review  

Theme Recommendation Implications (and level of research support)

(Continued)50



Implications for Decision Makers

The review found a weak evidence base for claiming success of any partic-
ular health services strengthening strategy in one LMIC. There is even less
evidence to expect the same results in another country, and most evidence
points to the need to adapt any strategy to the local context. Although this
provides considerable room for additional research, the focus of this
review is on the implications for decision making.

The research gives a basis for preliminary suggestions on how decision
makers can try to strengthen health services. Table 1.5 presents recom-
mendations, based on the review, that are intended to guide decision
makers in designing and implementing strategies to strengthen health
services delivery. 
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Annex 1.1 Electronic Databases Searched

• PubMed (http://www.ncbi.nlm.nih.gov/entrez/query.fcgi)
• CINAHL (http://www.cinahl.com/)
• Eldis/HRC Health Systems Resource Guide (Open access at:

http://www.eldis.org/healthsystems/)
• Cochrane Library (http://www.cochrane.org/index0.htm)
• Campbell Collaboration (http://www.campbellcollaboration.org/

Fralibrary.html)
• European Observatory for Health Systems and Health Policy

(http://www.euro.who.int/observatory)
• Best Evidence (ACP Journal Club) (http://www.acponline.org/catalog/

journals/acpjc.htm)
• York Database of Abstracts of Reviews of Effects (DARE)

(http://www.york.ac.uk/inst/crd/darehp.htm)
• Web of Science (http://sub3.isiknowledge.com/error/Error?Domain=

isiknowledge.com&Params=DestApp%3DWOS%26Func%3DFrame
&Error=IPError&Src=IP&PathInfo=%2F&RouterURL=http%3A%2F
%2Fisiknowledge.com&IP=69.251.2.250)

• Management Sciences for Health “The managers resource”
(http://erc.msh.org/)

Annex 1.2 Key Search Terms

The health services strengthening review included an in-depth search of
the following terms: “health services” OR “delivery of health care” OR one
or more of the following search terms and country codes.

Other Key Search Terms
quality improvement; quality management systems; total quality manage-
ment; continuous quality improvement; quality assurance, health care;
quality of health care; quality collaborative; quality indicator comparisons;
benchmarking; balanced scorecard; re-engineering; quality strategy; patient
safety; patient risk management

community based services; community driven services; community
mobilization; community empowerment; coalitions; community based
organizations; local nongovernmental organizations; consumer groups; con-
sumer advocacy; consumer courts; consumer protection; conditional cash
transfers; demand side financing; demand creation; vouchers; co-payment;
co-production; peer support; community scorecards
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contracting; regulation; accreditation; licensing; compact; service
agreements; public-private partnership; stewardship; oversight; certifi-
cate of need

Countries
afghanistan OR bangladesh OR benin OR bhutan OR burkina faso OR
burundi OR cambodia OR cameroon OR central african republic OR chad
OR comoros OR congo OR the democratic republic of congo OR cote
d’ivoire OR eritrea OR ethiopia OR the gambia OR ghana OR guinea
OR guinea-bissau OR haiti OR india OR kenya OR democratic repub-
lic of korea OR kyrgyzstan republic OR lao pdr OR lesotho OR liberia
OR madagascar OR malawi OR mali OR mauritania OR moldova OR
mongolia OR mozambique OR myanmar OR nepal OR nicaragua OR
niger OR nigeria OR north korea OR pakistan OR papua new guinea
OR rwanda OR sao tome and principe OR senegal OR sierra leone OR
solomon islands OR somalia OR sudan OR tajikistan OR tanzania OR
timor leste OR togo OR uganda OR uzbekistan OR vietnam OR yemen
OR republic of yemen OR zaire OR zambia OR zimbabwe 
OR albania OR algeria OR angola OR armenia OR azerbaijan OR
belarus OR bolivia OR bosnia and herzegovina OR brazil OR bulgaria
OR cape verde OR china OR colombia OR cuba OR djibouti OR
dominican republic OR ecuador OR egypt OR arab republic of egypt
OR el salvador OR fiji OR georgia OR guatemala OR guyana OR honduras
OR indonesia OR iran OR islamic republic of iran OR iraq OR
jamaica OR jordan OR kazakhstan OR kiribati OR macedonia OR fyr
of macedonia OR former yugoslav republic of macedonia OR maldives
OR marshall islands OR micronesia OR federated states of micronesia
OR morocco OR namibia OR paraguay OR peru OR philippines OR
romania OR samoa OR serbia and montenegro OR sri lanka OR suriname
OR swaziland OR syrian arab republic OR syria OR thailand OR tonga OR
tunisia OR turkmenistan OR ukraine OR vanuatu OR west bank and gaza
OR american samoa OR antigua and barbuda OR argentina OR barbados
OR belize OR botswana OR chile OR costa rica OR croatia OR czech
republic OR dominica OR equatorial guinea OR estonia OR gabon OR
grenada OR hungary OR latvia OR lebanon OR libya OR lithuania OR
malaysia OR mauritius OR mayotte OR mexico OR northern mariana
islands OR oman OR palau OR panama OR poland OR russian federation
OR seychelles OR slovak republic OR south africa OR st. kitts and nevis
OR st. lucia OR st. vincent and the grenadines OR trinidad and tobago OR
turkey OR uruguay OR venezuela OR bolivariana republic of venezuela
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OR developing countries OR less developed countries OR third-world
countries OR under-developed countries OR poor countries OR less devel-
oped countries OR under developed countries OR less developed nations
OR third world nations OR under developed nations OR developing
nations OR poor nations OR poor economies OR third world economies
OR developing economies OR under developed economies OR less devel-
oped economies OR burma OR czechoslovakia OR democratic republic of
congo OR french guiana OR east timor OR laos OR north korea OR ivory
coast OR republic of georgia OR republic of yemen OR republic of zaire
OR slovakia OR soviet union OR surinam OR ussr OR west samoa OR
yugoslavia OR zaire OR asia OR west indies OR polynesia OR micronesia
OR middle east OR africa OR latin america OR central america OR south
america OR caribbean OR west indies region OR hispanico OR southeast
asia OR sub-saharan africa OR eastern europe OR the Balkans

Annex 1.3 Studies Reviewed
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Summary

Objective: To develop and analyze a database of studies that define
strategies to improve health organization performance and to iden-
tify strategies with demonstrated effectiveness in improving orga-
nizational outcome measures, both clinical and managerial.

Methods: A systematic review was conducted of published litera-
ture from electronic databases addressing the performance of health
organizations in LMICs. Studies were classified according to
strength and quality of study design, and outcomes summarized.
Median effect sizes were calculated from RCTs and NRCTs.

Key messages:

• The strategies for improving the performance of health organi-
zations, including human resource strategies, are not likely
reproducible in detail across countries.

(continued)



Reasons for Conducting the Review

In the quest to improve the health of populations, organizations that pro-
vide health services play a critical role. The way in which health services
are organized and delivered determines the overall performance of the
health system and impacts the health of the population (Berwick 2004).
Despite enormous investments in the health sector by national govern-
ments and funding agencies, the returns have not been satisfactory in
achieving the targets for the MDGs. Although there has been consider-
able debate about the obstacles to be overcome in order to improve the
performance of health systems (Travis et al. 2004), relatively little is
known about the strategies that health services organizations can, in fact,
take to overcome them.

Many different types of organizations deliver health services in
LMICs. These include ministries of health, not-for-profit nongovernmen-
tal organizations (NGOs), and private for-profit organizations. They may
also have a wide-ranging scope of services and scale of operations, rang-
ing from a single clinic providing a limited set of health services, to net-
works of providers of different levels of services, to entire countries. A
plethora of published and gray literature covers the multiple small-scale
and fragmented initiatives that, addressing specific deficiencies, have
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• Many methods seem to improve overall organizational
 performance—there are no blueprints.

• Strategies involving organizational change had widely variable
results.

• Provider-based performance improvement strategies seemed to
hold the most promise, with a large effect size.

• The types of strategies were usually not the same, even when
 carrying similar labels.

• Although conclusions are plausible, it is unrealistic to claim prob-
abilistic statements about the magnitude of change attributable
to particular strategies.

• It was impossible to tell which approaches are more successful or
sustainable, given the small number of studies involved, and the
fact that few organizational changes were really comparable to
each other.



been implemented by health services organizations. Many of these initia-
tives involved a specific disease-control program or a particular depart-
ment of a health facility or health ministry. However, there has not been
a systematic synthesis of the empirical evidence on which approaches
are effective in improving overall performance of a health organization
in LMICs. Most disease-control projects or programs examine a limited
range of results related to their specific interests, and do not look at how
their activities may contribute to success or failure of other programs or
parts of the organization.

Although there are many examples of successes of short-term meas-
ures from categorical programs, such as those related to disease-control
programs, systemwide deficiencies impede the overall performance of
ministries of health and other organizations, and therefore have less
impact on other health conditions or on broader measures of organiza-
tional performance related to efficiency or equity. The international com-
munity is increasingly concerned about how categorical programs can
affect other parts of a health system (McKinsey & Company 2005;
Stillman and Bennett 2005); alternative approaches concerned with
improving the overall performance of health organizations are not well
known. Many assessments of organizations focus on a narrow range of
clinical results or on a set of managerial processes. If health organizations
are to provide a platform for implementing better targeted priority health
programs, more needs to be known about how they can improve their
overall ability to deliver services and improve health outcomes. A more
balanced assessment of health services organizations is required, one that
can more broadly represent their performance.

Myriad factors are known to affect the ways in which organizations
provide care in accordance with clinical standards. These result in defi-
ciencies in diagnosis, treatment, counseling, and recording of clinical
results. Efforts have been made to improve clinical outcomes and per-
formance using many innovative strategies, and benchmarking successes
from the industrial economies. However, it is not clear which of these
strategies, if any, can be reproduced across different types of health organ-
izations in LMICs.

Other system constraints involve the inputs into organizations, includ-
ing human and financial resources, or the lack of infrastructure that exac-
erbate the ability of health organizations to provide care. Some of the
major determinants of the performance of any organization are its man-
agement and organizational structures. Major efforts have been under-
taken to establish a conceptual framework of health systems performance
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assessment and to foster further development of tools to measure the
components (Murray et al. 2003). Decision makers in LMICs require
appropriate decision-making tools to determine the appropriate, cost-
effective choices.

The World Health Organization (WHO) has paid some attention to
the question of making health systems work (WHO 2005). It highlights
various concerns common to central decision makers, including insuffi-
cient managerial expertise and the lack of information on how health sys-
tems could perform better. It recommends multiple strategies for systems
strengthening.

However, systematic evidence about which approaches will work bet-
ter is still needed, so that government and health organization decision
makers can make appropriate choices.

Objectives of the Review

The purpose of this review is to assess the global evidence from published
literature on strategies intended to improve the delivery of health services
and related aspects of performance of organizations from the public
health sector, NGOs, and other private sector health organizations in
LMICs. The specific objectives are to

• develop and analyze a database of studies that define strategies to
 improve the performance of health organizations, defined by a bal-
ance of both clinical and managerial outcomes; and

• identify strategies that have demonstrated effectiveness in improving
organizational outcome measures, both clinical and managerial.

Methods Used

The review method described by Grimshaw et al. (2004) was adapted
and modified for performing the systematic review, as briefly described in
the Overview (in the section, Systematic review methods). In this review,
the first stage of review of articles on performance of health organizations
involved an analysis of the frameworks used to assess organizational per-
formance in order to identify how determinants and outcomes of health
organizations would be systematically reviewed (annex 2.1), which were
compared by an external panel of experts and incorporated in the study
protocol (see annex 2.2 for key terms searched). A simple conceptual
framework was then devised for measuring organizational performance in
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LMICs for this analysis (figure 2.1). Studies that examined strategies to
address organizational performance were included. Outcome measures
were categorized into clinical and managerial measures, and studies that
reported on both were included (listed in annex 2.3). 

The following major criteria were applied to determine if a study was
to be included in the review:

• The study described strategies at a national, state, or local level, but
not strategies pursued only at an individual health facility.

• It described measurable indicators of performance of the organization
that represents the entire organization, or at least two or more differ-
ent departments, services, or programs of the organization.

• The study described measurable performance (of the health organiza-
tion) that addresses at least three dimensions of performance: two or
more clinical and one or more managerial. The indicators (or compos-
ite indicator) would be included in the outcome domains described in
table 2.1.

• RCTs, NRCTs, uncontrolled BATs, time-series studies, case-control
trials, or cross-sectional studies comparing two or more groups based
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Figure 2.1  Conceptual Framework for Health Organization Performance Review

Source: Authors.
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on outcome measures were included for review. A study that provided
only cross-sectional or descriptive data with no comparison groups was
excluded from the review. Hence a study that was cross-sectional with
no measure of performance outcome prior to the intervention or no
comparison group was also excluded.

• Since the review focused on strategies that improved organizational
performance, a study that only reported impact on a specific disease or
service department and did not include the entire organization or
other service department was excluded.

The search strategy resulted in 127,438 citations to be screened for
possible relevance. The resulting 10,891 titles and abstracts were then
reviewed independently by two trained reviewers to assess whether they
met the inclusion criteria, resulting in 1,493 possible papers for full text
review, of which 1,224 papers could be located. Of the total number of
papers reviewed, only 94 met the inclusion criteria for detailed abstrac-
tion and analysis, but since some of them reported findings in several
countries, the total number of studies included was 98. As described in
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Table 2.1  Classification of Clinical and Managerial Outcomes 

Clinical outcome Managerial outcome

1. Composite population health measures
(disability-adjusted life years, quality-
adjusted life years)

2. Mortality, case fatality
3. Morbidity, health status, cure rate
4. Disease incidence and/or prevalence
5. Complications (nosocomial infection, 

postsurgical wound infection)
6. Technical efficiency of care (accuracy of

screening, diagnosis, treatment, 
counseling, compliance/adherence to 
clinical or evidence-based standards, 
safety, rate of medication error, 
postsurgical wound infection)

7. Other (percentage of bacterial 
resistance)

1. Health care coverage, utilization, 
accessibility

2. Financial performance (funding, cost-
effectiveness, subsidies, return on assets)

3. Patient and client perspective (adherence,
satisfaction, perceived service quality, 
behavior)

4. Staff or internal perspectives (staff 
turnover, provider satisfaction, provider
knowledge, human resource issues)

5. Managerial efficiency (production 
efficiency, efficiency gains, reduced
wastage, allocative efficiency, accessibility,
coverage, overcrowding, physician/
nonphysician ratios, providers per 1,000
population, admissions, cross-sectoral 
indicators, stockouts)

6. Other (equity, market share, mission, 
strategy)

Source: Authors. 



the Overview, studies were classified according to the strength of the
study design, the quality of the study, and the outcomes that were found.
For making consistent comparisons about outcomes across studies, a
median effect size was calculated from the RCTs and NRCTs, which is
consistent with making inferences about the probability and plausibility
of findings (also discussed in the Overview).

Main Findings

The most obvious finding is that among the vast amount of health litera-
ture, remarkably little research measures multiple dimensions of perform-
ance of health organizations in LMICs. The final database of studies
covered a wide range of strategies, and included 11 RCTs, 20 NRCTs,
27 uncontrolled BATs, 24 case-control studies, and 5 time-series studies.

A wide variety of organizational strategies were used to try to improve
performance, as shown in table 2.2. Human resource strategies were the
most common, followed by management of inputs. Studies assessing pub-
lic oversight strategies were least likely to be assessed. Although strategies
to reorganize public providers are very commonly pursued, the fact that
only 14 of the studies evaluated them suggests that they are not frequently
exposed to rigorous evaluation.

Strategies were also delivered in multiple combinations. Fifty-six per-
cent of all the studies reported using multiple strategies during the study
period, with up to eight specific strategies recorded in some studies. Each
study essentially demonstrated, individually, that it used a set of strategies
that is a different trial and that is not replicated elsewhere, while together
the set of studies demonstrated many different ways to improve perform-
ance of organizations in different contexts. None of the strategies for
improving the performance of health organizations was reproduced
across studies in a way allowing for combining results at a detailed level.
More important, the strategies are likely not reproducible. Unlike a sim-
ple intervention (such as a pill in medicine or a single intervention in pub-
lic health), the types of strategies that are used to improve multiple
dimensions of performance of an organization (as defined in a minimal
way in the review) are not the same, as they evolve differently and are
implemented differently, even when they have similar labels. About half
the studies (47 percent) were designed to specifically overcome con-
straints identified by their organization.

Nearly all the published papers reported positive findings for the pri-
ority outcomes. Even among those studies with stronger designs (RCTs,
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Table 2.2  Number of Studies Employing Specific Strategies to Improve 
Performance (All Studies)

Organizational strategy Frequency % of studies

Public oversight strategies
Contracting out                 3             2
Enforcement approaches                 3             2
Accreditation                 3             2
Accountability                 1             1

Provider strategies: Human resources
Training of health provider (in-service 

and on the job)               51         52
Peer learning                 4             3
Team building and peer support                 2             1
Career or personal development                 1             1

Provider strategies: Performance improvement or input management
Guidelines, standards               16         10
Supervision               10             7
Medical audit                 1             1
Provision of additional financial resources                 1             1
Financial management                 4             3
Pharmaceutical management                 3             2
Total quality management                 2             1
Critical pathway/clinical pathway                 2             1
Monitoring health status/health 

information                 2             1
Quality assurance                 1             1
Continuous quality improvement                 1             1
Quality design                 1             1
Facility management systems                 1             1
Job aids/reminders/decision support                 1             1

Provider strategies: Public provider reorganization
Decentralization                 8             5
Integration of service delivery                 4             3
Vertical program introduction                 1             1
Redesign/Re-engineering                 1             1

Household and community empowerment
Community education                 9             6
Community capacity for care                 6             3
Community driven services                 4             3
Community mobilization/empowerment                 4             3
Client provider interaction                 1             1
Health education of patients                 1             1
Community based health info system                 1             1

Source: Authors. 
Note: Studies may employ more than one type of specific strategy.



NRCTs, and BATs), 93 percent had positive outcomes. Given that many
studies employed multiple strategies and examined multiple outcomes,
these findings are remarkable. This high rate of positive results raises sus-
picions of publication bias (Dickersin 1990; Ioannidis 2005; Rosenthal
1979; Sackett 1979; Scargle 2000), and limits our ability to even crudely
test if some broad strategic areas are more successful than others.

An analysis of studies of the strongest study designs (RCTs and
NRCTs) showed a wide range of effect sizes, most of which were posi-
tive, though only small numbers of studies were available to compare
each type of strategy (table 2.3). As a group, provider-based performance
improvement strategies seemed to hold the most promise with a large
effect size (which was statistically significant at p<0.05). This group of
strategies included efforts to improve supervision and introduce guide-
lines for health care providers. In-service training also looked promising,
particularly among the RCTs. Finding that training can be successful is
not particularly surprising in the context of efforts to improve the per-
formance of health organizations. Of course, the content, quality, duration,
and modality of training are likely to be very different across settings, and
would not be expected to have simply reproducible effects.

It is also useful to know how strategies to change health organizations
are directed. Are they driven from top leadership in the organization, or
do they involve bottom-up processes from managers and staff in the organ-
ization? Do they represent radical changes from the way the organization
has functioned in the past, or are they introduced incrementally? Where
information was available, the majority of health organizations and strate-
gies were identified as donor driven or top-down, and seldom engaged the
managers of the health systems or front-line providers (table 2.4). None of
the studies described the changes as originating from either clients or from
front-line workers. Most of the studies involved an incremental rather than
radical change to the organization. Unfortunately, it is not possible to tell
which approaches are more successful or sustainable, given the small num-
ber of studies involved, and the fact that few organizational changes are
really comparable to each other.

Main Limitations

Systematic reviews have several inherent limitations and weaknesses,
and therefore the findings have to be interpreted with caution when one
generalizes the effectiveness of the strategies employed. As a body of
research, the quality of papers examined was not very strong, as the
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Table 2.3  Median Effect Sizes for Strategies Used to Improve Organizational Performance

Randomized 
controlled trials

Nonrandomized 
controlled trials Total

Detailed strategy (n)
Median effect

size (%) P value
Median effect

size (%) P value
Median effect

size (%) P value

Public oversight strategies         4       –14       –0.5         –14.5
Contracting out         1       –0.5           –0.5
Enforcement approaches         3       –14         –14
Provider strategy: Human resources       25         42.6       0.22       –0.24         0.70           42.36       0.74
Training of health provider (in-service 

and on the job)
      23         88.59       0.004       –0.238         0.70           88.35       0.43

Peer learning         2       –46         –46
Provider strategy: Performance 

improvement or input management
      11         63.3       12.92         0.55           76.22       0.02

Guidelines, standards         4         41.8           0.625           42.43
Supervision         5         21.5           2.32           23.82       0.28
Financial management         2           9.97             9.97
Provider strategy: Public provider 

reorganization
        5       –4.5           –4.5

Decentralization         3       –4.48           –4.48
Redesign/re-engineering         2       –0.023           –0.023
Household and community

empowerment
        7           0.20       –3.87         0.39           –3.67       1.00

Community education         1           0.202             0.202
Community capacity for care         6       –3.87         0.39           –3.87       0.28

Source: Authors. 
Note: P values were determined from a nonparametric test (Mann-Whitney) because of highly skewed data, comparing use of strategy to nonuse of strategy when there were more than
five studies with a strategy. More than one strategy could be employed per study.
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majority of papers failed to describe the factors needed to assess the
quality of their data (table 2.5). Even among those with stronger designs,
such as the RCTs and NRCTs, most failed to describe the details of the
study’s design and of the strategies’ implementation. Although the con-
clusions are still plausible in that the strategies employed led to positive
results, it is unrealistic to claim probabilistic statements about the mag-
nitude of change that can be attributed to particular strategies.
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Table 2.4  Approach to Organizational Change (RCTs and NRCTs Only)

Total

Approach used (n)
Median 

effect size (%) P value

Top-down origin 25                         2.50       .5
Bottom-up origin 2                         0.93       .9
Not described 4                       –1.06       .6
Incremental change in implementation 20                         3.00       .4
Radical change in implementation 6                         1.84       .6
Not described 5                       –2.10       .1

Source: Authors.
Note: P values were determined from a nonparametric test (Mann-Whitney) because of highly skewed data; this
test compared use of an approach to its nonuse.

Table 2.5  Quality of Studies Reviewed (All Studies)

Quality of study design factor %

Controlled for confounding factors           24
Reported characteristics of control and treatment groups           29
Characteristics of control and treatment groups similar           23
Blinded assessment of outcome             4
Completeness of dataset           27
Concealment of allocation             2
Follow-up of patients             3
Follow-up of health organization           23
Intervention independent of other changes             1
Intervention unlikely to affect data collection           24
Outcomes at baseline: no difference between the groups

Baseline values reported             6
Qualitative description reported indicating no differences             4
Statistical tests reported indicating no differences             5

Protection against contamination           11
Reliable outcome measure           51
Described limitations to generalizability           27
Analysis appropriate for sampling method           35
Cost data reported           27

Source: Authors.



Nearly all the studies reported positive outcomes (97 percent), even
if the median effect size of the primary outcomes was not positive. The
suspicion of publication bias is not new, and it is important to recognize
that its effects tend to be more important when there are few studies that
have been conducted in the field, and where each study analyzes differ-
ent interventions or outcomes (Dickersin 1990; Ioannidis 2005;
Rosenthal 1979; Sackett 1979; Scargle 2000).

There are also many studies on health services in LMICs that were
not included in this review. Many of the studies that were removed in
the screening process involved popular programs and health services
that did not look across other health services or aspects of organizational
performance. Categorical programs with extensive donor funding, such
as HIV/AIDS, family planning, tuberculosis (TB), and child and repro-
ductive health, have a considerable literature, but in most cases the
research focuses on the disease aspects of the program rather than the
organizations that deliver care.

The published studies are likely to have support from donor agencies
and academic institutions, and documents on organizational interven-
tions in LMICs are unlikely to be available to the public, as these are
government documents and seldom posted for public consumption.
Most reports on performance of health systems and organizations are
likely to be available at the country level or from the multinational
agencies supporting these efforts. Although attempts were made to con-
tact several of these, the response rate was unsatisfactory and therefore
the gray literature, which might have provided useful insights into the
effectiveness and utility of the performance strategies, was excluded
from this review.

Misclassification of strategies is a concern in this type of review. The
review team made efforts to standardize the commonly used strategies
and terms through the use of a glossary, training of reviewers, and inde-
pendent analysis of studies followed by comparison and discussion with
the team leader and advisory committee. Even during the data abstraction
phase there was considerable ambiguity between authors’ perceptions or
specific organizational norms and universally accepted definitions. Even
with these cross-checks, it was apparent that most strategies and their
outcomes are unique to the type of health service organization and con-
text in which they occur. Inferences must be drawn cautiously before
they are generalized.

In addition to these inherent methodological limitations, Smith (1993)
cautions on the interpretations of performance as they may be based on
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management incentives. He also addresses the issues of “tunnel vision”
where organizations tend to focus on certain clinical areas to the detri-
ment of others, of pursuit of narrow objectives within a single organiza-
tional unit, of myopia or a focus on short-term issues with no
consideration of long-term sustainability, and of misinterpretation of data
due to errors in reporting.

Implications for Decision Makers

This review suggests that there are no blueprints for improving the per-
formance of health organizations in LMICs. Although there are not
nearly as many studies examining how to improve overall organizational
performance as there are studies on specific health interventions or out-
comes, the studies reviewed here suggest there are many ways to
improve overall organizational performance. There do not seem to be
specific strategies or program variables that lead to success. The public
sector, NGOs, the private sector, and partnerships have all been seen to
make improvements, and each strategy seems particular to the context
in which it has been implemented. Both targeted and broad-based
approaches work, along with single components and multiple strategies.
Strategies relying on government oversight, strengthening human
resources, strengthening management systems, public sector reorganiza-
tion, community empowerment, and financing systems have all been
shown to work. 

Strategies involving organizational change have widely variable results.
As seen in the literature, organizations tend to take on significant institu-
tional change for one of four reasons: the organization is experiencing
serious performance problems, new programs and/or product lines are
developed, there is a change in leadership, or there are changes in the
environment that directly influence internal policies (Leatt et al. 1997).

Whereas it was difficult to assess these factors in the research, they
clearly have implications for the possibilities of success. An organiza-
tional change strategy is unlikely to be reproducible in much detail
across countries, and its implementation would also be highly dependent
on the leadership, organizational culture, and level of trust within the
organization. Recognizing this factor suggests that leaders of change
should think carefully about their own context, and be careful to moni-
tor what happens within their organizations and their environment as
change occurs. In this respect, the types of models listed in annex 2.1 may
be helpful for organization managers to think about where to intervene
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and to monitor effects, both within their organization and among key
stakeholders and markets.

In recent years, there has been more emphasis on promoting and mon-
itoring change across the health sector, which usually involves several types
of health services organizations. In particular, sectorwide approaches
(SWAps) have been organized to introduce change with a national scope
(Cassels 1997; HLSP Institute 2005). Similar to the strategies reviewed
here, the types of organizational changes promoted through SWAps are
highly specific to the country context. Whereas most SWAps involve rou-
tine review (usually annual) of sector progress, it is not clear that these
approaches have been consistently used to promote change across the sec-
tor. Other innovative approaches for monitoring strategies in the sector
have involved the adaptation of the balanced scorecard, which has been
effectively used to identify and solve a range of organizational and service
delivery problems at national and provincial levels for several years in
Afghanistan (Peters et al. 2007; Hansen et al. 2008; see also chapter 9).

These studies represent only a small fraction of the number of times
these organizational improvement strategies have actually been used in
health organizations in LMICs. One important implication is that most
organizational reform efforts are not being well evaluated and reported.
If policy makers and managers are to learn from the past and current
efforts, more consistent and better quality evaluation will be needed.
What these studies have in common is the measurement of successful
results. Although it is not clear that the lack of negative findings is due
to publication bias against those studies that do not find improvement,
it also appears that the measurement of outcomes is itself a critical part
of success.
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Model Performance outcome measures

Baldridge Framework 
(Goldstein and 
Schweikhart 2005) 

Health care and services delivery; patient and customer focus; 
financial and market results; human resources; organizational
effectiveness; leadership; and social response

Balanced Score Card 
(Kaplan and Norton 1996)

Customers, and financial and business processes; and learning
and growth

Annex 2.1 Outcome Measures of Selected Health Organization 
Performance Models

(continued)
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Model Performance outcome measures

Donabedian (1998) Structure, process, and outcome in clinical care; financial, 
and human resources management; and effectiveness, 
productivity, and efficiency

European Foundation 
for Quality Management 
(WHO 2003)

People satisfaction; customer satisfaction; impact on society;
business results

Adapted EFQM based on
PATH (Vallejo et al. 2006)

Customer focus; safety; leadership and constancy of purpose;
clinical effectiveness; responsive governance; staff; results 
orientation; and partnership development

IDB and IDRC Institutional 
and Organizational 
Assessment (Lusthaus 
et al. 2002)

Effectiveness in fulfillment of mission (achievements, 
organizational productivity, clients served, quality of services,
and service performance); efficiency in fulfilling mission (rates,
costs/services, turnover, absenteeism, outputs, administrative
efficiency); relevance (adaptation to mission, meeting 
stakeholder needs, adaptation to environment); financial 
viability (diversification of funding sources, profitability over
time [for-profit] and surplus over time [non-profit])

Maxwell Expanded
(Maxwell 1984)

Effectiveness; efficiency; equity; equality; appropriateness; 
acceptability; accessibility; responsiveness; economy; choice;
and ethical considerations

UK Performance 
Assessment Frame work
(Ferlie and Shortell 2001)

Effective delivery of appropriate health care; efficiency; patient
and carer experience; health outcome; fair access to services;
and health improvement

WHO Health System 
Performance (Murray 
and Evans 2005)

Overall health; distribution of health; overall level of 
responsiveness (how it meets clients expectations, 
interpersonal relationships, waiting times); distribution of 
responsiveness; and financial contribution

WHO Euro Hospital 
Performance (Veillard 
et al. 2005)

Clinical effectiveness (re-admission rate, mortality, 
complication rate, appropriateness, length of stay disease
specific, quality improvement, evidence-based processes); 
safety (hospital-acquired infections, falls, bed sores); patient
centeredness (waiting time, equity of access, patient rights,
patient perception); production efficiency (disease-specific
length of stay); staff orientation (turnover rate, absentee rate);
and responsive governance

Handler et al. (2001) Efficiency; effectiveness; and equity
OECD Health Care Quality 

Indicators Project
(Arah et al. 2006)

Organizational motivation (history, mission, culture, 
incentives/rewards); environment (administrative, political, 
social/cultural, economic, stakeholder); organizational 
capacity (strategy, leadership, structure, human resources, 
financial management, infrastructure, program management,
process management. interorganizational linkages); and 
organizational performance (effectiveness, efficiency, 
relevance, and economic and financial viability)

Source: Complied by authors.



Annex 2.2 Key Search Terms

The following delineates the key search terms used for the performance
review:

Type of Health Organization or Health Provider
ambulatory care OR CBO OR “community based” OR organization OR
“community health practitioners” OR “community health services” OR
“community health” OR “volunteers” OR “community health workers”
OR “community-based organization” OR “district health system” OR “dis-
trict hospital” OR “doctors” OR “faith-based organization” OR FBO OR
“health care organization” OR “health center” OR “health facility” OR
“health personnel” OR “health posts” OR “health service organization”
OR “health systems” OR “health workers” OR hospital OR “managed
care” OR “medical students” OR “midwives” OR “ministry of health” OR
“ministry of public health” OR NGO OR “nongovernmental organiza-
tion” OR “nurse midwives” OR “nurse practitioners” OR paramedical OR
“pharmaceutical services” OR pharmacy OR physicians OR “primary
health care” OR “primary health centre” OR “private voluntary organiza-
tions” OR providers OR “provincial health system” OR PVO OR “regis-
tered nurses” OR “traditional birth attendants” OR “traditional health
workers” OR “trained birth attendants”

Strategies or interventions. accountability OR accreditation OR “action
learning” OR “adherence” OR “alternative health delivery” OR Audit OR
authorization OR “automatic stop order” OR autonomization OR “bal-
anced scorecard” OR “banning drug” OR “banning formulation” OR
benchmarking OR branding” OR “branding private” OR providers OR
“capital finance” OR capitation OR “capitation fee” OR “career develop-
ment” OR “career experience” OR “career management” OR “case man-
agement map” OR “certificate of need” OR “client provider interaction”
OR “client satisfaction” OR “clinical decision support system” OR “clini-
cal guidelines” OR “clinical pathways” OR “clinical peer review” OR “clin-
ical practice” OR coalitions OR collaboratives OR “commercial health
insurance” OR communication OR “community capacity for care” OR
“community driven services” OR “community education” OR “community
empowerment” OR “community engagement” OR “community financ-
ing” OR “community governance” OR “community improvement” OR
“community information” OR “community input” OR “community insur-
ance” OR “community management” OR “community mobilization” OR
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“community partnership” OR “community scorecards” OR “commu-
nity-based health insurance” OR “community-based services” OR com-
pact OR competence OR compliance OR “computer based training” OR
“computerized medical records” OR “computerized standardized medical
records” OR “conditional cash transfers” OR “consultation fee” OR “con-
sumer advocacy” OR “consumer courts” OR “consumer groups” OR “con-
sumer management” OR “consumer protection” OR “consumer ratings”
OR “contacting-out services” OR “continuing education” OR “continuous
quality improvement” OR contracting OR “contracting with incentives”
OR “contracting-in services” OR “contracting-out services” OR “control of
corruption” OR cooperation OR co-payment OR COPE OR co-produc-
tion OR “cost benefit” OR coverage OR “critical pathway” OR “cross
functional teams” OR “culture” OR “customer strategies” OR decentraliza-
tion OR “decision rights” OR deconcentration OR delegation OR “dele-
gation of authority” OR “demand creation” OR “demand side financing”
OR DHMT OR “disability benefits” OR dissemination OR “district health
management teams” OR “district management teams” OR “drug thera-
peutic committee” OR “drug utilization evaluation” OR “drug utilization
review” OR DTPS OR education OR “employee benefit management”
OR “employee recognition program” OR “employee relations” OR
“employee relationship management” OR “employer-based health insur-
ance” OR “employment benefits” OR “enforcement approaches” OR
“enterprise-based health insurance” OR “essential drug” OR “estate man-
agement” OR “ethical considerations” OR “evidence based guidelines” OR
“evidence based practice” OR “external environment” OR “external finan-
cial management” OR “external management” OR “facilities maintenance”
OR “facilities management systems” OR “facilities rebuild” OR “facilities
repair” OR “facility structural factor” OR “fair access” OR fairness OR
“federal grant” OR “fee exemptions” OR “fee for service” OR “fee
increases” OR “fee per drug item” OR “fee reduction” OR “financial disci-
pline” OR “financial incentives” OR “financial management” OR financ-
ing OR franchising OR “full time work” OR “functional teams” OR
“funding mechanism” OR “generic substitution” OR “global health initia-
tives” OR governance OR “government effectiveness” OR “government
financing” OR guidelines OR “health care costs” OR “health education”
OR “health information systems” OR “health insurance” OR “health pro-
fessional education” OR “health service performance reporting” OR
“health systems research” OR holidays OR “hours of work” OR “human
adaptability” OR “human performance improvement” OR “human
resource” OR “in service training” OR “incentive payment” OR incentives
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OR “information access” OR “institutional capacity” OR institutionaliza-
tion OR “insurance premiums” OR “integration of service delivery” OR
“integration of services” OR “interdisciplinary care” OR “internal financial
management” OR “internal management” OR “inventory management”
OR “job aids” OR “Just in time training” OR “Justice” OR “kit systems” OR
“lead teams” OR leadership OR “lean sigma” OR “legal status” OR licens-
ing OR “local grant” OR “macroenvironment strategies” OR “maintenance
systems” OR “management information systems” OR “management infra-
structure” OR “managerial decision rights” OR manpower OR “market
environment” OR “market exposure” OR marketing OR “maternity ben-
efits” OR “maternity leave” OR “medical audit OR “medical education”
OR “medical equipment” OR “inventory management” OR “medical
equipment systems” OR “medical savings account” OR “medical technol-
ogy assessment systems” OR mentoring OR “mentoring program” OR
“mid level cadres” OR “minimum wage” OR “mobilizing private funds”
OR “monitoring health status” OR motivation OR “night work” OR “nurs-
ing education” OR “occupational safety management” OR “on the job
training” OR organization OR “organizational climate” OR “out of pocket
payment” OR oversight OR “overtime work” OR ownership OR “para-
medical education” OR “part time work” OR “partnership defined qual-
ity” OR “patient bill of rights” OR “patient involvement” OR “patient
provider interaction” OR “patient provider relationship” OR “patient risk
management” OR “patient safety” OR “patient satisfaction” OR “pay for
performance” OR “payment mechanism” OR “PDCA cycle” OR “peer
learning” OR “peer review” OR “peer support” OR “people management”
OR “performance based pay” OR “performance collaborative” OR “perfor-
mance improvement” OR “performance incentive” OR “performance
measurement” OR “performance monitoring” OR “performance-based
pay” OR “personal development” OR “personal health savings” OR “per-
sonnel development” OR “pharmaceutical management” OR “pharmacol-
ogy education” OR “physician education” OR “physician/non-physician
ratios” OR “PI teams” OR “policy and strategy resources” OR “policy
resources” OR “political stability” OR “pooling revenue” OR “positive
deviance” OR “preadmission criteria” OR “pre-packaging” OR prepay-
ment OR “pre-service training” OR “preventive health care” OR “printed
management information register” OR “printed management information
system” OR “prior authorization” OR “private financing” OR “private
health insurance” OR “problem solving” OR “process improvement”
OR productivity OR promotion OR “provider patient interaction” OR
“provision of facility” OR “provision of medical equipment” OR “public
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financing” OR “public goods” OR “public private partnership” OR qualifi-
cation OR “quality assessment” OR “quality assurance” OR “quality award”
OR “quality circles” OR “quality collaboratives” OR “quality design OR
quality improvement OR quality indicator OR quality management sys-
tems OR quality of health care” OR “quality prize” OR “quality strategy”
OR “quality system” OR “randomized trials” OR “rationing decisions” OR
redesign OR “redress mechanisms” OR reengineering OR “reform design”
OR register OR registration OR regulation OR “regulatory approaches”
OR “regulatory quality” OR “regulatory strategies” OR reminders OR
reorganization OR report cards OR “residual claimant status” OR
“responsive governance” OR “retirement benefits” OR “revolving drug
fund” OR “risk management” OR “risk pooling” OR “sanctions based on
provider qualifications” OR “sanctions based on services” OR sanitation
OR “scaling up” OR “sector wide approach” OR “service agreement” OR
“service delivery” OR “shift work” OR “sick leave” OR “six sigma” OR
“skill mix” OR “social function” OR “social health insurance” OR “social
insurance” OR “social marketing” OR “social responsibility” OR “span of
control” OR specialists OR “staff management” OR “staff orientation” OR
“staff training” OR staffing OR “standard treatment guidelines” OR “stan-
dardized medical technology lists” OR “standardized procurement sys-
tems” OR standards OR “state funded health care system” OR “state
grant” OR stewardship OR “strategic planning” OR “structure redesign”
OR “structured prescribing” OR “structured stock ordering” OR subsidies
OR supervision OR “supervision with feedback” OR “supply chain man-
agement” OR “support supervision” OR SWAP OR “system redesign” OR
“tax-based health insurance” OR taxes OR “team based problem solving”
OR “team building” OR teams OR “technology assessment” OR “total
quality management” OR training OR “training personnel” OR “treatment
quality” OR “unconditional cash transfer” OR upgrade OR “user fees” OR
vaccination OR “vertical programs” OR “vocational guidance” OR “voca-
tional training” OR “voluntary health insurance” OR vouchers OR “wage
scales” OR wages OR “work hour management” OR “work load” OR
“work load management” OR “working condition improvement” OR
“working conditions”

Organizational outcomes. Absenteeism OR Acceptability OR accessibility
OR accountability OR “accountability of managers” OR “accountability of
staff” OR adherence OR “adverse event” OR “allocative efficiency” OR
appropriateness OR “bond rating” OR “client satisfaction” OR “clinical
effectiveness” OR communication OR “community empowerment” OR
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“community engagement” OR “community improvement” OR “commu-
nity mobilization” OR co-morbidity OR competence OR compliance OR
connectedness OR “constancy of purpose” OR “consumer protection” OR
“consumer ratings” OR “continuity of care” OR “continuous quality
improvement” OR “control of corruption” OR “coordination of care” OR
“cost effectiveness” OR “cost of recruiting” OR cost-benefit OR cost-
effective OR culture OR “customer focus” OR “debt/equity ratio” OR
decentralization OR “decision rights” OR deconcentration OR “demand
creation” OR “diagnostic accuracy” OR “diagnostic quality” OR “drug
interaction” OR economic OR “economic viability” OR economy OR
effectiveness OR efficiency OR “employee relations” OR equality OR
equity OR “fair access” OR fairness OR “federal grant” OR “fee increases”
OR “fee reduction” OR “financial contribution” OR “financial discipline”
OR “governance effectiveness” OR “government effectiveness” OR
“health care costs” OR “health care coverage” OR “health expenditure”
OR “health insurance” OR “health knowledge” OR attitudes OR practice
OR “hours of work” OR “iatrogenic injury” OR impact OR incentives OR
“information access” OR “information mastery” OR “institutional capac-
ity” OR integration OR “integration of services” OR justice OR leadership
OR “length of stay” OR “local grant” OR “management information sys-
tems” OR “managerial efficiency” OR “market share” OR “maternity ben-
efits” OR” medication error” OR “occupational safety” OR “operating
margins” OR “organizational climate” OR “organizational effectiveness” OR
“organizational efficiency” OR overcrowding OR oversight OR “partner-
ship development” OR “patient bill of rights” OR “patient centeredness”
OR “patient experience” OR “patient safety” OR “patient satisfaction” OR
“peer support” OR “performance improvement” OR “personal develop-
ment” OR “personnel development” OR “process improvement” OR “pro-
duction efficiency” OR “productive efficiency” OR productivity OR
“provider satisfaction” OR “provision of facility” OR “provision of medical
equipment” OR “public goods” OR “public private partnership” OR qual-
ity OR “quality assurance” OR “quality collaboratives” OR “quality design”
OR “quality “improvement” OR “quality indicator” OR “quality manage-
ment systems” OR “quality of health care” OR “rationing decisions” OR
readmission OR reengineering OR regulation OR “regulatory quality” OR
relevance OR reorganization OR “responsive governance” OR respon-
siveness OR “retirement benefits” OR “return on assets” OR “revolving
drug fund” OR “risk pooling” OR safety OR sanitation OR “scaling up”
OR “service agreements” OR “service delivery” OR “sick leave” OR “skill
mix” OR “social functions” OR “span of control” OR “staff satisfaction”
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OR “standard treatment guidelines” OR “state grant” OR stewardship
OR “structured prescribing” OR “structured stock ordering” OR subsi-
dies OR “supervision with feedback” OR “technical efficiency” OR
timeliness OR “total quality management” OR “treatment quality” OR
turnover OR “turnover rate” OR utilization OR voice OR wages OR
“work load” OR “working condition improvement” OR “working
 conditions”

Countries. afghanistan OR bangladesh OR benin OR bhutan OR burkina
faso OR burundi OR cambodia OR cameroon OR central african republic
OR chad OR comoros OR congo OR the democratic republic of congo OR
cote d’ivoire OR eritrea OR ethiopia OR the gambia OR ghana OR guinea
OR guinea-bissau OR haiti OR india OR kenya OR democratic repub-
lic of korea OR kyrgyzstan republic OR lao pdr OR lesotho OR liberia
OR madagascar OR malawi OR mali OR mauritania OR moldova OR
mongolia OR mozambique OR myanmar OR nepal OR nicaragua OR
niger OR nigeria OR north korea OR pakistan OR papua new guinea
OR rwanda OR sao tome and principe OR senegal OR sierra leone OR
solomon islands OR somalia OR sudan OR tajikistan OR tanzania OR
timor lester OR togo OR uganda OR uzbekistan OR vietnam OR yemen
OR republic of yemen OR zaire OR zambia OR zimbabwe OR albania OR
algeria OR angola OR armenia OR azerbaijan OR belarus OR bolivia OR
bosnia and herzegovina OR brazil OR bulgaria OR cape verde OR china
OR colombia OR cuba OR djibouti OR dominican republic OR ecuador
OR egypt OR arab republic of egypt OR el salvador OR fiji OR georgia OR
guatemala OR guyana OR honduras OR indonesia OR iran OR islamic
republic of iran OR iraq OR jamaica OR jordan OR kazakhstan OR kiri-
bati OR macedonia OR fyr of macedonia OR former yugoslav republic of
macedonia OR maldives OR marshall islands OR micronesia OR federated
states of micronesia OR morocco OR namibia OR paraguay OR peru OR
philippines OR romania OR samoa OR serbia and montenegro OR sri
lanka OR suriname OR swaziland OR syrian arab republic OR syria OR
thailand OR tonga OR tunisia OR turkmenistan OR ukraine OR vanuatu
OR west bank and gaza OR american samoa OR antigua and barbuda OR
argentina OR barbados OR belize OR botswana OR chile OR costa rica
OR croatia OR czech republic OR dominica OR equatorial guinea OR
estonia OR gabon OR grenada OR hungary OR latvia OR lebanon OR
libya OR lithuania OR malaysia OR mauritius OR mayotte OR mexico
OR northern mariana islands OR oman OR palau OR panama OR poland
OR russian federation OR seychelles OR slovak republic OR south africa
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OR st. kitts and nevis OR st. lucia OR st. vincent and the grenadines OR
trinidad and tobago OR turkey OR uruguay OR venezuela OR bolivariana
republic of venezuela OR developing countries OR less developed coun-
tries OR third-world countries OR under-developed countries OR poor
countries OR less developed countries OR under developed countries OR
less developed nations OR third world nations OR under developed nations
OR developing nations OR poor nations OR poor economies OR third
world economies OR developing economies OR under developed
economies OR less developed economies OR burma OR czechoslovakia
OR democratic republic of congo OR french guiana OR east timor OR laos
OR north korea OR ivory coast OR republic of georgia OR republic of
yemen OR republic of zaire OR slovakia OR soviet union OR surinam OR
ussr OR west samoa OR yugoslavia OR zaire OR asia OR west indies OR
polynesia OR micronesia OR middle east OR africa OR latin america OR
central america OR south america OR caribbean OR west indies region OR
hispanico OR southeast asia OR sub-saharan africa OR eastern europe OR
the Balkans
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Summary

Objective: To develop a database of studies on improving health
care provider (HCP) performance in LMICs; to identify recommen-
dations and guidance on ways to improve HCP performance on the
basis of the strength of research evidence from LMICs; and to iden-
tify a research agenda to fill critical knowledge gaps on how to
improve the performance of HCPs in LMICS.

Methods: A systematic literature search was conducted of elec-
tronic databases, document inventories, and Web sites of organi-
zations involved in HCP performance. Data were independently
abstracted. Effect sizes were assessed for each primary outcome
for each study or, in studies with more than one primary out-
come, median effect sizes were calculated as a summary measure
of the study.
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Key messages (based on preliminary results):

• Diverse strategies have been implemented across LMICs to
improve HCP performance.

• Most strategies, including the common ones such as training only,
had small effect sizes (improvements of less than 10 percentage
points).

• Most strategies had multiple components, but there was no clear
relationship between the number of components in a strategy
and the strategy’s effect size.

• Strategies with the same label often had heterogeneous effects.
• Effect size seemed to vary by scale of implementation, with

strategies implemented at state, province, or national level gener-
ally more successful than those carried out at the district level or
lower.

• Methodological differences (for example, different study settings,
outcomes, and strategies) complicated comparisons across studies.
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Reasons for Conducting the Review1

Each year in LMICs, millions of children and adults die prematurely
despite interventions such as drugs, vaccines, and other technologies
(insecticide-treated nets, for example) that can prevent such deaths. Low
coverage by these interventions is a critical public health problem and a
major obstacle to achieving the Millennium Development Goals. Health
care providers (HCPs)—doctors, nurses, community health workers, and
others who deliver health services—are a key part of almost any strategy
for increasing coverage of health interventions (WHO 2006). However,
performance is often inadequate, as documented in studies from LMICs
concerning child health (Bryce et al. 2003; Naimoli 2001; Peters and Becker
1991; Rowe et al. 2001), sexually transmitted diseases (Bitera et al. 2002),
family planning and obstetrics (Goldman and Glei 2003), mental disorders
(Abas et al. 2003; Prince et al. 2007; WHO 2007), injuries (Bickler and
Rode 2002), diabetes (Whiting et al. 2003), malaria (Ofori-Adjei and
Arhinful 1996; Rowe et al. 2000; Rowe et al. 2003; Zurovac et al. 2004),
illnesses managed by private sector health workers (Brugha and Zwi 1998;
Mills et al. 2002), and medicine use (Hogerzeil et al. 1993; Ross-Degnan et
al. 1997; WHO 2001). Not only can improving HCP performance directly



save lives of patients seen by HCPs, but some studies suggest that improv-
ing performance might increase use of health services (Arifeen et al. 2004).

Many strategies have been used to improve HCP performance, and a
systematic review of the evidence on the effectiveness and costs of
these strategies is valuable for guiding policy. Whereas past reviews have
been useful, they have important shortcomings, largely because they did
not include LMICs, or only examined a few specific interventions. Thus,
an updated and more comprehensive review is needed that includes
new research.

Objectives of the Review

The objectives of this review are to:

• develop a database of studies on improving HCP performance in
LMICs for use by decision makers, managers, and researchers;

• identify recommendations and guidance on ways to improve HCP
performance on the basis of the strength of research evidence from
LMICs (that is, guidance on how to implement clinical guidelines in
LMICs);

• identify a research agenda to fill critical knowledge gaps on how to im-
prove the performance of HCPs in LMICs.

Methods Used

The review searched 15 electronic databases, document inventories and
Web sites of 18 organizations involved in HCP performance, and other
sources to identify published and unpublished studies that tested strate-
gies to improve HCP performance in LMICs. The databases used are
noted in annex 3.1, the key search terms are provided in annex 3.2, and
the studies reviewed are listed in annex 3.3.

The definition of HCPs for this review includes the following: facil-
ity- or community-based health workers, pharmacists, shopkeepers who
sell medicines, and private sector health workers with some medical
training, but it excludes household providers (for example, the patient’s
family). Studies could be of HCP practices (such as diagnosis or treat-
ment) or patient outcomes (mortality, for example) related to any
health condition.

The term “strategy” describes all the interventions for improving HCP
performance in a given study group, and “component” describes individual
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interventions included in the strategy. For example, the strategy “train-
ing only” has one component, and “training plus supervision” has two
components. 

Study designs were classified as “adequate” (type D1 and D2 studies
or time-series studies shown in the Overview, table 4) or “inadequate”
(type D3 and D4 study designs that are not time-series studies in that
table). The primary analysis was restricted to studies with adequate
designs. As with the other systematic reviews, data were independently
abstracted by two researchers into a database and reconciled. Effect sizes
were also assessed for each primary outcome for each study, which
equaled the percentage point change in a performance indicator of an
intervention group minus the change in the comparison group. When a
study had more than one primary outcome, we calculated a median
effect size as a summary measure of the study (see the Overview for a
further description of methods).

Main Findings

The review has not yet been completed. As of February 2008, about
40,000 citations had been screened, nearly 800 reports identified for
abstraction, and abstraction and data entry completed for 160 reports.
Notably, beginning in August 2007, data abstraction was prioritized such
that reports of studies with adequate designs were abstracted first. The 160
reports for which data abstraction was completed were for 127 distinct
studies (some studies had results in more than one report) that tested 167
strategies.2 The studies were from over 40 countries and examined HCP
practices for more than 15 health conditions (including antenatal care,
diarrhea, and malaria). The geographic focus of HCP research has been in
Africa and Southeast Asia (50 percent of all studies were in those regions).
Europe (2 percent) and the Americas (16 percent) made up only a small
portion. Strategies for improving HCP performance typically had multiple
components, and the most commonly studied components were training,
supervision, printed materials for HCPs, community activities, team prob-
lem solving, provision of commodities, and job aids (table 3.1). By far the
most common component that has been evaluated in the scientific litera-
ture is training, which is included in over 80 percent of all HCP strategies.

Of the 127 studies abstracted, 75 had an adequate design (D1, D2, or
D3 time-series-type study), although this frequency was influenced by
the decision to focus on studies with adequate designs. Fifty-six of these
75 studies compared an intervention group to a nonintervention group.
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As some studies tested more than one strategy, the 56 studies evaluated a
total of 74 strategies. Preliminary analyses of these 56 studies revealed
that most strategies had small median effect sizes (<10 percentage points),
although some had large effects (>25 percentage points) (figure 3.1).

Most studies tested strategies with multiple components; however,
there was no clear relationship between the number of components in a
strategy and the strategy’s effect size (figure 3.2). This finding echoes
results of a review of studies from primarily high-income countries
(Grimshaw et al. 2004).

Are there any clear winners in terms of which strategies work better
to improve HCP performance? Figure 3.3 shows the median effects
according to the type of strategy used. First, it was found that very
diverse strategies had been implemented across countries to improve
HCP performance. This is consistent with other findings in this book
(chapters 1, 3, and 8) and results from other reviews (Grimshaw et al.
2004; Ross-Degnan et al. 1997). Second, the largest effects were seen
with community activities (also noted by Ross-Degnan et al. 1997), in
combination with other strategy components. However, this result is
somewhat difficult to interpret because “community activities” are partly
defined by the setting in which interventions are implemented rather
than only the strategy itself. Additionally, these studies often reported
the impact on mortality; and while such outcomes are clearly important

Review of Strategies to Improve Health Care Provider Performance 105

Table 3.1  Types of Strategy Components Used to Improve Health Care Provider
Performance (Preliminary Results)

Strategy component
% of 127 studies in which the 

component was evaluated

Training                                             82
Supervision/feedback                                             48
Printed materials for HCPs                                             33
Community activities (such as home visits)                                             30
Group process/team problem solving                                             27
Provision of commodities                                             25
Job aids                                             23
Printed materials for patients                                             17
Incentives/budget support                                             12
Contracting                                               3
Marketing of health services                                               2
Other                                             38

Source: Authors.
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Figure 3.1  Distribution of 74 Median Effect Sizes (1 per Strategy Tested) from 
56 Studies of Adequate Design (Preliminary Results)
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from a public health perspective, they do not show how well HCPs actu-
ally adhered to guidelines.

A third finding was that strategies that involved training alone or job
aids or printed materials alone, which are commonly used in LMICs, had
small effects. Fourth, we found that three strategies—training only, train-
ing plus job aids or printed materials, and training plus job aids or printed
materials plus quality management techniques—resulted in only positive
effects, with a fairly wide variation. Indeed, in most cases, strategies with
the same label had quite heterogeneous effects. Fifth, when specific
types of components are combined, there was much more potential for
a larger positive effect size. This finding suggests that the types of com-
ponents combined, rather than simply the number of components, is
related to effect size. For example, combining printed materials for HCPs
or job aids with training, or printed materials for HCPs or jobs aids with
training and quality management techniques, results in a larger median
effect compared to training alone or printed materials for HCPs or job

Figure 3.3  Summary of Distribution of Median Effect Size for Selected Strategies
from 56 Studies of Adequate Design Testing Strategies Alone or in Combination
with Other Strategies (Preliminary Results)
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aids alone. Lastly, there were some differences in effect according to the
scale of implementation. Strategies implemented at a state, province, or
national level had universally positive median effects (from 3 percent to
130 percent), whereas those implemented at a district or lower level had
much greater variation (from –105 percent to 66 percent).

Main Limitations

First, methodological differences (for example, different study settings,
outcomes, and strategies) complicated comparisons across studies. Thus,
a true meta-analysis of studies was not possible, and it is difficult to know
to what degree study results can be generalized to real-world settings on
a larger scale. Second, few studies reported costs or cost-effectiveness.
Third, the database has some missing details, as reports often lacked key
details and contacting authors has been difficult. Fourth, the median
effect size is a crude summary measure that can mask larger variation in
effects. Fifth, the statistical precision of the results is difficult to assess,
as many studies did not use appropriate analyses and obtaining datasets
for these studies was not feasible. Sixth, comparisons between strategy
types should be interpreted with caution because of the small samples of
effect sizes within most of the types. Finally, these are preliminary results
based on incomplete data, so clearly the investigators must complete the
review. In addition to completing the database, other analytical
approaches will be used (for example, stratifying by a variety of poten-
tial predictors of effect size, assessing the incremental effect of adding
one strategy component onto another, and investigating studies with par-
ticularly large effect sizes).

Implications for Decision Makers

One important implication is that there is not a simple solution to
improving the performance of HCPs in LMICs. It also seems that similar
strategies can have very different results, implying that care is needed in
monitoring the effects of any strategy to improve HCP performance.
Stand-alone simple strategies, such as a training course or providing job
aids alone, seem to have the smallest effects on performance, and may be
least worthwhile to pursue. Taking on more complex strategies seems to
produce more diverse responses, both positive and negative. This suggests
that it will be important for each country or health organization to try to
match the complexity or number of strategies with its capabilities.



This review also shows that the research base is biased toward training
interventions. There is a clear need to build up the evidence base for less
traditional human resource reforms such as changing the incentive mech-
anisms for health workers, or changing accountability systems.

For decision makers and consumers of information, these preliminary
results suggest that strategies often adopted to improve health worker
performance (for example, training alone) might be relatively ineffective.
Whatever strategy is pursued, program managers should monitor per-
formance over time to assess how well they are working (and if not, why
not). This evidence suggests that managers need to be flexible, so that if
one strategy is not working, another one can be tried.

For researchers, these preliminary results suggest that more coordinated
work on identifying affordable and effective strategies is needed, with
greater attention paid to building on existing studies and to conducting
research that can be more easily generalized to large-scale real-world set-
tings. Additionally, standardization of outcomes and methods for estimat-
ing effect sizes, precision, and cost-effectiveness (as well as standardization
of reporting results) would improve future attempts to synthesize the evi-
dence base.

Notes

1. This chapter is a preliminary analysis of an ongoing work that is planned to
be completed by late 2009.

2. Not all 167 strategies were different (for example, three studies evaluated the
effect of training only).
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Annex 3.1 Databases Searched

The following were searched: 15 electronic databases (for published stud-
ies); document inventories and Web sites of 18 organizations involved in
HCP performance (for unpublished studies); and other sources to iden-
tify published and unpublished studies that tested strategies to improve
HCP performance in LMICs.
The 15 electronic databases were:

• Campbell Collaboration
• Cumulative Index to Nursing & Allied Health Literature (CINAHL)
• Cochrane Library (which includes Database of Abstracts of Review

of Effects [DARE] and the Cochrane Central Register of Controlled
Trials [CENTRAL])

• Dissertation Abstracts (for theses and dissertations)
• EconLit
• Eldis
• Excerpta Medica database (EMBASE)
• The Effective Practice and Organization of Care (EPOC) specialized

register
• Education Resources Information Center (ERIC)
• Global Health
• The Healthcare Management Information Consortium (HMIC)
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• Medical Literature Analysis and Retrieval System Online (Medline)
• Science Citation Index (SCI)
• Sociological Abstracts
• Social Sciences Citation Index (SSCI).

The 18 organizations involved in HCP performance (searched to identify
unpublished studies) were:

• Basic Support for Institutionalizing Child Survival (BASICS)
• Capacity Project
• CORE Project
• Danish International Development Agency (DANIDA)
• United Kingdom Department for International Development (DFID)
• Human Resources for Health (HRH) Global Resource Center
• International Conference on Social Health Insurance in Developing

Countries 2005 proceedings,
• International Conferences on Improving Use of Medicines (ICIUM)

1997 and 2004 conference proceedings
• INRUD-Nepal
• Johns Hopkins International Education for Reproductive Health

(JHPIEGO)
• Management Sciences for Health (MSH)
• Pan-American Health Organization (PAHO)
• Partners in Health
• Partners for Health Reformplus (PHRPlus)
• PRIME II (a USAID project to strengthen performance of primary care

providers of family planning and reproductive health care services)
• Quality Assurance Project (QAP)
• United States Agency for International Development (USAID)
• World Bank.

Annex 3.2 Key Search Terms in a Medline Search

The following is an example of the search strategy (and number of cita-
tions found with each part of the search) used to search Medline:

S1 1543769 EDUCATION OR INSERVICE OR TRAINING OR AUDIT OR
PRACTICE OR INTERVENTION? ? OR ASSURANCE OR KNOWL-
EDGE OR ATTITUDE? ? OR COVERAGE OR OCCUPATION? ? OR
OCCUPATIONAL OR PLANNING OR VOCATION OR VOCATIONAL
OR CAREER OR EMPLOYEE

112 Rowe, Rowe, Vujicic, Ross-Degnan, Chalker, Holloway, and Peters



Review of Strategies to Improve Health Care Provider Performance 113

S2 1825485 JOB( )SATISFACTION OR MENTORING OR WORK OR
WORKING OR WAGE OR WAGES OR BENEFIT? ? OR SAFETY OR POP-
ULATION OR DEMOGRAPHY OR INCENTIVES OR HUMAN( )
ADAPTIBILITY OR PREVENTION OR IMMUNIZATIONS OR IMMU-
NIZE OR VACCINATIONS OR VACCINATE

S3 4957568 VACCINE? ? OR DISEASE OR TREATMENT OR THERAPY
OR PREVENTIVE OR SANITATION OR IMPROVEMENT OR ECO-
NOMIC? ? OR INTEGRATION OR INITIATIVES OR STRATEGIC( )
PLANNING OR LEADERSHIP OR SECTOR( )WIDE OR DECEN-
TRALIZATION OR DECONCENTRATION

S4 1259660 AUTONOMIZATION OR AUTHORITY OR FEE OR FEES
OR PAYMENT OR RISK OR INSURANCE OR FINANCING OR
COPAYMENT OR CASH OR VOUCHERS OR COST OR EFFICIENT
OR EFFICIENCY OR SAVINGS( )ACCOUNT? ? OR MOBILIZATION
OR EMPOWERMENT OR ENGAGEMENT

S5 1548180 COALITION? ? OR ORGANIZATION? ? OR CONSUMER OR
PATIENT OR REPORT( )CARD? ? OR SCORECARDS OR PATIENT( )
SATISFACTION OR MARKETING OR FRANCHISING OR DEMAND

S6 7341918 S1 OR S2 OR S3 OR S4 OR S5

S7 1203296 CONTRACT OR CONTRACTING OR REGULATION OR
ACCREDITATION OR LICENSING OR SERVICE( )AGREEMENT? ?
OR PARTNERSHIP? ? OR STEWARDSHIP OR PERFORMANCE OR
QUALITY OR BENCHMARK OR BENCHMARKING OR REORGANI-
ZATION OR REDESIGN OR RE( )ENGINEERING OR TEAM

S8 731744 TEAMS OR GUIDELINE? ? OR SUPPLY( )CHAIN OR CERTIFI-
CATE(1W)NEED OR ASSESSMENT OR MOTIVATION OR COMPE-
TENCE OR STAFF OR STAFFING OR SKILL OR PRODUCTIVITY

S9 7986723 S6 OR S7 OR S8

S10 13335 AFGHANISTAN OR BANGLADESH OR BENIN OR BHUTAN OR
BURKINA( )FASO OR BURUNDI OR CAMBODIA OR CAMEROON

S11 233582 CENTRAL( )AFRICAN( )REPUBLIC OR CHAD OR
COMOROS OR CONGO OR COTE( )D’IVOIRE OR ERITREA OR
COTE( )D( )IVOIRE OR ETHIOPIA OR GAMBIA OR GHANA 
OR GUINEA OR HAITI OR INDIA OR KENYA OR KOREA—OR
KYRGYSZSTAN OR LAO OR LAOS OR LESOTHO OR LIBERIA

S12 49258 MADAGASCAR OR MALAWI OR MALI OR MAURITANIA OR
MOLDOVA OR MONGOLIA OR MOZAMBIQUE OR MYANMAR OR
NEPAL OR NICARAGUA OR NIGER OR NIGERIA OR PAKISTAN 
OR RWANDA OR SAO( )TOME OR SENEGAL OR SIERRA( )LEONE
OR SOLOMON( )ISLANDS OR SOMALIA OR SUDAN
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S13 65091 TAJIKISTAN OR TANZANIA OR TIMOR OR TOGO OR
UGANDA OR UZBEKISTAN OR VIETNAM OR YEMEN OR ZAIRE
OR ZAMBIA OR ZIMBABWE OR ALBANIA OR ALGERIA OR
ANGOLA OR ARMENIA OR AZERBAIJAN OR BELARUS OR
BOLIVIA OR BOSNIA OR HERZEGOVINA OR BRAZIL

S14 93907 BULGARIA OR CAPE( )VERDE OR CHINA OR COLOMBIA 
OR CUBA OR DJIBOUTI OR DOMINICAN( )REPUBLIC OR
ECUADOR OR EGYPT OR EL( )SALVADOR OR FIJI OR GEORGIA
OR GUATEMALA OR GUYANA OR HONDURAS OR    INDONESIA
OR IRAN OR IRAQ OR JAMAICA OR JORDAN

S15 28785 KAZAKHSTAN OR KIRIBATI OR MACEDONIA OR MALDIVES
OR MARSHALL( )ISLANDS OR MICRONESIA OR MOROCCO OR
NAMIBIA OR PARAGUAY OR PERU OR PHILIPPINES OR ROMANIA
OR SAMOA OR SERBIA OR MONTENEGRO OR SRI( )LANKA OR
SURINAME OR SWAZILAND OR SYRIA

S16 32076 THAILAND OR TONGA OR TUNISIA OR TURKMENISTAN
OR UKRAINE OR VANUATU OR WEST( )BANK OR GAZA

S17 46899 ANTIGUA OR BARBUDA OR ARGENTINA OR BARBADOS OR
BELIZE OR BOTSWANA OR CHILE OR COSTA( )RICA OR CROATIA
OR CZECH( )REPUBLIC OR DOMINICA OR EQUATORIAL( )GUINEA
OR ESTONIA OR GABON OR GRENADA OR HUNGARY OR
LATVIA OR LEBANON OR LIBYA OR LITHUANIA

S18 88268 MALAYSIA OR MAURITIUS OR MAYOTTE OR MEXICO OR
MARIANA( )ISLANDS OR OMAN OR PALAU OR PANAMA 
OR POLAND OR RUSSIAN( )FEDERATION OR SEYCHELLES OR
SLOVAK( )REPUBLIC OR SOUTH( )AFRICA OR ST( )KITTS OR
ST(1W)KITTS OR NEVIS OR ST( )LUCIA OR ST(1W)LUCIA

S19 23371 ST( )VINCENT OR GRENADINES OR TRINIDAD OR
TOBAGO OR TURKEY OR URUGUAY OR VENEZUELA

S20 113013 ASIA OR WEST( )INDIES OR POLYNESIA OR MICRONESIA
OR MIDDLE EAST OR AFRICA OR LATIN AMERICA OR CENTRAL
AMERICA OR SOUTH AMERICA OR CARIBBEAN OR WEST INDIES
REGION OR HISPA?OLA OR SOUTHEAST ASIA OR SUB( )SAHA-
RAN( )AFRICA OR EASTERN( )EUROPE

S21 44 HISPANIOLA

S22 84172 BURMA OR EAST( )TIMOR OR CONGO OR GUIANA OR
CZECHOSLOVAKIA OR LAOS OR NORTH( )KOREA OR IVORY( )
COAST OR REPUBLIC(1W)GEORGIA OR YEMEN OR ZAIRE OR
SLOVAKIA OR SOVIET( )UNION OR SURINAM OR USSR OR
SAMOA OR YUGOSLAVIA

S23 65946 DEVELOPING( )(NATION? ? OR COUNTRIES) OR LESS( )
DEVELOPED( )(NATION? ? OR COUNTRIES) OR THIRD( )
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WORLD( )(NATION? ? OR COUNTRIES) OR UNDER( )DEVEL-
OPED( )(NATION? ? OR COUNTRIES) OR POOR( )(NATION? ?
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S61 771237 60 OR S59 OR S58 OR S57 OR S56 OR S55 OR S54 OR S53 OR
S52 OR S51 OR S50 OR S48 OR S47 OR S46
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S68 818451 S66 OR S67
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EDGE, ATTITUDES, PRACTICE! OR IMPACT/TI OR INSERVICE
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S72 539997 S71 OR S69

S73 11369 S72 AND S68 AND S24

S74 8890 S65 NOT S73

S75 6723 S74 AND EPIDEMIOLOGIC METHODS!
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S77 6716 S76/1970:2006

S78 6705 S76/1975:2006

S79 6657 S76/1980:2006
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Review of Community 
Empowerment Strategies 
for Health

Bahie Rassekh and Nathanial Segaren

Summary

Objective: To evaluate the published literature on community
empowerment strategies with respect to health outcomes in
LMICs.

Methods: A systematic literature search was conducted on strategies
to empower communities for health, through a comprehensive set
of databases using standardized search strategies. The results of pri-
mary outcomes were assessed for each type of study. Odds ratios
were used to compare different strategies.

Key messages:

• Many different types of community empowerment approaches
have worked to improve health services and health outcomes.
About 90 percent of all studies using community empowerment
approaches had a positive primary outcome.

(continued)



Reasons for Conducting the Review

Community engagement—or empowerment—in health systems gained
momentum after the Alma Ata Declaration in 1978, as it was seen as an
integral aspect of primary health care. However, the challenges of involv-
ing communities in health planning and resource allocation, although large
then, remain significant today. This is due, in part, to the lack of consensus
as to whether community empowerment has tangible health benefits in
LMICs. The ability of such empowerment approaches to make a differ-
ence beyond the provincial or national level has also been questioned,
since many empowerment strategies have been implemented on a small
scale. The sustainability and impact of these strategies on a larger scale is
not well known.

Objectives of the Review

This review was conducted in order to examine the available evidence
on community empowerment interventions on health outcomes in
LMICs. From this, the aim was to examine the relative health outcomes
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• The most successful approaches included: providing training
opportunities for local health workers; promoting communication
and collective action by communities; supporting community
ownership and management of services; and holding service
providers, officials, and private organizations accountable.

• The manner in which community empowerment strategies are
implemented matters. Partnerships between communities, policy
makers, and experts have been more successful than approaches
that do not create such partnerships. Providing feedback through
sharing results with communities, using systems for local adap-
tive learning, harnessing community resources to support pro-
grams, and promoting equity are particularly successful.

• Initial conditions, such as the presence of strong leadership and
previous community empowerment strategies, are important
contributors to successful results.

• It is too simplistic to believe that certain factors may be general-
izable to empowerment strategies as a whole.



of different approaches and to identify factors that facilitated or hindered
their implementation. This systematic review synthesizes the literature
on this broad topic and provides evidence of measured results in terms of
health services, empowerment, or health status outcomes.

The World Bank (2002) defines community empowerment as “the
process of enhancing the capacity of individuals or groups to make choices
and to transform those choices into desired actions and outcomes.” In prac-
tical terms, this means that a community has the autonomy to mobilize
resources and its members have sufficient education to make informed
decisions and sufficient power to transform those decisions into desired
outcomes.

Many empowerment strategies exist. For this review they have been
categorized into four broad themes and one set of financial empower-
ment approaches that cover several of these themes:

• Information and education aims to equip citizens sufficiently so that
they can take advantage of opportunities, access services, exercise
rights, negotiate effectively, and hold state and nonstate actors account-
able to make appropriate choices and meaningful actions.

• Inclusion and participation aim to promote the participation of service
users in providing care, and extend care to marginalized groups.

• Accountability allows citizens to hold public officials, private employ-
ers, or other service providers accountable.

• Local organizational capacity refers to citizens’ capacity to collaborate,
organize themselves, and mobilize resources to identify and resolve
issues.

• Financial empowerment refers to a set of approaches that use financing
mechanisms either to raise funds for households and community
groups or to turn over control of financing of health services to citi-
zen’s groups and households.

Methods Used

On the basis of the methods described for the systematic reviews in the
Overview, a comprehensive literature search was conducted using a list of
health and empowerment intervention terminologies from a variety of
databases (annex 4.1) and key search terms. Of the 26,985 studies
included after the initial term search, only 282 studies met the criteria
(annex 4.2) for inclusion in the final review, including a sufficient study
design, namely RCTs, NRCTs, uncontrolled BATs including uncontrolled
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time-series studies, and case-control studies. (These represent study
designs D1 through D4 in table 4 in the Overview.) The initial stage of
analysis in this chapter incorporates all these studies, but for analysis con-
cerning potential determinants of positive outcomes, the focus was on
studies with the strongest designs (D1 and D2 of that table).

The various study designs and measurements of outcomes meant
than comparison between the papers was not straightforward, given
multiple outcomes, comparison groups, and measures. A primary out-
come was identified by the paper, and reviewed independently by two
abstractors, on the basis of the outcome most central to the objective of
the paper or for which there was the most data. If the outcome pro-
duced a beneficial effect it was labeled a “positive outcome”; a negative
effect was labeled a “negative outcome.” Each strategy was assessed on
the likelihood of producing a positive result, with each type of study
design taken separately. 

To see which strategy was more likely to produce a positive effect,
comparisons were made across all the community empowerment studies.
This was done on the assumption that the comprehensive search was a
fair representation (given the time and resources available for this search)
of the published literature on community empowerment approaches in
health. The analysis involved making comparisons of different strategies
to empower communities in health using an odds ratio (OR), which was
defined as the ratio of odds of an event occurring in one group (for exam-
ple, empowerment studies where the strategy was implemented) to the
odds of it occurring in another group (for example, empowerment stud-
ies where the strategy was not used). An OR greater than 1 suggested that
the strategy was correlated with a positive health outcome, whereas an
OR less than 1 suggested that it was correlated with a negative or
unchanged health outcome. 

Main Findings

Of the 282 studies analyzed, 243 (86 percent) were peer-reviewed arti-
cles, 5 were books (2 percent), 29 were project reports (10 percent), 
3 were World Bank papers (1 percent), and 2 were unpublished papers
(1 percent). An increasing number of studies were published each
decade or period: 2 (1 percent) in 1975–79; 30 (10 percent) in the
1980s; 93 (33 percent) in the 1990s; and the majority 157 (56 percent)
after 2000 (two high-quality studies were published in 2007 and are
included in the review). 
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Studies were included from 66 countries and the following regions:
South Asia (35 percent), Sub-Saharan Africa (32 percent), Latin America
and the Caribbean (17 percent), East Asia and the Pacific (12 percent),
Middle East and North Africa (2 percent), and Europe and Central Asia
(1 percent). 

A broad array of community empowerment strategies was pursued
(table 4.1). Of the different types of empowerment strategies used in the
included studies, nearly all (89 percent) involved some kind of education
strategy, with educating health workers at the community level the most
common (studies may involve more than one type of community
empowerment strategy). Over 60 percent of the studies involved train-
ing community health workers or other local cadres in preventive or cur-
ative roles, whereas over 40 percent of the studies involved training of
women in the community. Some kind of community organizational
activity was found in almost half the studies, with organizing community
groups or taking community collective action found in nearly a third of
them. About one-quarter of the studies involved community managing
or partnering in the delivery of services. One-quarter of the studies
involved some kind of financing mechanism, with community financing
of services the most common (9 percent). Less than one-fifth of the
studies involved some kind of mechanism to improve accountability,
with the most common approach involving joint monitoring of services
(9 percent of studies). 

The scale of implementation of strategies examined in the studies is
shown in table 4.2, which shows that about 40 percent of the strategies
were implemented at the village or subdistrict level, and about one-third
at one or more district levels. Yet many strategies were implemented at
provincial to national levels (18 percent). Of the studies reviewed, 225
reported the estimated population potentially affected by the interven-
tion(s), with a median value of 171,000, ranging from 206 people to over
1 billion; 86 studies reported over 1 million of the population potentially
affected; 24 studies reported over 10 million; and 1 reported over 1 billion.
Most studies were conducted in rural areas (63.9 percent), with just
9.1 percent in urban areas. Peri-urban areas and slums were represented
by just under 5 percent of the studies. However, analysis showed no clear
relationship between the scale of the strategy and the likelihood of a pos-
itive outcome. 

In terms of outcomes, of the 282 studies reviewed, nearly 90 percent of
the strategies had a positive effect on the primary outcome (table 4.3).
There was no real difference between the type of study design and
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Table 4.1  Types of Community Empowerment Strategies Used

Type of study design (number and % in parentheses)

Method of community empowerment
Randomized 

controlled trial
Nonrandomized 
controlled trial

Before-after trial 
(uncontrolled) Case-control study Total studies

Information and education 56 (90.3) 79 (84.0) 82 (89.1) 34 (100.0) 251 (89.0)
Training of community health workers, 

traditional birth attendants, informal
health cadres 38 (61.3) 55 (58.5) 58 (63.0) 22 (64.7) 173 (61.3)

Community education—Group meetings 19 (30.6) 14 (14.9) 26 (28.3) 20 (58.8) 79 (28.0)
Training of women and mothers 25 (40.3) 38 (40.4) 31 (33.7) 17 (50.0) 111 (39.4)
Community education—Home visits 6 (9.7) 4 (4.3) 8 (8.7) 5 (14.7) 23 (8.2)
Community education—Media/printed 12 (19.4) 13 (13.8) 19 (20.7) 6 (17.6) 50 (17.7)
In person teacher at facility 24 (38.7) 24 (25.5) 32 (34.8) 15 (44.1) 95 (33.7)
Community education—Arts 27 (43.5) 35 (37.2) 30 (32.6) 16 (47.1) 108 (38.3)
Training of youth/young people 29 (46.8) 33 (35.1) 43 (46.7) 18 (52.9) 123 (43.6)
Inclusion and participation 18 (29.0) 35 (37.2) 35 (38.0) 14 (41.2) 102 (36.2)
Community-managed services 17 (27.4) 27 (28.7) 21 (22.8) 6 (17.6) 71 (25.2)
Community partnership 12 (19.4) 18 (19.1) 28 (30.4) 12 (35.3) 70 (24.8)
Community-owned services 10 (16.1) 15 (16.0) 10 (10.9) 6 (17.6) 41 (14.5)
Community comanagement of drugs 6 (9.7) 10 (10.6) 3 (3.3) 1 (2.9) 20 (7.1)
Accountability 9 (14.5) 20 (21.3) 21 (22.8) 3 (8.8) 53 (18.8)
Joint monitoring of access and quality 6 (9.7) 9 (9.6) 8 (8.7) 2 (5.9) 25 (8.9)
Providers held accountable 6 (9.7) 11 (11.7) 6 (6.5) 1 (2.9) 24 (8.5)

132



Provider performance bonus decided by
community 1 (1.6) 4 (4.3) 8 (8.7) 0 (0.0) 13 (4.6)

Community score cards 0 (0.0) 1 (1.1) 3 (3.3) 0 (0.0) 4 (1.4)
Complaints bureau 0 (0.0) 1 (1.1) 1 (1.1) 0 (0.0) 2 (.07)
Access to courts/legal advice 0 (0.0) 0 (0.0) 1 (1.1) 0 (0.0) 1 (0.4)
Complaints lines 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)
Local organizational capacity 32 (51.6) 42 (44.7) 43 (46.7) 15 (44.1) 132 (46.8)
Community mobilization 19 (30.6) 35 (37.2) 25 (27.2) 13 (37.2) 92 (32.6)
Community collective action 24 (38.7) 29 (30.9) 26 (28.3) 8 (23.5) 87 (30.9)
Community meetings 18 (29.0) 14 (14.9) 21 (22.8) 5 (14.7) 58 (20.6)
Community boards 5 (8.1) 9 (9.6) 8 (8.7) 1 (2.9) 23 (8.2)
Revolving drug funds 2 (3.2) 3 (3.2) 5 (5.4) 0 (0.0) 10 (3.5)
Financial empowerment 15 (24.2) 24 (25.5) 25 (27.2) 8 (23.5) 72 (25.5)
Community financing 6 (9.7) 3 (3.2) 13 (14.1) 3 (8.8) 25 (8.9)
In-kind subsidies for health services 2 (3.2) 7 (7.4) 4 (4.3) 3 (8.8) 16 (5.7)
Community participatory budgeting 3 (4.8) 4 (4.3) 6 (6.5) 1 (2.9) 14 (5.0)
Vouchers for health services 3 (4.8) 3 (3.2) 5 (5.4) 1 (2.9) 12 (4.3)
Income generation schemes 0 (0.0) 4 (4.3) 5 (5.4) 2 (5.9) 11 (3.9)
Conditional cash transfers 2 (3.2) 4 (4.3) 3 (3.3) 0 (0.0) 9 (3.2)
Microcredit 2 (3.2) 0 (0.0) 3 (3.3) 0 (0.0) 5 (1.8)

Source: Authors.
Note: Studies may involve more than one type of community empowerment strategy. Parentheses indicate percentage of total number of studies of that study design using that strategy. 
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whether the outcome was positive. We also examined whether some types
of outcomes were more likely to be positive (for example, measures of
mortality, morbidity, health service, health financing, or type of empower-
ment), and found no differences in the likelihood of a positive outcome.

For the remainder of this chapter, we restricted the analysis to the
stronger studies (RCTs and NRCTs), which have more comparable out-
come measures (both using comparison groups and at least two measures
in time). Table 4.4 shows the likelihood of specific types of community
empowerment strategies producing a positive effect. Every type of strat-
egy used had a high likelihood of a positive outcome, as shown by the
“Positive outcome with strategy” column, which ranges from 83.3 percent
(for vouchers and conditional cash transfers) to 100 percent (for holding
providers accountable, community boards, community managed drug
revolving funds, community financing, in-kind subsidies, income genera-
tion, and microcredit schemes). 

To try to find out which type of community empowerment strategy
worked better, we compared the positive outcomes in those using a
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Table 4.2  Scale of Community Empowerment Studies

Scale of study Number of studies % of total

One village/town                   39                   13.8
Two or more villages/towns                   79                   28.0
One district/administrative unit                   61                   21.6
Two or more districts/administrative units                   36                   12.8
One province/state                   16                     5.7
Two or more provinces/states                   12                     4.2
Nationwide                   22                     7.8
Not specified                   17                     6.0
Total               282               100.0

Source: Authors.

Table 4.3  Study Design and Positive Outcomes

Positive outcome

(number) (%) Total (number)

Randomized controlled trial               57             91.9               62
Nonrandomized controlled trial               85             90.4               94
Before-after trial (uncontrolled)               88             95.7               92
Case-control study               30             88.2               34
Total             260             89.8             282
Source: Authors.



Table 4.4  Specific Community Empowerment Strategies and Their Effects on Outcomes (RCT and NRCT Studies)

Community empowerment strategy

Positive 
outcome with

strategy (%)

Positive out-
come without

strategy (%) Odds ratio Lower 95% CI Upper 95% CI

Studies with
strategy 

(number)

Information and education           93.3           76.2           4.375           1.304         14.681             135
Training of community health workers, 

traditional birth attendants, informal
health cadres

          93.5           87.3           2.109             .694           6.406               93

Community education—Group meetings           84.8           92.7           0.442           0.137           1.423               33
Training of women and mothers           90.5           91.4           0.894           0.295           2.714               63
Community education —Home visits           90.0           91.1           0.880           0.103           7.500               10
Community education—Media/printed           92.0           90.8           1.160           0.243           5.530               25
In person teacher at facility           93.8           89.8           1.701           0.452           6.397               48
Community education—Arts           91.9           90.4           1.207           0.385           3.788               62
Training of youth/young people           91.9           90.4           1.207           0.385           3.788               62
Inclusion and participation           94.3           89.3           1.993           0.531           7.476               53
Community-managed services           95.5           89.3           2.520           0.540         11.751               44
Community partnership           90.0           91.3           0.861           0.225           3.300               30
Community-owned services           96.0           90.1           2.644           0.330         21.180               25
Community comanagement of drugs           93.8           90.7           1.535           0.187         12.578               16
Accountability           93.1           90.6           1.409           0.298           6.667               29
Joint monitoring of access and quality           86.7           91.5           0.605           0.122           3.001               15
Providers held accountable         100           89.9             n.a.             n.a.           n.a.               17

(continued)
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Table 4.4   Specific Community Empowerment Strategies and Their Effects on Outcomes (RCT and NRCT Studies) 

Community empowerment strategy

Positive 
outcome with

strategy (%)

Positive out-
come without

strategy (%) Odds ratio Lower 95% CI Upper 95% CI

Studies with
strategy 

(number)

Local organizational capacity           94.6           87.8           2.431           0.728           8.113               74
Community mobilization           94.4           89.2           2.055           0.548           7.707               54
Community collective action           96.2           88.3           3.363           0.724         15.618               53
Community meetings           96.9           89.5           3.631           0.457         28.846               32
Community boards         100           90.1           n.a.           n.a.           n.a.               14
Revolving drug funds         100           90.7           n.a.           n.a.           n.a.                 5
Financial empowerment           92.3           90.4           1.245           0.329           4.715               39
Community financing         100           90.5           n.a.           n.a.           n.a.                 9
In-kind subsidies for health services         100           90.5           n.a.           n.a.           n.a.                 9
Community participatory budgeting           85.7           91.3           0.574           0.064           5.136                 7
Vouchers for health services           83.3           91.3           0.474           0.051           4.373                 6
Income generation schemes         100           90.8           n.a.           n.a.           n.a.                 4
Conditional cash transfers           83.3           91.3           0.474           0.051           4.373                 6
Microcredit         100           90.9             n.a.             n.a.             n.a.                 2

Source: Authors.
Note: Reference group for each strategy is the absence of the strategy; multiple strategies are possible. 
n.a. = not applicable (odds ratio undefined). 
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 particular strategy with other strategies that did not use the strategy in
question (shown in the “Odds ratio” column in table 4.4). In this analysis,
the highest OR was for use of any type of education approach (OR 4.4;
95 percent confidence interval [CI] 1.3–14.7). Although none of the
other strategies achieved statistical significance at p value <0.05, use of
any of the other main strategies also had a positive effect, with strategies
involving local capacity building having the next highest OR (of 2.4), fol-
lowed by inclusion strategies (OR 1.8), accountability (OR 1.4), and
financing mechanisms (OR 1.2). The specific strategies with the highest
ORs were strategies involving community meetings (OR 3.6), commu-
nity collective action (OR 3.4), and community-owned services (OR
2.6). However, ORs could not be calculated for some strategies where 100
percent of the studies had a positive outcome, usually when there were
only few studies. Most notably, 17 studies showed the strategy involved
holding providers accountable to the community, all of which were suc-
cessful. Other specific strategies that had 100 percent positive outcomes
involved fewer than 10 studies.

Those strategies that appeared relatively less correlated with positive
health outcomes included community group education (OR 0.4), voucher
schemes (OR 0.5), and conditional cash transfers (OR 0.5). However, none
of these reached a level of statistical significance of p value <0.05, which in
part is due to the small number of studies within each of these categories.

In addition to analyzing the thematic approaches to community
empowerment, we also examined other key characteristics concerning
their context and how they were implemented. Figure 4.1 demonstrates
that contextual factors (the top two horizontal bars), such as strong local
leadership, was strongly associated with a positive outcome (OR 8.2; 95
percent CI 1.04–64.6). Having a pre-existing strategy probably helped
(OR 2.0), though this did not reach statistical significance. Involvement
of nonstate providers (organizations comprise the bottom four horizontal
bars) may have had a positive effect (OR 2.5), whereas involvement of
government providers may have decreased the odds of having a positive
effect (OR 0.4). Involvement of political parties was uncommon (only 17
studies), and the use of government funding had a statistically lower
chance of success than its nonuse (OR 0.3; 95 percent CI 0.08–0.9).

The way in which community empowerment strategies were imple-
mented may also matter (figure 4.2). Although none of the approaches to
implementing community empowerment strategies reached statistical
significance in comparison to empowerment strategies that did not use
them, in all cases, they were associated with a very high probability of
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Figure 4.2  Odds Ratios of Approaches Used in Community Empowerment

Source: Authors.
Note: Empowerment strategies that shared results with communities (22 studies) had a100% success rate, and
therefore the odds ratios could not be calculated. The numbers in ( ) show the number of studies with a given
characteristic. 

Figure 4.1  Odds Ratios for Contextual Factors and Organizations Involved

Source: Authors.
Note: The numbers in ( ) show the number of studies with a given characteristic. 
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success (>90 percent) (annex table 4.3.1). (The 22 studies that involved
empowerment approaches where results are shared with communities
had a 100 percent success rate, reinforcing the importance of feedback to
the community. Those approaches that forge partnerships between the
community and policy makers or technical experts also had relatively
high odds of success (OR 2.5). When communities are expected to con-
tribute to an intervention, a sense of ownership is conveyed, and the out-
comes may have a greater chance of success (OR 2.3). Other approaches
to empowerment that had relatively higher odds of success were those
that promote equity (OR 2.2) and those that use systems for local adap-
tive learning (OR 1.8). Further analysis on factors associated with posi-
tive outcomes is detailed in the annex tables.

Main Limitations

The review has several limitations, some common to all literature reviews
and some specific to this study. First, a systematic review tends to show
what has worked for a common set of interventions rather than how or
why more complex strategies have worked (see the Overview). The major-
ity of published work on community empowerment is not designed with
rigorous scientific methodology to produce probability inferences, and the
types of intervention are often not suited to randomized trials. The review
also focuses on articles that are in the published literature, only in English
or with English abstracts, and in scientific journals, which may have intro-
duced a publication bias toward positive outcomes. (Publication bias is dis-
cussed in more detail in the section “Main limitations” in chapter 2.) The
analysis of a binary outcome (positive or not) as the measure of success of
each study also represents an oversimplification, but was also one way of
dealing with very different outcomes in each study. 

Just as the strategies are quite different in each context, so are the out-
comes. Many of the papers presented multiple outcomes, yet they were
not accounted for in this analysis, nor was the magnitude of change con-
veyed. However, this approach is a very conservative indication as to the
success of a strategy compared to other attempts to empower communi-
ties that do not use the same strategy. (Further analysis of the data is
ongoing to better account for the different types of outcomes and the
magnitude of the measured effects.)

This review’s premise that certain factors may be generalizable to
empowerment strategies as a whole is overly simplistic. The interventions
compared were from 66 different countries, targeting different sectors of
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the population; were managed in different ways; and had a diverse set of
aims, inputs, and outcomes. Still, this review should stimulate further
research into empowerment for health, and provides some encourage-
ment and useful insights for decision makers, communities, and organiza-
tions interested in pursuing such approaches.

Implications for Decision Makers

This systematic review brings together the research on strategies that can
empower communities and that can lead to improved health outcomes.
Many types of community empowerment approaches have been suc-
cessful in LMICs across all of the main thematic approaches: access to
information; inclusion and participation; accountability; local organiza-
tional capacity; and financial empowerment. Although there were more
studies conducted on small populations, success was commonly found in
both small-scale interventions on the one hand, and national and other
large-scale community empowerment strategies on the other. This sug-
gests that the scale of operations does not need to be a constraint to pur-
suing community empowerment approaches, although the specific
requirements of a strategy may still limit the size of the population covered.

It was also found that the context within which a strategy was
implemented was important. In particular, the presence of strong local
leadership was strongly correlated with improved outcomes, and the
experience of using previous community empowerment strategies also
appeared helpful. But in places where these conditions did not exist,
the success rate with community empowerment approaches was also
very high, so these should not be limitations to initiating these strate-
gies. The finding that government financing, the involvement of public
health providers, and the involvement of political parties appear rela-
tively less likely to be successful than alternative approaches, particu-
larly those involving nongovernmental providers, does not mean that
governments should not be involved in community empowerment
approaches. But it does suggest that there is an important role for other
civil society organizations, and that governments need to carefully con-
sider their roles. Communities that entered into partnerships with pol-
icy makers and technical experts tended to achieve better results than
those that did not, suggesting that governments may want to play a
more collaborative role.

Governments, civil society organizations, and technical experts can
also play a role by promoting good practice in community empowerment
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strategies. Interventions that appear particularly promising as part of
community empowerment strategies include: promoting community
communication and action; promoting community ownership and man-
agement of services; and providing training opportunities for health
workers. Practices that are relatively promising and should be considered
in the design and implementation of strategies include: providing feed-
back by sharing results with communities; using systems for local adap-
tive learning; using community resources to support programs; and
promoting equity. 

There is also an important need to better understand how different
strategies work. There is relatively limited experience with strategies that
involve changing accountability relationships or incorporating financial
empowerment in studies that measure health outcomes. Even if the ini-
tial findings are encouraging, it is important to test these approaches more
systematically in various settings.

It is clear from this analysis that there is a large variation in the contexts,
actors, approaches to implementation, and results obtained in community
empowerment strategies. More robust research on community empower-
ment strategies is needed. In addition to strengthening the evidence on
strategies that can provide lessons across countries, such research could
facilitate the learning and testing of approaches within a country.
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Annex Table 4.3.1  Effect of Approaches Used in Community Empowerment Strategies

Randomized controlled trial Nonrandomized controlled trial Total

Factor (number of studies)
Positive

(%)
Odds
ratio

95% CI,
lower

95% CI,
upper

Positive
(prop)

Odds
ratio

95% CI,
lower

95% CI,
upper

Positive
(prop)

Odds
ratio

95% CI,
lower

95% CI,
upper

“Bottom- up” approach 
used (88) 

“Top-down” approach 
used (63)

90.6

93.3

.690 .107 4.449 87.9

91.1

0.71 0.14 3.89 90.5

90.9

0.95 0.27 3.52

Partnerships between 
community and policy
makers/ technical 
experts (75) 97.0 5.120 .538 48.718 92.9 1.696 .398 7.229 94.7 2.500 .749 8.344

Not specified (81) 86.2 88.5 87.7
Systems for local adaptive

learning (64) 92.6 1.172 .182 7.559 94.6 2.450 .480 12.501 93.8 1.829 .547 6.112
Not specified (92) 91.4 87.7 89.1
Local community 

resources used for pro-
gram support (85) 93.9 1.788 .277 11.530 94.2 2.722 .638 11.618 94.1 2.323 .741 7.280

Not specified (71) 89.7 85.7 87.3
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Results shared with 
community (22) 100.0 n.a. 100.0 n.a. 100.0 n.a.

Not specified (134) 90.4 89.0 89.6
Community part of 

decision making (47) 82.4 .217 .033 1.434 100.0 n.a. 93.6 1.646 .437 6.195
Not specified (109) 95.6 85.9 89.9
Holistic and iterative 

action (10) 100.0 n.a. 100.0 n.a. 100.0 n.a.
Not specified (146) 91.2 89.9 90.4
Equity promoted (56) 100.0 n.a. 91.9 1.333 .312 5.697 94.6 2.184 .583 8.183
No promotion of equity

(100) 88.4 89.5 89.0
Poor engaged (74) 96.8 4.444 .467 42.258 88.4 .647 .162 2.578 91.9 1.225 .404 3.712
Not specified (82) 87.1 92.2 90.2
Scaling up promoted (53) 86.4 .333 .051 2.167 96.8 4.364 .521 36.570 92.5 1.317 .393 4.417
Not specified (103) 95.0 87.3 90.3

Source: Authors.
n.a. = not applicable (odds ratio undefined).
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Annex Table 4.3.2  Scale of Study and Association with Positive Outcomes

Randomized controlled trial Nonrandomized controlled trial Total

Factor (number of studies)
Positive

(%)
Odds
ratio

95% CI,
lower

95% CI,
upper

Positive
(%)

Odds
ratio

95% CI,
lower

95% CI,
upper

Positive
(%)

Odds
ratio

95% CI,
lower

95% CI,
upper

Scale of the study
Village level to 1 district

(N=102) 92.1 1.94 0.03 29.01 92.2 1.31 0.02 13.86 92.2 1.57 0.15 8.95
≥2 districts to 1 province
(N=25) 87.5 1.17 0.01 104.5 82.4 0.52 0.01 7.87 84.0 0.70 0.06 5.69

≥2 provinces or larger
(N=17) 85.7 90.0 88.2

Source: Authors.
Note: Odds ratios calculated by comparison with the largest scale group (≥2 provinces). 
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Annex Table 4.3.3  Influence of the Type of Community Empowerment Strategy

Randomized controlled trial Nonrandomized controlled trial Total

Factor (number of studies)
Positive

(%)
Odds
ratio

95% CI,
lower

95% CI,
upper

Positive
(%)

Odds
ratio

95% CI,
lower

95% CI,
upper

Positive
(%)

Odds
ratio

95% CI,
lower

95% CI,
upper

Access to education (135) 92.9 2.600 0.242 27.972 93.7 5.382 1.251 23.160 93.3 4.375 1.304 14.681
Not part of strategy (21) 83.3 73.3 76.2
Inclusion and participation (53) 100.0 n.a. 91.4 1.208 .282 5.167 94.3 1.993 .531 7.476
Not part of strategy (103) 88.6 89.8 89.3
Accountability (29) 88.9 .653 .064 6.614 95.0 2.303 .271 19.586 93.1 1.409 .298 6.667
Not part of strategy (127) 92.5 89.2 90.6
Local organizational capacity (74) 93.8 1.667 .259 10.741 95.2 3.111 .611 15.850 94.6 2.431 .728 8.113
Not part of strategy (82) 90.0 86.5 87.8
Financial empowerment (39) 100.0 n.a. 87.5 .656 .151 2.857 92.3 1.245 .329 4.715
Not part of strategy (117) 89.4 91.4 90.6

Source: Authors.
n.a. = not applicable (odds ratio undefined).
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Annex Table 4.3.4  Influence of Organizations Involved in Community Empowerment Strategies

Randomized controlled trial Nonrandomized controlled trial Total

Factor (number of studies)
Positive

(%)
Odds
ratio

95% CI,
lower

95% CI,
upper

Positive
(%)

Odds
ratio

95% CI,
lower

95% CI,
upper

Positive
(%)

Odds
ratio

95% CI,
lower

95% CI,
upper

Government providers 
involved (97) 90.5 .500 .052 4.789 87.3 .371 .073 1.890 88.7 .419 .112 1.568

No government providers 
involved (59) 95.0 94.9 94.9

Government financing of 
intervention (68) 90.0 .600 .093 3.867 81.6 .164 .032 .839 85.3 .276 .083 .923

No government 
financing (88)

93.8 96.4 95.5

Political parties involved (17) 88.9 .653 .064 6.614 87.5 .718 .078 6.597 88.2 .700 .145 3.474
No political party 

involved (139) 92.5 90.7 91.4
Nonstate providers 

involved (125) 90.0 n.a. 94.7 6.339 1.511 26.604 92.8 2.479 .767 8.010
No nonstate providers 

involved (31) 100.0 73.7 83.9

Source: Authors.
n.a. = not applicable (odds ratio undefined).
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Annex Table 4.3.5  Influence of Women’s Involvement in Community Empowerment

Randomized controlled trial Nonrandomized controlled trial Total

Factor (number of studies)
Positive

(%)
Odds
ratio

95% CI,
lower

95% CI,
upper

Positive
(%)

Odds
ratio

95% CI,
lower

95% CI,
upper

Positive
(%)

Odds
ratio

95% CI,
lower

95% CI,
upper

Women actively engaged in
intervention (79) 96.4 3.600 .379 34.229 88.2 .562 .132 2.398 91.1 1.029 .343 3.084

Not specified (77) 88.2 93.0 90.9
Training of mothers/women

in the community (63) 92.0 1.015 .157 6.556 89.5 .833 .209 3.328 90.5 .894 .295 2.714
Not specified (93) 91.9 91.1 91.4
Women’s empowerment

promoted (76) 96.6 3.862 .406 36.715 91.5 1.280 .321 5.096 93.4 1.800 .575 5.637
Not specified (80) 87.9 89.4 88.8
Source: Authors.
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Annex Table 4.3.6  Community Health Worker Factors and Association with Positive Outcomes

Randomized controlled trial Nonrandomized controlled trial Total

Factor (number of studies)
Positive

(%)
Odds
ratio

95% CI,
lower

95% CI,
upper

Positive
(%)

Odds
ratio

95% CI,
lower

95% CI,
upper

Positive
(%)

Odds
ratio

95% CI,
lower

95% CI,
upper

Remuneration of CHWs 
Any remuneration (N=31) 90.0 .900 .049 16.594 85.7 .462 .043 4.952 87.1 .587 .098 3.502
No remuneration (N=25) 90.9 92.9 92.0

CHWs supervised 
≥12 visits/year (N=25) 100.0 n.a. 92.3 n.a. 96.0 4.800 .255 90.298
<12 visits/year (N=6) 75.0 100.0 83.3

Population covered per CHW 
(≥1000 people) (N=14) 100.0 n.a. 100.0 n.a. 100.0 n.a.
(<1000 people) (N=20) 88.9 100.0 95.0

Source: Authors.
n.a. = not applicable (odds ratio undefined).
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Annex Table 4.3.7  Influence of Contextual Factors on Outcomes of Community Empowerment Strategies

Randomized controlled trial Nonrandomized controlled trial Total

Factor (number of studies)
Positive

(%)
Odds
ratio

95% CI,
lower

95% CI,
upper

Positive
(prop)

Odds
ratio

95% CI,
lower

95% CI,
upper

Positive
(prop)

Odds
ratio

95% CI,
lower

95% CI,
upper

Pre-existing strategy 
present (55) 100.0 n.a. n.a. n.a. 92.7 1.407 .316 6.277 94.5 2.016 .530 7.662

No pre-existing strategy (96) 89.1 90.0 89.6
Presence of strong local 

leadership (56) 95.8 2.706 .284 25.783 100 n.a. 98.2 8.218 1.046 64.596
No presence of strong local

leadership (100) 89.5 85.5 87.0
Source: Authors.
n.a. = not applicable (odds ratio undefined).
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C H A P T E R  5

Analysis of Cross-country Changes
in Health Services

Toru Matsubayashi, David H. Peters, 
and Hafiz Rahman

Summary

Objectives: Identify the levels of sustainable changes in priority
health services that LMICs can reasonably expect to achieve, as well
as how changes in one priority health service are associated with
changes in a different type of health service at a national level. 

Methods: Longitudinal analyses using multilevel random intercept
and coefficient models were used to test national panel data from
international databases of key health services (1990–2004) for 162
countries.

Key messages:

• Less than two-thirds of LMICs are projected to reach interna-
tional and Millennium Development Goal targets for health
services by the target date of 2015, but identifying negative or
slow rates of change in a country is probably a more important
strategy than setting universal targets for health attainment.

(continued)
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• Individual country differences (in delivery of health services,
health status, and macro context) may be more important than
international averages imply, undermining the relevance of tar-
gets set without reference to country-specific experience. 

• Rather than showing a common pattern of progress for health
services, countries tend to follow their own pathways.

• Countries’ very different starting points affect their prospects of
achieving the targets and their rate of change.

• Improvements in health services are usually not associated with
changes in other health services.

• Since changes in national governance are significantly associated
with heath status improvements, health programs should be
planned within a broader framework.

Reasons for Conducting the Study

Recent years have seen increased attention, new global health initiatives,
and more funding related to the provision of health services in develop-
ing countries, often focused on achieving the Millennium Development
Goals (MDGs) (Gottret and Schieber 2006). Many initiatives have been
organized around categorical disease-control programs or for specific
health interventions, notably the Global Fund to Fight AIDS, TB, and
Malaria; the GAVI Alliance; and the U.S. President’s Emergency Plan for
AIDS Relief. The “priority health services” in this chapter relate to child
and maternal mortality, immunization, tuberculosis (TB), and skilled
birth attendance, both because they are leading causes of mortality and
morbidity, and because data were hard to come by for some other con-
ditions. International agencies have set ambitious targets, not only for the
MDGs related to reducing child and maternal mortality, but also for spe-
cific health services that address conditions representing a high burden
of disease. 

Annual data are available for only a few of these indicators across
LMICs, including: proportion of one-year-old children immunized against
measles (MDG indicator 15); proportion of births attended by skilled
personnel (MDG indicator 17); and proportion of tuberculosis cases
detected and proportion of TB cases cured under directly observed treat-
ment, short-course (DOTS) (MDG indicator 24). This study analyzes
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trends in these indicators, as well as the proportion of one-year-old children
immunized with three doses of diphtheria, pertussis, and tetanus vaccine
(DPT3) (or its equivalent that may also include hepatitis B or hemo-
philus influenza B antigens), which is a longstanding indicator for the
Expanded Programme on Immunization (EPI), and is a good indicator of
how well the routine immunizations are delivered (annual data for this
are also available in most LMICs). 

International targets set for immunization coverage, tuberculosis
treatment, and safe delivery include the following: 90 percent coverage
for DPT3 immunization, 70 percent case detection rate for TB, 85 per-
cent TB treatment completion rate, and 80 percent skilled birth atten-
dance (UN 2007). These targets were set for LMICs without recourse to
country-based plans, experiences, or expectations, and without a thor-
ough assessment of what improvements are feasible and sustainable.
However, since national governments are responsible for overall health
sector policy, planning, and oversight of health financing and delivery in
their own countries, it is useful to identify what levels of changes in
health services delivery have been achieved in order to provide a yard-
stick for expectations globally. This may be useful for national ministries
of health and program managers in setting appropriate benchmarks in
health services delivery. 

In addition to determining what has been feasible in scaling up indi-
vidual health services, it is also important to understand whether the
efforts that increase coverage of a specific health service have an effect on
raising coverage of other health services in the country, or whether there
is any correlation between changes across different health services.
Disease-specific initiatives are vulnerable to criticism that they create
poorly coordinated undertakings that can distort public health priorities
in recipient countries as well as duplicate or fragment global health assis-
tance (for example, Travis et al. 2004; Garrett 2007). This would suggest
that improvements in targeted health services may occur at the expense
of other health services. Yet there is little systematic evidence as to
whether disease-specific programs, broad-based approaches, or combina-
tions of them are the more effective in bringing changes to health serv-
ices and outcomes on a large scale in different contexts (see chapter 1). 

Using existing country-level data on health services, this study will
help identify the actual changes that have been achieved in specific
health services in LMICs, in order to provide more practical benchmarks
for improving them further. It is hoped that such benchmarks will also
be useful to decision makers in setting targets in formulating national



strategies to improve essential health services. This study will also
demonstrate how priority health services affect each other at a national
level, and identify which country characteristics most influence changes
in health services delivery at that level. Based on the conceptual frame-
work outlined in the Overview, some of the macro-environment charac-
teristics of a country are incorporated into the analysis, including
national economic, political, and social factors, and measures of gover-
nance and development assistance.

Objectives of the Study

In general terms the study sought to:

• identify the levels of sustainable changes in priority health services
(child immunization coverage, TB case detection and treatment com-
pletion, and skilled birth attendance) that LMICs can reasonably expect
to achieve;

• identify how changes in one priority health service are associated with
changes in a different type of health service at a national level;

• examine the relationships between changes in the selected health
service outputs over time at the national level in LMICs in order to
identify economic, political, and social characteristics that enhance or
inhibit health services delivery nationally.

No high-quality prospective studies with time-series data collection are
readily available to conduct a longitudinal analysis that could be used to
answer the questions of interest. However, to capture changes over time in
health services, a longitudinally collected dataset is necessary. Therefore,
we used data sources, largely from United Nations (UN) and World Bank
sources, which report annual levels of health outcomes, health services,
and other contextual data of LMICs nationally from 1990 to 2004, and
limited our enquiry to questions that the data would be able to inform. 

Addressing the first objective provides us with estimates of feasible
rates of improvements in priority health services in LMICs in areas where
sufficient data are available. The second objective addresses the hypothe-
sis that change in one type of health service is not necessarily associated
with changes in other health services. Information obtained through this
analysis will provide some insight as to whether a categorical program tar-
geting a specific disease or intervention would have positive (synergistic)
or negative (antagonistic) effects on other services in a national health
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system. It will also help identify which country characteristics most affect
changes in health services delivery.

Methods Used

This study involved national panel data of selected health services between
1990 and 2004 on all 162 countries considered LMICs in 1990, according
to World Bank definitions. Annual data on relevant economic, demographic,
and social information from sources that allow standardized comparisons at
a country level were also incorporated (World Bank, Demographic and
Health Surveys, World Health Organization, UNICEF, and other UN
organizations). The health services variables of interest are five indicators
reflecting three distinct health service areas: immunization (DPT3 immu-
nization rate, measles immunization rate), tuberculosis control (TB case
detection rate, TB successful treatment rate), and skilled birth attendance
rate. Several variables indicative of social, economic, and health sector char-
acteristics were included in the longitudinal analysis, since they are likely to
influence the trends in health services (for example, Lu et al. 2006; Mohan
et al. 2006; Reidpath and Allotey 2006). Actual variables included in the
analyses are: national population, gross national income (GNI) per capita,
official development assistance (ODA) per capita, health expenditure per
capita, governance ratings, adult literacy rate, and the number of people
affected by disasters.

The key feature of the dataset is that most variables for each coun-
try were measured repeatedly over time rather than taken from single
measures for each country, as in cross-sectional studies. Such repeated
measuring violates the usual regression model assumption of inde-
pendent observations. Since successive measures for the same country
are correlated, they require special statistical methods to account for
the correlation. A longitudinal analysis taking account of a country-
level correlation was conducted, with two different models. One was a
marginal model with generalized estimating equations (described in
Ballinger 2004; Diggle 2002; Zeger et al. 1988), treating countries as
clusters and using robust variance estimation. This model provides esti-
mates of change for an “average” country beginning at an average start-
ing point. The other model was a multilevel analysis, which allowed for
a country-specific random intercept, representing its starting point in
1990, and a country-specific random slope in the annual trend of
essential health services (outlined in Rabe-Hesketh and Skrondal
2005). As demonstrated below, there are large heterogeneities in the
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baseline values (intercepts) and trends (slopes) in each of the health
service indicators among LMICs, leading us to use the multilevel mod-
els in our final analyses. 

Main Findings

Historical Rates of Change for Health Services
Figure 5.1 shows how average national levels of five health services have
changed in LMICs over a 15-year period, compared to the target figure
for each indicator. With the exception of two years for skilled birth atten-
dance (1998 and 2002), none of the targets was reached during this
period, suggesting that on average, improvements in health services cov-
erage take longer than expected to achieve the targets. Immunization cov-
erage, TB case detection, and TB treatment completion rates tend to show
slow but steady increases in levels, but with results significantly below the
targets set for them. Coverage of skilled birth attendance is more variable,
but with coverage in most years being significantly below its target. 

In figure 5.2, we use the multilevel (random effects) models to esti-
mate the country-specific effects for two of the health services indicators:
DPT3 coverage and skilled birth attendance. Each line represents the
experience for an individual country over the same 15-year period.1 The
first impression is one of much more variation than is illustrated in the
“average” country models shown in figure 5.1. Relatively few countries
actually experience a change in DPT3 coverage or skilled birth atten-
dance shown in the “average” models (but the multilevel TB and measles
estimates are similar in this respect). Figure 5.2 also demonstrates that
quite a few countries are clearly falling behind in these essential health
services (having negative or flat slopes), whereas other countries have
much steeper positive slopes (indicating more rapid progress). Countries
have very different starting points, which also affect their prospects of
achieving the targets and their rate of change. Countries that have higher
initial coverage tend to show lower rates of change than countries with
lower starting points, and should not be expected to improve at the same
rates. The observation reinforces the conclusion that achieving the high-
est levels of coverage may be the most difficult. 

Applying the linear estimates produced from the multilevel models for
the key health services, we projected how many countries would be
expected to achieve the international and MDG targets by 2010 and
2015 for each health service (table 5.1). Based on trends over the 15 years
from 1990 to 2004, about two-thirds of all countries would be projected
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Figure 5.1  Trends in Selected Health Service Indicators in LMICs 
between 1990 and 2004
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n

to achieve the target levels of health services by 2015, when the MDG tar-
gets also expect these countries to have achieved dramatic reductions in
child and maternal mortality. The health services with the fewest LMICs
achieving the international and MDG targets are DPT3 immunization
(55 percent), measles immunization (56 percent), and TB detection



Figure 5.2  Country-specific Estimates of DPT3 Immunization Coverage and Skilled Birth Attendance from 1990 to 2004 Using Multilevel
Models 

Source: Authors.
Note: Each line represents the data for one country.
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(57 percent), whereas the highest number of LMICs achieving the
targets are for TB treatment completion (74 percent) and skilled birth
attendance (66 percent).

These findings highlight not only the challenges of achieving interna-
tional and MDG targets, but also that implementation experience for cov-
erage of these key health services is very different across LMICs. In
addition, the findings of large heterogeneity in starting points and annual
changes clearly indicate that setting a cross-country target in health serv-
ices and health outcomes might not serve as an achievable and practicable
benchmark for many countries. Identifying negative or slow rates of
change in a country is probably a more important programmatic strategy
than setting universal targets.

Table 5.2 shows the multilevel analysis of change for each of the health
services, health status, and country macro-environment characteristics that
take into account the different starting points and rates of change for each
country. The mean values of average annual changes and starting points are
shown in the “fixed” part of the model, while the “random” part incorpo-
rates the different intercepts and slopes for each country. The selected
health services show statistically significant improvements between 1990
and 2004, ranging from 0.56 percent coverage a year for DPT3 (95 percent
CI 0.37–0.76) to 3.0 percent a year for TB case detection rate (95 percent
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Table 5.1  Number of Countries Estimated to Achieve the International and 
MDG Targets for Key Health Services

Health service
Target level

%

1990
% 

(#/N)

2000
% 

(#/N)

2010a

% 
(#/N)

2015a

% 
(#/N)

DPT3 
immunization rate

        90 28 
(37/130)

41
(63/155)

51
(79/156)

55
(86/156)

Measles 
immunization rate

        90 15
(20/130)

37
(58/155)

50
(78/156)

56 
(88/156) 

TB detection rate         70 — 28
(35/127)

52
(80/153)

57
(87/153) 

TB treatment 
completion rate

        85 — 34
(42/123)

67
(102/152)

74
(113/152)

Skilled birth 
attendance

        80 54
(6/11)

49
(38/77)

61
(96/158)

66
(104/158)

Source: Authors.
Note: N is the number of countries where data are available. # is the number of countries that meet the target.
DPT3 target is based on the EPI.
— = data not available.
a. Projections based on models shown in table 5.2.



Table 5.2  Average Annual Changes in Health Services and Country Characteristics, Based on Multilevel (Random-Effects) Models for 
Each Variable

Variables

Fixed effect: Slope
(95% CI)

Fixed effect: Intercept
(95% CI)

Random effect: Slope
(95% CI)

Random effect: Intercept 
(95% CI)

Health services
DPT3 immunization rate  change (%) 0.56

(0.37–0.76)
73.89
(70.42–77.36)

1.13
(0.99–1.29)

21.69
(19.32–24.36)

Measles immunization rate  change (%) 0.65
(0.47–0.82)

73.50
(70.39–76.60)

0.99
(0.86–1.14)

19.29
(17.14–21.70)

TB detection rate change (%)a 3.03
(1.79–4.27)

35.14
(27.60–42.69)

7.36
(6.46–8.38)

44.18
(38.57–50.62)

TB treatment completion rate  change
(%)a

0.86
(0.49–1.24)

72.94
(70.11–75.77)

1.82
(1.47–2.26)

15.54
(13.31–18.14)

Skilled birth attendance  change (%) 0.71
(0.46–0.97)

66.97
(61.79–72.16)

1.26
(1.05–1.52)

31.69
(28.05–35.81)

Health status
Under-five mortality rate change 

(per 1,000 live births) 
–1.20
(–1.54–0.86)

88.93
(77.81–100.04)

2.12
(1.89–2.38)

70.34
(62.90–78.66)

Infant mortality rate change 
(per 1,000 live births) 

–0.81
(–1.04–0.57)

60.79
(54.25–67.34)

1.46
(1.30–1.64)

41.41
(37.03–46.31)

Maternal mortality ratio change 
(per 100,000 live births)

–7.89
(–12.80–2.98)

–458.93
(378.60–539.27)

19.73c 453.94c

Total fertility rate change (number of chil-
dren)

–0.06
(–0.07–0.05)

4.09
(3.78–4.40)

0.04
(0.03–0.05)

2.00
(1.79–2.23)

TB mortality rate (per 100,000 pop.) 91.09
(–41.61–223.78)

9,923.32
(3,371.76–16,474.89)

825.36
(733.51–928.72)

42,226.86
(37,833.84–47,129.96)
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Country characteristics
Population (� 106) 0.45

(0.20–0.70)
27.50
(10.10–44.90)

0.16
(0.15–0.18)

113.00
(101.00–126.00)

GNI per capita ($) 66.85
(49.20–84.50)

1,617.96
(1,324.97–1,910.96)

108.07
(95.94–121.74)

1,837.43
(1,640.49–2,058.23)

Governanceb –0.005
(–0.014–0.004)

–0.242
(–0.385–0.100)

0.051
(0.044–0.058)

0.851
(0.749–0.967)

Literacy rate (%) 0.92
(0.78–1.06)

63.42
(58.30–68.54)

0.56c 29.50c

Official development assistance 
inflows ($ per capita)

0.25
(–1.31–1.80)

74.25
(57.89–90.62)

9.40
(8.17–10.82)

100.91
(87.86–115.91)

Health expenditure ($ per capita) 6.01
(2.88–9.15)

81.59
(48.61–114.57)

18.79
(16.58–21.29)

197.32
(174.06–223.68)

Disaster-affected people 
(number per 105 pop) 

18.71
(0.00–103.48)

1,851.97
(1,032.54–2,671.40)

289.90
(194.59–431.89)

3,497.44
(2,719.37–4,498.15)

Source: Authors.
Note: All the values were estimated by multilevel (random effects) models using the variable in question, and the country and year.
a. TB service indicators are available between 1995 and 2004, whereas other variables are available between 1990 and 2004.
b. Governance indicators are available between 1996 and 2004.
c. Convergence was not achieved due to the small sample size.
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CI 1.8–4.3). The mean numbers and 95 percent CIs are a good reflection
of the average rate of change that can be expected in LMICs on the basis
of their past experience. 

The other notable finding from table 5.2 is the large heterogeneity of
annual change in health service indicators across countries. In every case,
both the country-specific initial coverage (random intercept) and change
in coverage (random slope) are statistically significant. For example, the
table shows that the overall average DPT3 immunization coverage in
1990 was 73.9 percent (fixed effect intercept), and the overall average
annual increase in coverage since then has been about 0.6 percent per
year (fixed effect slope). However, the standard deviation for their ini-
tial coverage (random intercept) was 21.7 percent, demonstrating that
there was a very large amount of variation in DPT3 coverage among dif-
ferent countries in 1990. In addition, the standard deviation for the
annual increase in the DPT3 coverage was 1.13 percent per year, indicat-
ing that DPT3 coverage increase per year ranged from –1.61 percent to
2.81 percent per year (0.6 percent ± 1.96 � 1.13) in 95 percent of
LMICs. This large variation and statistically significant differences in
annual change is observed not only for health services, but also for health
status indicators and variables related to the macro context for each
country. This suggests that the individual country differences in delivery
of health services, health status, and macro context may be a larger part
of the story than that told by international averages. This has important
programmatic implications for country-level implementation, as well as
for the relevance of targets set without consideration of country-specific
experience. 

The mean annual changes shown in the fixed part of the model in
table 5.2, which are based on the actual experiences by the studied coun-
tries, could serve as potential benchmarks for other countries when their
decision makers set targets for national programs. For setting feasible tar-
gets for individual countries, a starting point could be based on the actual
rate of change in that country. Annex 5.1 provides a table for each of
these health services indicating each country’s starting point in 1990 and
the annual rate of change.

But more customized benchmarks could be developed by using each
country’s starting point and rate of change. This involves borrowing infor-
mation from other countries to refine the projections for an individual
country (the statistical model uses empirical Bayes estimates to incorpo-
rate information from other countries (as explained in Rabe-Hesketh and
Skrondal 2005). 
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Correlations of Change in Coverage of Health Services
To examine the associations between different health services, we began
by examining the simple correlations between changes in health serv-
ices and country contextual factors. Table 5.3 shows that there is a
strong correlation between changes in measles immunization coverage
and DPT3 coverage (.899), and that all other correlations between
changes in health services are relatively weak, but in the positive direc-
tion. DPT3 and measles immunization coverage are expected to be
closely correlated because they are often part of the same program,
even if measles immunization may also be supplemented by campaigns
that do not include DPT vaccination. Because changes in DPT3 and
measles immunization coverage are highly correlated, subsequent mod-
els only include one indicator—DPT3 coverage. The relatively low level
of correlation between the other health services suggests that on aver-
age there is neither much synergy nor antagonism between changes in
one type of health service and another—excluding DPT3 and measles
immunization coverage, which involve similar if not identical service
delivery mechanisms.

Determinants of Changes in Health Services Coverage
Having demonstrated that the “average” experience with health services
represents the experience of very few countries (figures 5.1 and 5.2, and
table 5.2), we thus turned to multilevel models to further investigate the
associations between changes in health services delivery across health
services, adjusting for changes in country characteristics and accounting
for the heterogeneity of country experiences (table 5.4). The table
describes four models showing the relationship between changes in
health services and country contexts, changing one of four health serv-
ices as the dependent variable. Marginal statistical models that estimate
country averages produced similar coefficients as the fixed effects com-
ponent shown at the top of each model. In the multilevel models, the
coefficients for the country context variables were similar in each model,
irrespective of whether the other health services were included or
excluded. These factors suggest that the models are fairly stable, and that
influence from the potential endogeneity of the health services variables
may not be strong.

A major finding in this analysis is that improvements in selected health
services are usually not associated with changes in other health services.
The exception appears to be increases in skilled birth attendance, which
was associated with increases in DPT3 coverage and in the TB detection

Analysis of Cross-country Changes in Health Services 185



Table 5.3  Correlations between Annual Changes in Key Health Services and Country Context Variables

DPT3 Measles TB detection TB treatment
Skilled birth 
attendance Governance Literacy Population Fertility

GNI per
capita ($)

ODA ($ per
capita)

DPT3 1
Measles 0.8987   1
TB detection 0.2533   0.1271       1
TB treatment 0.2932   0.3921       0.2092         1
Skilled birth 

attendance 0.6040   0.6568       0.2355         0.0866       1
Governance 0.0165   0.0008       0.2869       –0.0955       0.1054         1
Literacy 0.5528   0.6662     –0.0087         0.1950       0.7601       –0.0426 1
Population –0.1952 –0.2832     –0.2425         0.1139     –0.2353         0.1025 –0.2305       1
Fertility –0.6471 –0.7339     –0.1944       –0.5502     –0.6811         0.0106 –0.6508     –0.0459 1
GNI per capita ($) 0.2298   0.3097       0.4285       –0.0076       0.4830         0.4068 0.2589     –0.1325 –0.3257       1
ODA ($ per capita) –0.0145 –0.0917       0.1762         0.0207       0.1900         0.1027 0.2342     –0.2139 –0.0918     –0.1197           1

Source: Authors.
Note: Pearson correlation coefficients.
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Table 5.4  Determinants of Health Services Changes in LMICs: Multivariable Analyses, Multilevel (Random-Effects) Models

DPT3 TB detection
TB treatment completion

rate Skilled birth attendance

Predictors
Coefficient 

(95% CI) P value
Coefficient 

(95% CI) P value
Coefficient 

(95% CI) P value
Coefficient 

(95% CI) P value

Health services
DPT3 coverage 0.050

(–0.230, 0.331)
      0.73 0.017

(–0.084, 0.117)
    0.75     0.031

    (–0.072, 0.134)
0.56

TB case detection   –0.004
  (–0.070, 0.062)

      0.91 0.032
(–0.017, 0.081)

    0.21     0.031 
    (–0.022, 0.084)

0.25

TB treatment completion
rate

  0.072
  (–0.109, 0.253)

      0.78 0.286
(–0.092, 0.664)

      0.14     –0.025
    (–0.177, 0.127)

0.75

Skilled birth 
attendance

  0.157
  (0.019, 0.294)

      0.03 0.316
  (0.032, 0.600)

      0.03 –0.031
(–0.139, 0.077)

    0.57

Country characteristics
Governance rating   4.882 

  (0.526, 9.239)
      0.03   15.590

  (6.652, 24.528)
      0.001 –2.113

(–5.530, 1.305)
    0.23     –0.501

    (–4.774, 3.772)
0.82

Literacy (baseline value)   –0.008
  (–0.156, 0.140)

      0.91 –0.221
(–0.526, 0.084)

      0.16 –0.083
(–0.202, 0.036)

    0.17     0.447
    (0.280, 0.614)

<0.001

Population
(baseline per 106)

  –0.005
  (–0.020, 0.010)

      0.53   –0.032
  (–0.063, –0.018)

      0.04 0.006
(–0.005, 0.019)

    0.30     –0.004
    (–0.022, 0.014)

0.70

Total fertility rate   –4.586
  (–7.335, –1.836)

      0.001 –0.015
(–5.789, 5.758)

      0.99 –3.445
(–5.618, –1.273)

    0.002     –5.378
    (–8.532, -2.224)

0.001

(continued)
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Table 5.4  Determinants of Health Services Changes in LMICs: Multivariable Analyses, Multilevel (Random-Effects) Models

DPT3 TB detection
TB treatment completion

rate Skilled birth attendance

Predictors
Coefficient 

(95% CI) P value
Coefficient 

(95% CI) P value
Coefficient 

(95% CI) P value
Coefficient 

(95% CI) P value

GNI per capita   –0.001
  (–0.002, 0.001)

      0.31 –0.002
(–0.004, 0.001)

      0.23 –0.0001
(–0.001, 0.001)

    0.90   0.002 
  (0.001, 0.003)

    0.02

Year   0.947
  (0.183, 1.711)

      0.02   1.993
  (0.094, 3.891)

      0.04 –0.020
(–0.665, 0.626)

    0.95   0.349
  (–0.363, 1.061)

    0.34

ODA inflows per capita
$0–10   Reference   Reference Reference   Reference
$10–30   2.233

  (–0.163, 6.286)
      0.25 0.542

(–7.105, 8.189)
      0.14 1.003

(–1.705, 3.712)
    0.45   –<None>10.156

  (–2.603, 2.293)
    0.90

$31–100   5.303
  (0.592, 10.013)

      0.03 2.738
(–6.757, 12.234)

      0.57 0.821
(–2.596, 4.239)

    0.64   –2.716
  (–6.132, 0.701)

    0.20

>$101   4.785
  (–1.463, 11.034)

      0.13 0.254
(–12.572, 13.080)

      0.97 4.119 (–0.492,
8.730)

    0.08   –1.657
  (–6.411, 3.098)

    0.50

Random effects 
parameters

SD for intercept
(95% CI)

                    21.93
                    (13.25 36.31)

                63.07
                (42.73 93.09)

20.04
(13.08 30.71)

                  29.17
                  (22.11 38.49)

SD for slope on year
(95% CI)

                    1.31
                    (0.50 3.44)

                5.25
                (3.34 8.26)

1.64
(1.02 2.64)

                  2.04
                  (1.48 2.84)

Source: Authors.
Note: All the values were estimated by using multilevel (random effects) models with each of the variables included in the model. Other models incorporating one, two, or three health
services at one time show similar effects. Statistically significant relationships are in bold.
SD = standard deviation. 

(Continued)
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rate (p<0.05) in both multivariate models, whereas changes in TB indica-
tors and DPT3 immunization coverage showed no association with each
other. Of the 12 coefficients showing the relationships between changes
in health services, nine are in a positive direction, suggesting that even if
the relationships between changes in health services are weak, they tend
at least to be positive.

As might be expected from the above analysis, the random compo-
nents of each of the models are highly statistically significant (none of the
95 percent CIs for random intercepts or random slopes includes 0), sug-
gesting that both where countries start and how they progress are highly
heterogeneous. Rather than showing a common pattern of progress for
health services, countries tend to follow their own pathways.

Five country characteristics were also associated with changes in spe-
cific health services (table 5.4). For example, changes in per capita
national income and literacy rates were significantly associated with
improvements in skilled birth attendance. More specifically, a $1 increase
in per capita national income was associated with 0.002 percent increase
(95 percent CI 0.001–0.003) in skilled birth attendance. Changes in
national governance were significantly associated with DPT3 coverage
and TB case detection. Furthermore, a decrease in the total fertility rate
was associated with improvement in DPT3 coverage, TB successful treat-
ment, and skilled birth attendance. Given these findings, it makes sense
that health programs should be planned and assessed within a broader
framework that also includes a more complete range of health services
and country contextual factors. Country characteristics, especially gover-
nance index, literacy rate, and economic indicators have been identified
in this study as key factors associated with changes in health services
delivery, even after the heterogeneity of experience in health services
across countries is accounted for.

Main Limitations

Several limitations need to be pointed out. First, some important health
services are excluded from the analysis due to data limitations. These
services include contraceptive prevalence, acute respiratory tract infection
treatment at an appropriate facility, diarrhea treatment with oral rehydra-
tion salts, use of insecticide-treated bednets for malaria, or use of volun-
tary counseling and testing for HIV or treatment with anti-retroviral
drugs. These services were originally intended to be included in the study,
but since they are available in less than 20 percent of the countries on
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an annual basis, they could not be. Data that are more directly relevant to
service delivery for the newer global programs on HIV/AIDS and malaria
are the least available, and particularly since these programs have taken
up much of the funding and have a large potential to influence the deliv-
ery of other services, this lack of data is unfortunate. Even for health serv-
ices that have been more commonly measured, data for multiple time
points are limited; the skilled birth attendance rate, for example, had
fewer data available than others. The sample size in multivariate models
is reduced from 162 to 101 when the skilled birth attendance rate is
included in the models. 

The second limitation relates to the reliability and validity of the
national data themselves. The validity of officially reported data on vaccine
coverage rates in low-income countries has been questioned in recent
years (Murray et al. 2003), and there is no reason that the officially
reported data on other types of health service indicators should be more
valid than those for vaccine coverage. Tuberculosis case detection estimates
are particularly vulnerable to assumptions made about the incidence of
tuberculosis, which may not be as predictable as previously thought (van
Leth et al. 2008). Wide and implausible changes in year-to-year levels of
TB case detection are also seen, including some levels of over 100 percent,
suggesting that this indicator may be less robust than others. We do not
know how the problem with the validity of officially reported data
affected the statistical results in this study. While this problem is likely to
have increased “noise,” making it more difficult to statistically detect rela-
tionships, systematic biases in the change in these indicators are not obvi-
ous. Despite this uncertainty, the results remain the best estimates that can
be drawn from the currently available information. 

Another limitation is that our statistical models could not assess a
potential endogeneity problem, though this type of problem is more
commonly encountered in cross-sectional data (Lozano et al. 2006). That
is, an independent variable can be a predictor of the outcome of interest,
while the same variable can also be predicted by the outcome measured
on earlier occasions (Diggle 2002). To avoid this problem, we checked
correlations between all the variables in order to exclude highly corre-
lated variables (correlation coefficient >0.80) in the multivariate models
such as DPT3 and measles immunization coverage, and tested the multi-
variate models with and without the other health services variables.
However, there does not seem to be an established method to assess a
potential endogeneity problem in the type of longitudinal data used in
our study.
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It should be made clear that the associations found throughout this
analysis do not necessarily imply causality. Although a longitudinal
design provides stronger evidence about the potential causal relation-
ships between variables than cross-sectional studies, the study is based
on national estimates and subject to an ecologic fallacy—that is,
changes at the cross-country level do not necessarily imply there will
be similar changes within countries or at the individual level, particu-
larly as information about how individual programs were implemented
within each country are not available (Morgenstern 1995; Blakely and
Woodward 2000). The models that we used highlight the need to
examine individual country experience rather than rely on the “aver-
age” experience of LMICs. 

Implications for Decision Makers

After years of emphasis on specific disease-control programs, there is a
growing interest in how these programs influence health systems. The
multilevel analysis conducted here may serve as groundwork to examine
the impact of specific programs, since it allows us to investigate effects
occurring over time at different levels, such as individual effects on coun-
tries or on subnational levels. But this requires data to be collected over
time on how health services and health outcomes are changing. 

There is clearly a need for more data of higher quality to better address
how the new global initiatives are affecting health services and outcomes,
both within and across countries. In particular, more consistent reporting
of services related to HIV/AIDS, malaria, and general curative care, both
of outpatient and hospitalizations, are needed if countries are to better
assess how their programs and health services are working. It also makes
little sense for national decision makers to look at just one health service
or outcome when assessing how well programs are working, since it is
clear that improvements in one program area can be associated with pos-
itive or negative (or insignificant) changes in other health services in their
country—improvements in one area do not in themselves produce
improvements in other areas of health services. This means that health
programs should be purposely planned and monitored in a broader
framework of health systems to secure improvements across the full
range of health services, rather than simply one area at a time (which, as
said, may have deleterious effects elsewhere).

Despite the limitations, this study provides a reasonable alternative to
the benchmarks of health services based on what LMICs actually achieve
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over time. Figure 5.1 above suggests that most of the service delivery
targets may be achieved within a few years for the “average” country—
but figure 5.2 above demonstrates that few countries are, in fact, aver-
age. The range of improvements that have been made for each health
service and outcome have been calculated (table 5.2 above), and may
provide a more appropriate set of benchmarks for individual countries.

Note

1. These models use empirical Bayes predictors and random intercepts and ran-
dom slopes for each country.
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Annex 5.1  Country-level Annual Changes in Key Health Services

TB successful TB successful
DPT3 TB case TB case TB case TB successful DOTS DOTS 

DPT3 coverage DPT3 SBA SBA  SBA detection detection detection DOTS treatment treatment
Country or coverage projected annual rate projected annual rate projected annual treatment projected annual
territory 1990 2015 change 1990 2015 change 1995 2015 change 1995 2015 change

Afghanistan 25 81.4 2.6 25.8 0.9 46.6 2.4 100.0 5.3
Albania 94 100.0 0.5 100.0 0.4 47.3 1.3 98.4 0.6
Algeria 89 88.9 0.0 100.0 1.7 100.0 0.0 93.3 0.5
American 

Samoa 100.0 0.6 0.0 –4.5 100 100.0 1.4
Angola 24 68.9 1.9 92.0 3.4 100.0 8.6 100.0 4.6
Antigua and 

Barbuda 99 98.1 0.0 100.0 0.1 40.8 –1.8 100.0 5.8
Argentina 86 87.0 0.3 100.0 0.3 100.0 9.9 83.8 1.6
Armenia 100.0 0.6 100.0 0.4 13 62.7 1.6 83 85.1 0.2
Aruba 100.0 0.6
Azerbaijan 100.0 0.7 73.7 –1.1 5 90.9 4.6 61.7 –1.3
Bahrain 94 100.0 0.2 100.0 0.2 69.6 3.6 100.0 6.3
Bangladesh 69 98.3 1.1 20.7 0.6 7 79.7 3.4 71 100.0 1.5
Barbados 91 94.0 0.2 99.2 0.1 100.0 20.0 100.0 1.5
Belarus 100.0 0.3 50.6 0.8 83.2 0.7
Belize 91 98.4 0.5 94.7 0.7 100.0 1.6 92.8 0.8
Benin 74 88.8 0.8 79.3 1.0 81 85.6 0.3 73 93.7 1.1
Bhutan 96 90.8 0.1 58.4 2.1 29 49.8 1.3 97 81.1 –0.5
Bolivia 41 100.0 2.9 83.9 1.5 39 95.9 1.6 62 100.0 2.0
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Bosnia and 
Herzegovina 100.0 2.6 100.0 0.3 100.0 4.5 100.0 0.6

Botswana 92 100.0 0.4 100.0 1.1 72 51.1 –1.5 67 93.0 1.4
Brazil 66 100.0 2.1 100.0 2.0 85.4 5.0 67.4 –0.8
Bulgaria 84 95.8 0.2 100.0 0.6 100.0 17.4 100.0 1.1
Burkina 66 92.2 2.2 33.3 -0.2 12 22.1 0.3 25 100.0 4.0
Burundi 86 42.5 1.1 20 44.5 1.0 45 100.0 3.1
Cambodia 38 94.7 2.6 44.9 0.7 40 91.1 2.7 91 90.9 0.0
Cameroon 48 87.9 2.1 64.3 0.3 100.0 11.7 65.1 –0.6
Cape Verde 88 100.0 4.4 71.2 2.1
Central 

African 
Republic 82 49.9 0.3 0.0 –6.0 37 96.8 2.7

Chad 20 63.7 2.1 19.1 0.2 37 6.8 –1.2 47 100.0 2.9
Chile 99 99.3 0.3 100.0 0.1 71 100.0 4.3 79 94.3 0.8
China 97 100.0 4.2 15 83.0 3.2 96 89.2 –0.3
Colombia 88 82.6 0.1 81.8 96.3 0.6 0.0 –7.2 98.0 1.2
Comoros 94 87.6 1.1 84.8 1.6 54 15.2 –2.1 90 100.0 0.6
Congo, Dem. 

Rep. of 35 65.1 1.9 72.1 0.8 42 94.0 2.6 80 100.0 2.0
Congo, 

Rep. of 79 67 84.7 1.0 86.6 1.3
Costa Rica 95 89.3 0.0 98.8 0.1 100.0 15.1 100.0 1.8
Côte d'Ivoire 54 68.4 0.8 89.4 2.1 52 6.6 –2.1 68 88.0 1.4
Croatia 100.0 0.9 99.8 100.0 0.0 90 94.0 0.2
Cuba 92 100.0 0.1 82 100.0 0.7
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Annex 5.1  Country-level Annual Changes in Key Health Services (Continued)

TB successful TB successful
DPT3 TB case TB case TB case TB successful DOTS DOTS 

DPT3 coverage DPT3 SBA SBA  SBA detection detection detection DOTS treatment treatment
Country or coverage projected annual rate projected annual rate projected annual treatment projected annual
territory 1990 2015 change 1990 2015 change 1995 2015 change 1995 2015 change

Czech Rep. 99.0 0.1 100.0 0.2 45 75.3 1.1 60 97.5 1.7
Djibouti 85 53.4 0.3 69.8 0.7 0.0 –6.7 76 77.1 0.1
Dominica 92 100.0 0.2 100.0 0.3 0.0 –5.9 89.0 –0.4
Dominican 

Rep. 69 100.0 0.5 100.0 12.4 87.3 0.5
Ecuador 68 100.0 1.4 84.9 1.0 100.0 5.8 94.8 0.9
Egypt, Arab 

Rep. of 87 100.0 1.4 98.8 2.5 43 100.0 5.2 87.1 0.2
El Salvador 80 100.0 1.3 100.0 3.0 71.8 1.2 100.0 1.7
Equatorial 

Guinea 77 100.0 6.8 83 86.2 0.5 89 34.8 –2.4
Eritrea 100.0 4.3 43.7 1.1 38.8 1.7 100.0 1.7
Estonia 100.0 0.7 100.0 0.6 100.0 3.3 82.7 1.1
Ethiopia 49 95.6 2.6 25.5 1.2 15 66.7 2.5 61 89.4 1.0

Fiji 97 100.0 0.2 47 87.4 2.1 86 78.8 –0.5
Gabon 78 94.8 0.6 100.0 1.8 43.0 –0.4
Gambia, The 92 94.0 0.2 44.1 70.8 1.1 75 64.8 –0.4 76 74.7 0.0
Georgia 100.0 1.7 100.0 0.5 18 100.0 5.3 58 77.2 0.7
Ghana 58 99.3 1.5 52.8 0.5 16 75.0 2.7 54 81.9 1.6
Greece 54 100.0 0.8
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Grenada 80 100.0 0.6 100.0 0.3
Guatemala 66 100.0 1.4 56.2 1.1 42 44.2 –0.4 61 100.0 2.1
Guinea 17 90.1 2.1 73.6 2.0 43 59.9 0.6 78 73.0 –0.1
Guinea-Bissau 61 58.8 1.6 100.0 5.2 100.0 3.9
Guyana 83 95.1 0.5 83.9 –0.5 58.7 2.9 51.6 –2.2
Haiti 41 50.3 0.5 41.0 1.1 100.0 6.3 86.8 0.8
Honduras 84 96.4 0.2 72.3 1.1 100.0 14.1 84.1 –0.2
Hungary 99 99.5 0.0 100.0 0.6 73.3 2.6 28.8 –2.3
India 70 65.1 0.1 61.3 1.2 100.0 6.9 79 96.0 0.8
Indonesia 60 83.6 0.8 100.0 3.2 1 100.0 5.1 91 97.6 1.4
Iran, Islamic 

Rep. of 91 100.0 0.5 100.0 0.8 46 100.0 3.7 85.3 0.1
Iraq 83 86.4 0.5 83.1 0.7 58.6 2.9 96.0 0.6
Jamaica 86 100.0 0.5 64.4 –1.6 67 40.1 –1.8
Jordan 92 100.0 0.3 87.2 100.0 1.0 114 47.9 –2.1 86.4 –0.1
Kazakhstan 100.0 1.0 100.0 0.1 100.0 8.1 79.3 0.1
Kenya 84 41.5 –0.1 56 33.4 –1.2 75 91.9 0.9
Kiribati 97 83.8 0.0 100.0 1.8 100.0 0.0 99.3 0.8
Korea, Dem. 

People’s 
Rep. of 98 100.0 0.4 100.0 17.6 86.3 –0.2

Korea, Rep. of 74 100.0 0.9 98 100.0 0.0 34 0.0 –3.4 76 93.5 0.9
Kyrgyz 

Republic 100.0 0.0 100.0 0.2 100.0 6.7 84.5 0.2
Lao PDR 18 79.9 2.0 34.8 1.0 84.4 2.9 70 100.0 2.0
Latvia 100.0 0.8 100.0 0.1 100.0 1.9 61 96.3 1.6
Lebanon 82 98.7 0.4 100.0 0.7 54 100.0 1.8 100.0 1.4
Lesotho 76 65.7 0.7 63 91.7 1.1 47 95.0 1.8
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Annex 5.1  Country-level Annual Changes in Key Health Services (Continued)

TB successful TB successful
DPT3 TB case TB case TB case TB successful DOTS DOTS 

DPT3 coverage DPT3 SBA SBA  SBA detection detection detection DOTS treatment treatment
Country or coverage projected annual rate projected annual rate projected annual treatment projected annual
territory 1990 2015 change 1990 2015 change 1995 2015 change 1995 2015 change

Liberia 64.8 0.9 64.7 1.8 79 76.0 0.0
Libya 84 100.0 0.5 100.0 0.3 100.0 0.0 65.3 –0.1
Lithuania 100.0 1.1 100.0 0.6 100.0 16.8 69.2 –0.7
Macedonia, 

FYR 99.7 0.4 100.0 0.4 100.0 4.3 88.0 0.3
Madagascar 46 62.7 0.3 46.3 –0.3 51 98.6 2.1 55 96.3 1.9
Malawi 87 62.0 0.3 38 36.9 –0.2 71 80.6 0.6
Malaysia 90 100.0 0.5 100.0 0.3 64 79.3 0.7 69 84.5 0.5
Maldives 94 100.0 0.2 48.2 –1.8 101 63.8 –1.6 97 90.7 –0.2
Mali 42 84.8 1.9 72.3 2.4 14 25.7 0.5 59 59.2 –0.2
Malta 63 94.4 0.4 100.0 0.2 11.2 –1.6 100 67.5 –1.5
Marshall 

Islands 92 98.3 0.2 100.0 11.4 100.0 1.5
Mauritania 33 88.7 2.3 78.7 1.6 53.6 0.8 68.0 0.2
Mauritius 85 95.8 0.3 91.1 100.0 0.4 34 23.2 –0.5 92.0 0.2
Mayotte
Mexico 53 100.0 1.3 93.4 0.4 100.0 8.8 100.0 1.6
Micronesia, 

Fed. States. of 85 81.6 0.0 90.7 0.0 19 100.0 8.5 80 100.0 1.2
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Moldova 100.0 1.4 100.0 0.3 93.5 4.2 61.0 –0.7
Mongolia 84 100.0 1.3 100.0 0.7 7 100.0 7.9 96.5 0.8
Morocco 81 100.0 0.8 91.5 2.6 93 66.3 –1.3 90 84.9 –0.2
Mozambique 46 95.7 1.9 56.8 0.7 54 37.8 –0.6 39 100.0 3.5
Myanmar 88 84.9 0.3 65.6 0.5 100.0 7.6 66 94.7 1.0
Namibia 59 86.8 0.8 88.2 0.9 22 100.0 4.3 73.9 0.8
Nepal 43 100.0 2.4 21.3 0.6 100.0 8.3 88.5 0.1
Nicaragua 66 93.7 0.8 77.1 0.7 73 98.7 1.0 80 89.2 0.5
Niger 22 63.6 1.9 25.5 0.5 100.0 4.6 89.4 1.5
Nigeria 56 30.8 45.9 0.6 11 29.8 1.0 49 100.0 2.9
Northern

Mariana 
Islands 100.0 0.5 15.9 –5.3 74.1 –0.2

Oman 98 100.0 0.2 100.0 0.6 100.0 0.0 84 97.8 0.5
Pakistan 54 84.6 1.6 29.6 0.5 1 46.0 2.4 70 91.4 1.2
Palau 99 100.0 0.5 99 100.0 0.1 115 100.0 0.0 67 76.6 0.3
Panama 86 100.0 1.0 100.0 0.6 100.0 18.9 100.0 2.6
Papua New 

Guinea 67 33.5 –0.8 45.0 2.3 30.2 –2.6
Paraguay 67 80.3 0.6 66.8 83.6 0.8 14 0.0 –1.9 51 100.0 3.6
Peru 72 100.0 0.8 90.5 1.8 101 64.6 –1.6 83 95.2 0.4
Philippines 88 65.1 0.6 100.0 10.2 97.3 0.8
Poland 96 100.0 0.3 100.0 0.6 100.0 10.3 97.5 1.5
Portugal 89 100.0 0.4 100.0 0.0 75 100.0 1.8 69 98.7 1.3
Puerto Rico 100.0 0.7 82.1 1.0 65 78.1 0.5
Romania 96 99.6 0.1 99.3 0.0 22.0 –0.8 85.2 0.5
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Annex 5.1  Country-level Annual Changes in Key Health Services (Continued)

TB successful TB successful
DPT3 TB case TB case TB case TB successful DOTS DOTS 

DPT3 coverage DPT3 SBA SBA  SBA detection detection detection DOTS treatment treatment
Country or coverage projected annual rate projected annual rate projected annual treatment projected annual
territory 1990 2015 change 1990 2015 change 1995 2015 change 1995 2015 change

Russian 
Federation 100.0 1.7 100.0 0.2 28.1 1.5 65 72.4 0.4

Rwanda 84 96.9 0.9 45.1 0.8 34 22.2 –0.9 69.2 0.2
Samoa 90 92.3 0.0 76 100.0 1.8 47 86.5 2.3 80 78.6 –0.5
São Tomé and
Príncipe 92 100.0 1.1 80.7 0.2
Saudi Arabia 92 99.0 0.3 97.8 0.4 69.3 2.4 100.0 2.6
Senegal 51 79.5 1.0 75.1 1.3 61 41.1 –0.9 44 98.5 2.7
Serbia and 

Montenegro 100.0 0.8 97.2 0.2 48.4 1.4 100.0 1.0
Seychelles 99 100.0 0.1 68.3 –0.8 89 47.7 –2.3
Sierra Leone 76.3 1.8 56.8 1.0 28 35.4 0.0 69 96.3 1.2
Slovak Rep. 100.0 0.1 100.0 0.6 80 0.0 –4.3 64 100.0 2.2
Slovenia 100.0 0.0 76.6 0.4 90 81.6 –0.2
Solomon I

slands 77 83.8 0.5 89.3 0.2 100.0 6.0 65 100.0 1.6
Somalia 19 52.5 1.4 25.1 –0.3 66.6 2.2 86 90.8 0.3
South Africa 72 95.5 0.9 100.0 1.1 100.0 10.9 67.5 –0.1
Sri Lanka 86 100.0 0.9 100.0 0.3 59 79.9 0.9 79 85.6 0.4
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St. Kitts 
and Nevis 99 100.0 0.3 0.0 –20.7 100.0 3.8

St. Lucia 89 100.0 0.1 44.4 –2.0 50.7 –1.4
St. Vincent 

and the 
Grenadines 98 99.2 0.0 100.0 0.3 53.3 1.4 88.3 –0.1

Sudan 62 69.4 85.4 0.5 83.6 3.9 100.0 1.7
Suriname 83 80.8 0.1 74.4 –0.9
Swaziland 89 98.5 1.9 44.8 0.7 55.6 0.6
Syrian 

Arab Rep. 91 100.0 0.6 63.2 –0.5 100.0 4.9 79.8 –0.4
Tajikistan 82.1 0.0 63.6 –0.7 0.0 –0.9 95.7 1.1
Tanzania 78 96.3 0.7 45.9 0.3 56 32.4 –1.1 73 91.6 0.9
Thailand 92 100.0 0.6 100.0 0.5 100.0 9.2 82.6 0.7
Timor-Leste 61.3 0.6 18.0 –0.4 52.3 0.1 93.8 1.2
Togo 77 74.9 1.4 13 15.6 0.2 60 71.8 0.4
Tonga 94 98.6 0.2 94.8 0.1 49 100.0 5.8 75 100.0 1.2
Trinidad 

and Tobago 82 100.0 0.8 97.2 0.0
Tunisia 93 100.0 0.3 100.0 1.3 88.4 –0.4 93.8 0.3
Turkey 84 83.4 0.3 91.7 0.7 0.0 –3.6 100.0 1.3
Turkmenistan 100.0 0.8 100.0 0.4 85.4 3.8 97.6 1.6
Uganda 45 94.6 1.9 47.6 0.5 19.8 –2.0 100.0 3.3
Ukraine 100.0 0.5 100.0 0.1
Uruguay 97 100.0 0.2 77 72.6 –0.6 68 100.0 1.3
Uzbekistan 100.0 1.5 96.8 0.0 74.4 4.4 87.8 0.6
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Annex 5.1  Country-level Annual Changes in Key Health Services (Continued)

TB successful TB successful
DPT3 TB case TB case TB case TB successful DOTS DOTS 

DPT3 coverage DPT3 SBA SBA  SBA detection detection detection DOTS treatment treatment
Country or coverage projected annual rate projected annual rate projected annual treatment projected annual
territory 1990 2015 change 1990 2015 change 1995 2015 change 1995 2015 change

Vanuatu 76 89.7 0.1 100.0 10.5 72.1 –0.8
Venezuela 63 80.4 0.8 97.0 0.2 72 70.3 –0.2 74 91.3 0.8
Vietnam 88 97.4 0.3 100.0 1.8 30 100.0 4.5 91 94.9 0.3
West Bank 100.0 0.5 0.0 –2.6 94.4 0.5
Yemen, 
Rep. of 84 88.7 1.5 40.1 1.0 2 100.0 4.4 66 93.4 1.0
Zambia 91 38.4 –0.5 93.7 3.4 87.7 0.8
Zimbabwe 88 83.6 0.7 34.3 –0.7 70.7 0.0

Source: United Nations, UNICEF,  World Bank, World Health Organizations and Demographic and Health Surveys.
SBA = skilled birth attendance.
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C H A P T E R  6

Institutional Context 
of Health Services

Gerry Bloom, Hilary Standing, 
and Anu Joshi

Summary

Objectives: To identify the main institutional factors that influence
the delivery of health services in LMICs and to describe the domains
of governance that affect the implementation of health policy.

Method: A qualitative review of literature concerning institutional
arrangements and health systems was conducted.

Key messages: Implementation of health services is dependent on
eight institutional dimensions for planning or assessing strategies to
strengthen health services:

• Degree and breadth of commitment to the stated objectives of
the strategy or intervention

• Rules about how critical stakeholders are involved, and the
incentives to make them work

• Incentives and disincentives for health workers (and ultimately
organizations) to perform well

• Capacity of government to be a regulator of the health system
(continued)
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• Mechanisms for accountability in health systems
• Co-accountability of national health systems to external bodies

providing financial and technical support
• Level of statehood
• Institutional development

Reasons for Conducting the Review

Many LMICs have implemented a wide range of health system develop-
ment strategies that have included investments in appropriate facilities,
personnel, and complementary inputs; the establishment of financing
mechanisms; and interventions to improve the performance of public and
private providers. Yet the outcomes have varied considerably in terms of
both service delivery and health status. There are many possible explana-
tions for the divergence, and one in particular is the difference in the insti-
tutional context within which the strategies were implemented. This
study draws on developments in understanding institutional development
in LMICs to stimulate thinking about the influence of political and insti-
tutional factors on health system development.

The World Development Report 2004 (World Bank 2003) conceptual-
ized this issue as one of realigning incentives to encourage good perform-
ance. This involves the design of financing and management systems that
provide appropriate signals to service providers. It also involves measures
to make these providers more accountable to their clients and the com-
munity, particularly the poor. The World Development Report 2004 identi-
fies two main approaches to improve accountability and performance:
the “short route” entails measures that enable communities to influence
local health facilities; the “long route” concerns political accountability.
Both routes alter the incentives faced by decision makers in health facili-
ties and agencies responsible for policy formulation and implementation.
Given the recognition of the importance of incentives and accountability
in service delivery, what can be learned about the main institutional fac-
tors that influence health services delivery in LMICs?

Objectives of the Review

This study sought to identify the key institutional issues that explain how
different strategies to strengthen health services are implemented in
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LMICs, and to use this information to describe some of the key institu-
tional dimensions that influence health policy implementation. The study
seeks to illuminate the relevant issues for strengthening health systems
and services in very different institutional contexts.  

Methods Used

This qualitative analysis, based on a literature review of institutional
arrangements, highlights the relevant issues surrounding the nexus
between institutional arrangements and health systems. It adds to the
framework used in the World Development Report 2004 by incorporating
an understanding of the influence of institutional arrangements on devel-
opment (North 1990; Fukuyama 2004; Centre for the Future State
2005). North (1990) distinguishes between institutions, which are formal
and informal “rules of the game” that constrain behavior, and organiza-
tions, which operate within these rules. He points out that people must
internalize rules as behavioral norms and they must believe that transgres-
sors will be punished, if the rules are to be effective. He argues that the
more trust that is necessary for achieving a social end, the more impor-
tant are the institutional arrangements. For example, the capacity of a
society to invest in research and translate new knowledge into widely
available goods and services requires a high level of trust among many
organizations, implying sophisticated social rules. The same factors are
relevant to health systems, whose functions require a high level of trust
between various stakeholders and, consequently, effective, predictable,
rules-based institutional arrangements.

The institutional arrangements of a successful health system are
defined as a series of explicit and implicit “contracts” that accord service
providers and other key actors a high social status and an appropriate
income in exchange for acting in the interests of the community and
patients (Bloom 2004; Bloom et al. 2008). These contracts involve formal
rules and informal understandings, and are underpinned by socially
accepted norms of behavior.

What Are the Main Limitations, Findings, 
and Implications?

This study is limited by the scope of its analysis and methods of enquiry,
that is, a qualitative literature review that brings in other institutional
frameworks. It has identified critical institutional factors that should be
considered in developing and implementing strategies to strengthen



health services based on past experience and evolving theory, but it cannot
predict which factors will be most influential in a particular country.
Although it raises questions for consideration, it does not identify how the
answers will evolve or what effects they may have. Measurement of gov-
ernance, institutional capacity, and statehood are not well developed, and
continue to be evolving constructs. Moreover, there are as yet no definitive
models to classify country characteristics that can predict health service
performance. 

The study identifies eight key institutional dimensions for planning or
assessing strategies to strengthen health services. Findings and proposi-
tions are summarized below under each of the eight dimensions. 

Degree and Breadth of Commitment to the Stated Objectives of the
Strategy or Intervention
Aspiration of policy or intervention, versus cynicism of politicians. It is often
difficult to distinguish between those policies or interventions included
as a general aspiration or made in response to a particular stakeholder;
and those that government leaders believe are important to their legiti-
macy and political survival. As an example, governments tend to issue
large numbers of policy statements, health development plans, and so
forth, which often include a plethora of targets and objectives, and there-
fore delineate the needs of perhaps multiple stakeholders. In terms of
legitimacy, it is important to note that, in many countries, the govern-
ment that came to power in the immediate postcolonial or postrevolu-
tionary period made commitments to provide universal access to health
services. These promises were important elements of the legitimacy of
these regimes. However, as it became clear that they were unable to
meet these promises, governments have been unwilling to alter their
original commitments publicly. This was apparent in the Russian govern-
ment’s unwillingness to discuss openly the policy implications of the
widespread use of informal payments by health workers (Mackintosh
and Kovalev 2006). Such circumstances have created difficulties in for-
mulating realistic policies that make the best use of available resources
(Bloom and Standing 2001).

National need versus narrow interest. In many cases, national policies
and multiyear plans are largely produced by government officials. Other
stakeholders may be consulted, but these moves are often informal and do
not commit stakeholders to specific responsibilities. This can become prob-
lematic, as in the case of a disruption of a multiyear health development
program by a change in government following competitive multiparty
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elections, where the health sector plan or strategy in question may be
dismantled as it is perceived as a product of the previous regime.1

Incentives for key actors. Many countries have created regulations and
policies but government officials and other actors have made little effort
to enforce them (Ensor and Weinzierl 2006). This analysis supports the
notion that reviews of country institutional arrangements and health sys-
tem development should explore the degree to which these regulations
were translated into political commitments, the incentives for key actors
to translate policies or regulations into changes in health system perform-
ance, and whether the public evaluated government performance on the
basis of how far such policies were implemented.

Health Sector Stakeholders, Interests, and Common Agreements
The effective functioning of a health system relies on the existence of
rules-based arrangements between actors. Therefore, any national plans
for strengthening health services should explore the processes for estab-
lishing these relationships and the incentives for stakeholders to make
them work (table 6.1). Planners should also explore stakeholders’ specific
interests and the degree to which particular institutional arrangements
operate in favor of more powerful stakeholders, and identify countervail-
ing strategies to give voice and influence to the poor. 

Influence of Incentives and Disincentives on Performance
A key characteristic of the health sector is the importance of skilled work-
ers, and so the incentives that workers face have an important influence
on both an individual’s performance and that of the overall health sector.
In light of this, approaches to health system strengthening should pay spe-
cific attention to the incentives and disincentives that health workers
face, including: short-term livelihoods, long-term benefits linked to
opportunities for further training and promotion, extent to which poor
governance and oversight have produced or encouraged perverse incen-
tives (for example, rewards for poor performance), and norms and moral
codes to ensure ethical behavior of health workers.

Strength of Government Capacity to Serve as Regulator and Steward
of the Health System
Government officials’ regulatory duties. In order for government to play an
effective role, the responsibilities of senior officials and those responsible for
enforcing regulations and monitoring health system performance need to
be clearly defined; this aspect of institutional development should therefore
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Table 6.1  Key Health Sector Stakeholders and Interests

Actor
Incentives for making 

institutions work Specific stakeholder interests Strategies to counterbalance stakeholder interests

Central government • Strong identification with 
particular policy

• Degree to which government 
officials are answerable for 
successful implementation 
of policy

• Possibilities for rent seeking 
(abuse of power)

• Hijacking/appropriation of 
agendas to serve specific 
constituencies (for example, 
urban elites, ethnic groups)

• Involve other stakeholders in planning and monitoring.
• Provide public information.
• Powerful, charismatic leadership can win public support for

an intervention.

Local government • Degree of political 
accountability to 
the population

• Monitoring of 
performance by higher 
levels of government

Possible partnerships with 
local power brokers, 
patron–client relations, 
favoritism in for example, 
suppliers, transfers

• Create service delivery and regulatory partnerships.
• Provide information on resource use and service delivery.
• Establish robust local monitoring arrangements, strengthen

governance capacity of political representatives.

Facility owners/ 
managers

Reputation, trust, 
attract patients

Pressure to maximize 
income, prescribe 
unnecessary treatment

• Report on facility performance. 
• Ensure direct accountability to the local population.
• Improve facilities-level incentives; for example, return 

revenue for improvements to services.
Pharmaceutical 

suppliers
Reputational risks from 

counterfeits, need for 
reputation for social 
responsibility, establish 
stable market

Competitive strategies that 
deny information or push 
unnecessarily high use 
of products

• Implement strong government regulatory systems.
• Widely disseminate information on products and prices.
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Community-based 
organizations

Voice of local groups Possible representation of 
narrow group

• Provide transparency in access to resources and use of them.
• Strengthen governance arrangements in such organizations.

Professional 
associations

Reputation, social standing • Closure from below and 
misuse of power for 
economic gain

• Refusal to address gross urban 
bias in human resources

• Include nonprofessionals in governance.
• Negotiate contractual bargains on service delivery for 

underserved populations.

Trade unions Pay and promotion Resistance to public sector 
reforms and measures to 
improve efficiency

Test demand-side approaches and competition.

Donor agencies Success in achieving 
institutional goals

Short-term career moves and 
tendency to undervalue 
long-term institutional 
development

• Commission systematic studies of long-term impact of 
interventions feed into internal monitoring arrangements.

• Sponsor training/orientation in political and institutional
analysis.

International 
advocacy groups

High motivation to address 
specific needs

Focus on short-term targets 
with little interest in other 
consequences

• Widen governance arrangements.
• Improve analysis and forecasting.

Source: Authors. 
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be further explored when strategies to strengthen health services are
planned or evaluated.

Government officials’ incentives. Many countries have quite well-devel-
oped legal rules in the health sector that are largely not enforced.
Moreover, there is often little incentive for local officials to enforce such
rules. These issues may be related to levels of pay, political influence over
promotion, and widespread corruption. They may also reflect insufficient
funding of the regulatory agency itself. In light of these findings, countries
would benefit from relating health system performance and general
measures of strengthening government performance.

Regulatory partnerships. In many instances, government works in part-
nership with other stakeholders to design and implement regulations. The
stakeholders may include organized professions or pharmaceutical com-
panies. In recent years, a variety of partnerships have emerged that
include representatives of health workers, community-based organiza-
tions, and so forth. These regulatory partnerships—and their potential to
mediate conflicts of interest—should be assessed in more detail when
considering strategies to strengthen health services.

Media role. In many cases, scandals or pressure by the media have
brought problems to the surface and placed pressure on government to act.
In understanding the nexus between institutional arrangements and health
system development, the role of the media should be further explored in
identifying issues and providing incentives for government action.

Mechanisms for Accountability in Health Systems
Health in the political system. The degree to which health issues play a part
in major political statements and electoral politics—evaluating the impor-
tance of health in political manifestos—should be considered when devel-
oping strategies to strengthen health services. It is important to assess
whether there is evidence that health has influenced political decisions,
and identify whether there are specific committees to deal with health
issues in representative bodies, as well as their level of influence in deci-
sion making.

Community-based and nongovernmental organizations. Many countries
have used a variety of mechanisms to make service providers more
responsive to the local population. These include formal health commit-
tees, organizations concerned with specific programs, and organizations
that include a local service delivery component. In developing and pur-
suing health services strengthening strategies, it would be useful to
consider the role of these types of organizations in improving health
system performance.
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Co-accountability of National Health Systems to External Bodies Pro-
viding Financial and Technical Support 
Management of co-accountable projects. A gradual shift has occurred in the
pattern of external transfers so that an increasing proportion of them
finances service provision. There have been attempts to design systems to
manage co-accountability in this new environment (for example,
SWAps), but there are few examples of long-term systematic construc-
tion of capacity by all relevant partners.

Specific support programs and wider impact. Program design should take
into account the objectives of both meeting current health-related needs
and building sustainable health systems that provide appropriate incen-
tives for key actors. In some cases, there has been a disproportionate
emphasis on the former, leading to unintended consequences from per-
verse incentives. 

Systems of accountability. Program design needs to take into account the
explicit and implicit incentives that specific support programs provide for
relevant national actors. Those designing programs should assess the
extent to which program managers should be held accountable for their
performance, the persons to whom they will be accountable, and the per-
formance criteria on which they are to be judged. 

External agencies’ relationships. Program design needs to take into
account the nature and quality of the relationships that have developed
between national actors and external agencies.

Level of Statehood
Level of statehood refers to the extent to which the government has
effective control over its territory, is not excessively dependent on exter-
nal or mineral resources, observes the constitution, and is guided by the
rule of law and the degree to which institutions of government, political
parties, and civil society organizations are stable, predictable, and routine. 

One illustration of the relative weakness of the state in many countries
has been the emergence of pluralistic health systems, where a large pro-
portion of health care transactions take place outside the public sector
(Bloom and Standing 2001). This may involve private providers operating
within well-defined regulations and much larger numbers of practitioners
working outside the legal framework (Berman 1998; Harding and Preker
2004). It may also involve government employees charging for services
legally or without legal sanction (Ferrinho et al. 2004). A notable feature
of many countries with pluralistic health systems is the limited capacity of
government to influence the system’s performance (see below). A sign of
this weakness has been a growing gap between the language of policy and
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agreements with donor agencies, and the reality on the ground (Bloom and
Standing 2001; Mackintosh and Kovalev 2006). To begin bridging this gap,
much more attention must be paid to the institutional and political con-
text within which agreements are negotiated. The same policy will play
out very differently, even in apparently similar countries.

Institutional Development
The level of institutional development refers to the following three
main elements: the extent to which government has the capacity to
carry out its programs (for example, in-post staff who are paid regu-
larly) and to provide the resources for supporting initiatives; the
degree to which functioning accountability mechanisms exist; and the
extent to which corruption is prevalent. Government capacity is par-
ticularly relevant to health systems because of its reliance on the exis-
tence of functioning rules-based institutional arrangements in the
public domain. For example, public sectors in countries with strong
states are often categorized as “Weberian bureaucracies,” in which
employees are expected to act in the public interest in exchange for
status and secure employment. In many other countries, public sector
jobs deviate considerably from this ideal and it is widely understood
that government employees pursue livelihood strategies to secure an
adequate income. These strategies include requesting informal payments
or working privately. It is often difficult to draw a clear boundary
between accepted market practices and corruption (Lewis 2006).
Pritchett and Woolcock (2004) argue that arrangements that work
quite well in the advanced market economies perform differently in
these circumstances, and they suggest that this explains the growing
interest in demand-side approaches and community-based develop-
ment as mechanisms for limiting opportunities for opportunistic
behavior. Similarly, Minogue (2005) argues that regulatory systems
reflect levels of institutional development and cultural norms. Further,
Leonard (2000) suggests that organized professions also function
quite differently in many LMICs.

Afterword
It is difficult to measure these eight dimensions of governance, which
depend largely on subjective assessments by individuals who know the
country context well. However, Kaufmann et al. (2005) have constructed
composite indicators of governance that provide rough indicators.
Importantly, these indicators should be supplemented with detailed local
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knowledge about the state of governance, which is particularly relevant to
health system performance.

Note

1. The Malawi Social Action Fund, however, provides a positive example of a
large intervention that attained national status and received support from all
political parties (Bloom et al. 2005). This was achieved through the creation
of transparent decision-making rules and through a very active publicity cam-
paign that involved a variety of media.
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C H A P T E R  7

Evaluation of Changes in Health
Results in World Bank-assisted
Health Projects

Savitha Subramanian and David H. Peters

Summary

Objective: To identify how World Bank-assisted health projects meas-
ure changes in health services, financing, and impact on health status;
and to identify project characteristics associated with improvements
in health services, financing, and status.

Methods: A review was made of all 118 implementation comple-
tion reports of World Bank projects that had a health component
and that were completed in the three fiscal years 2003 to 2005. 

Key messages:

• Sectorwide approaches may well improve health services or
health status more than other programs.

• Among project activities, contracting and logistics support were
likely to show improvements in health services and status,
respectively.

(continued)



Reasons for Conducting the Review

Despite the wide consensus that health systems and the services they pro-
duce are critical factors in the achievement of international and local
health and development goals, there are relatively few systematic attempts
to evaluate health systems performance across countries. There are also
few organizations that have the data that can be used for such analysis.
The World Bank is one such body, and provides an opportunity to exam-
ine its multiple-country experience related to its financial assistance in
the health sector and to examine what can be learned about improving
health services.

The most recent in-house evaluation of the entire health, nutrition,
and population (HNP) portfolio of World Bank assistance recognized
many positive contributions of the World Bank, but noted that “the Bank
typically focuses on providing inputs rather than on clearly defining and
monitoring progress toward HNP development objectives” (Johnston and
Stout 1999). This view was supportive of the World Bank’s first HNP
Strategy (1997), which identified the need to monitor progress against
objectives. The three priorities identified in the strategy to guide the
direction of the World Bank’s work in the HNP sector were to work with
client countries to improve HNP outcomes of the poor; enhance the per-
formance of health care systems; and secure sustainable health care
financing. Subsequently, with the World Bank developing a new HNP
strategy in 2006, it became timely to examine what had been learned
about progress toward the main priorities of the first HNP strategy.1

There is considerable debate over which approaches to providing devel-
opment assistance in health are the most effective. Over the last few
decades much of the debate has been between priority programs for spe-
cific diseases on the one hand, and other approaches to strengthening
health systems on the other. These other approaches include comprehen-
sive area-based projects, community development projects, those designed
to develop management support systems (essential drugs, equipment, etc.),
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• Projects organized around disease-control programs suggested
improvements in health services and outcomes.

• No type of project input was associated with improvements in
health services or status.

• More consistent measurement of results is needed, to better assess
whether individual country efforts produce the desired changes.
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Table 7.1  Definitions of Approaches to Organizing Development Assistance 
in the Health Sector

Approach Description

General budget support Development assistance provided as general support to the
government, not targeted at the health sector. It is some-
times considered an extrasectoral approach. Projects rely
on government systems to manage the funds, on the basis
of policy agreements to achieve broad objectives, which
include the health sector. Projects provide general budget
support without earmarking of funds to a sector (such as
“Poverty Reduction Support Credits,”  Structural Adjust-
ment Loans”).

Health sector
Disease program Strengthening a priority program organized around 

control of a specific disease (HIV/AIDS, tuberculosis, 
malaria) or a specific set of health services and conditions
(immunization, family planning) 

Geographic priority Strengthening management and delivery systems in a 
particular geographic area of a country, often chosen 
because of the characteristics of a particular population

Management support system Focusing on a particular management support system 
(for example, systems to provide key inputs such as 
essential drugs, buildings, or equipment)

Sectorwide approach Investments and actions based on common sectoral policy
and objectives, expenditure framework, and systems for
implementation and review. In some cases, funding is 
provided as budget support but with specified allocation
to the health sector; in some cases, funding is labeled
“adaptable program loans.” 

Others Projects organized around other approaches, such as 
health providers, financing mechanisms, community 
engagement approaches, and accountability approaches 

Source: Subramanian et al. 2006.

sectorwide approaches, and other organizational approaches (Mills 2005).
Table 7.1 defines the common organizational approaches as used in the dis-
cussion paper of Subramanian et al. (2006). More recently, debate has
focused on the relative merits of general budget support compared to assis-
tance given directly to the health sector (Cordella and Dell’Aricca 2007;
Koeberle et al. 2006).

In addition to considering broadly how development assistance is
organized for health, insights into more specific types of inputs or activi-
ties are related to improvements in health services, financing, or health
outcomes are also important. For example, are projects that offer techni-
cal assistance more likely to have an impact on health services or health
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status? Do investments in training or pharmaceuticals have an impact on
health services or health status? Given the lack of skilled human resources
working in the health sector in many LMICs, do projects that focus on
systems for human resources have a higher likelihood of demonstrating a
change in health services? 

Some of the main types of inputs and activities that were assessed
across World Bank-assisted projects were as follows:

• Project inputs: salaries of health workers; training of health workers;
technical assistance; pharmaceuticals (including vaccines and contra-
ceptives); purchase, repair, or maintenance of equipment; building or
repair and maintenance of buildings; and computer software

• Project activities: human resources systems (including increasing the
number of health workers, improving health worker capacity, or systems
to manage human resources); health services management systems
(including quality of care approaches and health management infor-
mation systems); logistics systems (such as selection, procurement,
and distribution of drugs and other commodities); policies or activities
to regulate health providers; contracting of health organizations; and
involvement of civil society organizations or the public in planning.

Objectives of the Review

The specific aims of this review were to:

• Identify how World Bank-assisted HNP projects measure changes in
health services, health financing, and impact on people’s health, the
three priority areas of the World Bank’s HNP strategy prior to 2006

• Identify project characteristics associated with improvements in
health services, health financing, and health status. The main project
characteristics of interest are how the project was organized to pro-
vide assistance, types of project inputs, and types of project activities.

This type of review was intended to show whether an adequate level
of evaluation of health services, financing, and status was being carried out
in World Bank-assisted projects, in order to give some assurance to national
stakeholders that progress was being made in these relevant areas. By com-
paring results across countries and by accounting for different country
characteristics, it was hoped that a plausible level of association between
certain types of project design features and improvements in health serv-
ices, financing, and status could be detected.



For many decision makers, knowing whether a relevant improvement
has been made during a project is sufficient to assess whether the partic-
ular approach was successful, and perhaps whether it is worth continuing
or expanding in that country. In the context of this review, this means that
measurements were drawn at a minimum of two points in time for a rel-
evant measure of health services, health financing, or health status for a
given project. Information on how often this occurs provides some insight
as to whether a minimal level of evaluation is being performed, allowing
local decision makers and the public to know whether progress is being
made. If certain approaches to project design can be shown to be associ-
ated with improvements, that would provide additional information to
support particular strategies.

If alternative designs for health assistance are being considered (either
by national decision makers or those from international agencies), then
it becomes more useful to compare projects from other countries in
determining whether there are typical approaches, inputs, or activities
that are more likely to show improvements. Countries can serve as com-
parisons to each other, in which case it becomes useful to try to account
for factors within countries that might also explain some of the differ-
ences in health services, financing, and health status. These differences
would include factors such as the income level of a country, literacy
rates, and the types of policies and institutions, although many other fac-
tors could also be considered. By accounting for these other factors, there
is greater plausibility that the effects of project characteristics can be
found that are associated with improved health services, financing, or
health status. (However in this review, too few projects evaluated changes
in health financing for analysis.)

Methods Used

The review was limited to an inventory and systematic evaluation of results
that were measured and reported in the official project evaluation reports
of completed World Bank-assisted projects—implementation completion
reports (ICRs).

The review examined all World Bank projects that contained a health
component and were completed during the three fiscal years 2003 to
2005.2 Project information was extracted from all 118 ICRs that were
completed in this time and that had a health sector component. Each ICR
was prepared by the unit of the World Bank responsible for designing and
supervising the project, with input from the government to document
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their achievements. For this review, each project ICR was systematically
assessed using a checklist of the assessment criteria to document which
indicators were used for measuring health services, financing, and status,
and the characteristics of interest: the primary organizational approach,
and the types of inputs and activities involved. In order to achieve consis-
tency in the data entry process between the two data collectors, data were
double entered. When data were inconsistent between the two entries,
the two data collectors investigated the problem and resolved it. Two
other reviewers were used to assess the data entered and reconcile any
remaining discrepancies.

Table 7.2 defines the outcome variables used in the review: changes in
health services, health financing, and health status. The main independent
variables were derived from table 7.1 and the project inputs and project
activities bullets, above.
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Table 7.2  Definitions of Health Services, Financing, and Health Status Used 
in the Review

Change in outcome variable Description 

Health services Any measurement of an indicator that measures the 
utilization, coverage, quality, efficiency, or distribution of
health services, including changes in health behaviors of 
individuals. These types of indicators are usually defined as
project outcomes, but may also be defined as health 
service outputs in the evaluation frameworks.

Health financing Any measurement of an indicator that describes the 
financing dimensions of health, whether for individuals,
government, or other organizations. Health financing 
indicators can be impact-level measures (for example, 
income protection for individuals), or output and
outcome levels (for example, enrollment levels in health 
financing schemes, contributions by government or 
individuals, cost of services).

Health status Any measurement of an indicator that describes the 
long-term effect on the health, nutrition, and population
status of the population. Mortality rates, disease 
incidence and prevalence rates, case fatality rates, cure
rates, and rates of malnutrition and fertility are all 
examples of health status measures. These indicators can
be considered as project outcomes, although they 
tended to be identified as project-impact or project
goal-level indicators.

Source: Subramanian et al. 2006.
Note: The review examined any measurement of health services, health financing, and health status in the 
projects, and focused on those projects demonstrating any change in these indicators taken from at least two
measurements at different points in time.



The review used exploratory data analysis to describe each variable,
followed by tests of statistical association between the outcome and
explanatory variables. Multiple logistic regression analysis was used to con-
trol for potentially confounding variables and derive odds ratios for two
outcome variables: improvements in health services and improvements in
health status (too few projects evaluated changes in health financing).
Further details on the methods used are available in the discussion paper
(Subramanian et al. 2006).

Main Findings

One of the most striking features of the review is how infrequently World
Bank-assisted projects in the field of HNP evaluated changes in health serv-
ices (42 percent of projects), health financing (17 percent), or health sta-
tus (33 percent). However, the good news is that those projects that paid
attention to measurement were associated with better health services and
health status. When at least two measurements were taken of an indicator,
they nearly always demonstrated an improvement. Yet given the impor-
tance of equity considerations, it is remarkable that none of the projects
included measurements of equity of health services, financing, or status.

The analysis also provided further indications about how health proj-
ects are designed. The majority of projects were financed from within
the health sector (73 percent), rather than outside it. Nearly all proj-
ects provided technical assistance (88 percent) or training (75 percent),
but salary support was much less common (21 percent). Most projects
involved activities to support human resource management (81 per-
cent) or health services management systems (72 percent), but very few
involved the public in planning the program (16 percent), contracting
with service providers (27 percent), or regulating health providers (39
percent). (Annex table 7.1 provides the details of the project character-
istic by global region.)

In examining which type of organizational approach is associated with
improvements in health services or health status (health financing had too
few cases to assess), both SWAps and disease-control programs did better
than others (figure 7.1).

A regression analysis was used to control for other variables. This resulted
in identifying only a few project characteristics that were associated with
improvements in health services or health status. (Annex table 7.2 has the
full models.) In this analysis, this means that the odds ratio for an improve-
ment of health services or health status was greater than 1. Of the differ-
ent types of project organizational approach, only SWAps achieved an
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odds ratio that was statistical greater than 1 at a level of p value <0.05 for
both health services and health status (figure 7.2). 

The significantly higher odds of programs that use SWAps making
improvements, compared to others, is potentially important, though the
sample size was quite small. It is possible that the emphasis on regular
review of performance, which forms part of most SWAps, means that
they are more likely to measure and report changes. Whether SWAps are
actually more effective at achieving improvements is not clear, largely
because of poor reporting of performance by most projects, and weak
evaluation designs. However, the multivariate analysis reinforced the asso-
ciation of SWAps with measurement of improved outcomes. 

No type of project input was associated with improvements in health
services or status. Of the project activities, those using contracting were
more likely to show improvements in health services, and those provid-
ing logistics support showed improvements in health status (figure 7.2).
These findings suggest that the use of contracting and support for logis-
tics is likely to be an important element in success.

Main Limitations

The main limitation of this review is that it is unclear if the factors asso-
ciated with improvements in health services or health status actually
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Figure 7.1  Percentage of Projects Showing Improvements in Health Services,
Health Financing, or Health Status,  According to Organizational Approach



caused the differences. To the decision maker, it may be adequate or even
plausible to accept these factors as contributing to improvements. Most
researchers, though, will remain skeptical about the findings, even if they
stimulate further hypotheses to test, concerning which conditions these
organizational designs and activities are likely to cause improvements.
Equally, the limitations of this study design prevent it from providing
probabilistic estimates about how well different types of projects can be
expected to improve health services or health status. Since the act of
measuring of improvement is likely an endogenous factor to the change
itself, these associations could be demonstrating the likelihood of measur-
ing outcomes rather than causing the improvement. 
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Figure 7.2  Odds Ratios for Improving Health Services and Health Status According
to Organizational Approach and Project Activity

Source: Authors.

Note: Based on multiple logistic regression models (annex table 7.2). Geographic priority, management support
system, and other approaches not shown.

An odds ratio > 1 means that improvement is more likely to occur when that variable is present.

* P value <0.05 (the probability of making an error in concluding there is an effect, when in truth there is not, is
less than 5%).
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The primary project approaches and other characteristics were not
randomly assigned (many of these approaches were not reasonably
 randomized, such as SWAps or general budget support), and a multitude
of factors outside the control of a project are likely to have influenced its
outcomes. To help improve the plausibility of the assessment, the review
controlled for the influence of country context factors such as income
levels, geographic regions, and policy and institutional assessments, but
these were unlikely to provide tight “control” of all other factors influenc-
ing health services and health status.

Because the review was primarily interested in how projects measured
change in the three priority areas of the World Bank’s HNP strategy, it did
not evaluate each project based on its individual development objectives,
nor of the relevance of the indicators used to the project’s development
objectives. Nor did it consider other important project effects that were
not captured by the three main types of strategic outcomes. For example,
it did not assess establishing new institutions or improving processes,
unless they could be assessed through the type of outcomes measured. 

Many other useful activities may not be captured by quantitative
measurements. For example, about 48 percent of the projects involved
pilot testing of new schemes in a country. However, in most instances, it
was not clear what became of the pilot study, and it was not possible in
this review of ICRs to fairly assess their status at the end of the project. 

Implications for Decision Makers 

Despite the limitations of the review, the findings are still useful enough
to address its objectives. One major conclusion is that decision makers
and the public need to demand more rigorous evaluation of health sector
investments made with World Bank funds, and of development projects
more generally. When projects can consistently assess changes in health
services, health financing, and health status, these constituents will be bet-
ter informed and better able to assess the adequacy of programs. Stronger
evaluation designs will help them decide which strategies are the most
effective and efficient in improving health services and health status.

There is plausible evidence from this analysis that SWAps and proj-
ects involving contracting and support for logistics have a better chance
of being able to demonstrate improvements in health services or health
status, at least when receiving assistance from the World Bank. Projects
organized around disease-control programs were also suggestive of improve-
ments in health services and outcomes, though the effects were not as
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strong. More consistent measurement of results would provide a better
basis for assessing whether individual country efforts are actually pro-
ducing the desired changes.

Notes

1. This chapter is based on the discussion paper of Subramanian et al. 2006.

2. The fiscal year ends on June 30.
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Annex Table 7.1  Characteristics of Project Evaluations Analyzed 
(%)

Africa
(n=38 )

East Asia 
and Pacific

(n=10)

Europe 
and Central 

Asia
(n=20 )

Latin America 
and the 

Caribbean
(n=27)

Middle East 
and North 

Africa
(n=12)

South Asia
(n=11)

Total
(N=118)

Main outcomes
Health services indicator—Any measurement 76.3 90.0 60.0 70.4 83.3 90.9 75.4
Health services indicator(s)—Improvement

shown
50.0 50.0 20.0 48.2 16.7 54.6 41.5

Health financing indicator—Any measurement 21.1 0.0 20.0 33.3 8.3 45.5 21.2
Health financing indicator(s)—Improvement

shown
18.4 0.0 10.0 22.2 0.0 36.4 17.0

Health status indicator—Any measurement 50.0 70.0 30.0 37.0 41.7 63.6 45.8
Health status indicator—Improvement shown 44.7 40.0 20.0 33.3 16.7 18.2 32.2

Type of development assistance
Budget support (extrasectoral) 42.1 10.0 25.0 25.9 0.0 27.3 27.1
Health sector approach 57.9 90.0 75.0 74.1 100 72.7 72.8
Organizational approach
Disease program 29.0 30.0 5.0 22.2 25.0 27.3 22.9
Geographic priority 5.3 10.0 20.0 7.4 16.7 36.4 12.7
Management support system 7.9 30.0 20.0 14.8 58.3 0.0 17.8
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Sectorwide approach 10.5 10.0 0.0 7.4 0.0 9.1 6.8
Other approaches 5.3 10.0 30.0 22.2 0.0 0.0 12.7
Project inputs
Salaries 26.3 20.0 20.0 11.1 8.3 45.5 21.2
Training 71.1 90.0 70.0 70.4 83.3 90.9 75.4
Technical assistance 84.2 90.0 90.0 81.5 100 100 88.1
Pharmaceuticals 68.4 80.0 45.0 44.4 58.3 81.8 60.2
Equipment 60.5 90.0 60.0 59.3 91.7 63.6 66.1
Buildings 60.5 60.0 55.0 40.7 91.7 63.6 58.5
Software 36.8 50.0 60.0 59.3 50.0 45.5 49.2

Project activities
Human resources systems 79.0 90.0 75.0 77.8 83.3 90.9 80.5

Health services management systems 63.2 90.0 80.0 70.4 58.3 90.9 72.0
Logistics systems 76.3 80.0 70.0 59.3 75.0 36.4 67.8
Contracting with organizations 34.2 40.0 5.0 25.9 16.7 45.5 27.1
Regulation of health providers 31.6 30.0 65.0 44.4 16.7 36.4 39.0
Public involvement in planning 15.8 0.0 10.0 22.2 16.7 27.3 16.1

Source: Authors.
Note: Improvement is based on a positive change from at least two measurements.
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Annex Table 7.2  Logistic Regression Results for Improvements in Health Services and in Health Status

Variable

Health services Health status

Odds ratio P value 95% CI Odds ratio P value 95% CI

Organizational approach
(other)
General budget support           1.49               0.69       0.21-10.50                 1.45         0.77           0.12-16.93
Disease program           2.49               0.19       0.65-9.61                 2.38         0.22           0.60-9.38
Sectorwide approach         14.30                 0.02       1.57–130.01                   8.89         0.03           1.21–65.42

Project inputs
Salaries (none)           0.88               0.84       0.24–3.15                 2.01         0.25           0.61–6.60
Training (none)           1.60               0.63       0.23–11.21                 0.54         0.60           0.05–5.39
Technical assistance (none)           2.45               0.39       0.32–18.92                 0.69         0.76           0.07–6.93
Pharmaceuticals (none)           1.39               0.63       0.37–5.18                 0.54         0.39           0.14–2.17
Equipment (none)           0.50               0.42       0.09–2.68                 1.20         0.86           0.16–9.06
Buildings (none)           1.97               0.34       0.50–7.82                 3.69         0.10           0.79–17.29
Software (none)           2.63               0.14       0.73–9.52                 1.27         0.71           0.36–4.45

Project activities
Human resource systems (none)           0.22               0.17       0.02–1.96                 0.62         0.69           0.06–6.50
Health services management (none)           1.25               0.76       0.29–5.40                 4.59         0.06           0.93–22.69
Logistics systems (none)           0.62               0.42       0.19–2.00                 3.69         0.05           1.02–13.41
Contracting (none)           4.12                 0.04       1.07–15.94                   1.03         0.97           0.31–3.42
Regulations (none)           1.23               0.72       0.39–3.84                 0.57         0.34           0.18–1.79
Public involvement in planning (none)           1.59               0.50       0.42–6.08                 1.37         0.66           0.34–5.49



Country policy and inst. assessment

(Low: <3)
Moderate: 3–3.5           0.28               0.17       0.04–1.75                 0.92         0.92           0.17–4.99
High: >3.5           2.00               0.39       0.41–9.62                 1.76         0.47           0.37–8.25
Region
(Africa)
East Asia and Pacific           1.56               0.66       0.22–11.17                 1.21         0.84           0.19–7.65
Europe and Central Asia           4.01               0.20       0.47–34.19                 0.29         0.32           0.03–3.28
Latin America and the Caribbean           1.98               0.55       0.21–18.46                 0.46         0.49           0.05–4.18
Middle East and North Africa           2.37               0.53       0.16–34.31                 0.65         0.75           0.05–8.64
South Asia           0.89               0.90       0.15–5.22                 3.21         0.20           0.54–19.02
Economy
(Low-income)
Lower-middle-income           0.14               0.07       0.02–1.19                 1.83         0.56           0.24–14.05
Upper-middle-income           1.17               0.90       0.12–11.58                 1.27         0.84           0.12–13.54

N                       118                             118
Pseudo R2               0.274         0.226

Source: Authors.
Note: Parentheses indicate reference group. Too few projects evaluated changes in health financing to be included in the regression. Statistically significant relationships are in bold.
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C H A P T E R  8

Seven Country Case Studies

Sameh El-Saharty, Katja Janovsky, 
Banafsheh Siadat, and Finn Schleimann

Summary

Objectives: To describe the strategies of significant scale for strength-
ening health services delivery in the real-life context in which they
occurred in seven low-income countries.

Methods: Case studies involved mixed methods of document
reviews, key informant interviews, and quantitative analysis of data
from the seven countries.

Key messages:

• Each country situation is unique. Hence generalizations and com-
parisons across countries are limited.

• Success in implementation of the selected health services delivery
strategies is driven largely by several factors related to the country-
specific macro environment, to the health sector micro environ-
ment, or to both.

• As the country context changes, the health system components
also evolve in response to the changing environment.

(continued)



Introduction

This chapter reviews the implementation of a range of health services
delivery strategies and the factors that influenced the results achieved in
seven countries: Afghanistan, Ethiopia, Ghana, Rwanda, Uganda, Vietnam,
and Zambia. These country cases were selected on the basis of a grant,
which was provided by the Government of the Netherlands to investigate
health services in low-income countries, and which was intended to
include a range of countries, particularly in Africa, that had undertaken
efforts to improve health services through decentralization, public over-
sight, or community empowerment strategies over the previous 10 years.
The initial seven countries were selected after widespread consultations
within the World Bank. The rationale for selection is outlined in table 8.1. 

The aim of this chapter is to reach a better understanding of how sim-
ilar strategies were implemented in different contexts. It considers the
impetus for adopting a particular strategy, identifies key drivers of change,
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• In virtually no country can overall health services improvements
be linked to a particular strategy.

• Political stability, security, and economic growth, as well as leg-
islation, regulation, and the capacity to monitor and enforce, are
all macro-environment factors—mainly related to the country
context—that influence how strategies are implemented. They
are usually outside the control of the “strategy implementers.”

• Leadership, the status of NGOs and faith-based organizations,
the size of donor support, and aid approaches are factors related
to the health sector (the micro environment) that are not under
the control of the strategy implementers. But these elements
should be seriously examined and considered as they directly
influence how the strategy is implemented.

• A set of “strategy-related” factors was found to be critical. These
factors are directly related to the design, adaptation, and imple-
mentation of the strategy, and are usually under the control of the
strategy implementers. They include: seizing the “boost” of new
beginnings, ensuring capacity building as a central tenet, modulat-
ing the pace of implementation, balancing supply- and demand-
side interventions, anticipating consequences and resource
requirements for going to scale, and recognizing the fragility of
reforms and the need for their institutionalization.



examines the enabling and inhibiting factors, and sets out the results
achieved. It identifies issues and lessons learned on the basis of the coun-
try case studies. These studies show that successes and failures of partic-
ular strategies cannot be divorced from the specific context in which they
were implemented. Nevertheless, collectively they do highlight a set of
systemic issues related to health services strengthening strategies, poten-
tially providing lessons for policy makers and development professionals
that are applicable beyond the individual case studies.

Research Questions

Each of the seven country case studies sought to address the following
broad questions:

• Which strategies to improve service delivery that were intended to be
of significant scale were adopted and implemented? 

• Where did the ideas and the impetus for the strategy come from: local,
national, or international sources?
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Table 8.1  Rationale for Selection of Countries Based on Strategies to 
Strengthen Health Services

Country Strategies pursued

Afghanistan Postconflict innovations involving contracting strategies to improve the
performance of state and nonstate providers

Ethiopia Decentralization of health service responsibilities to local governments, 
improving access through rehabilitation and expansion of health facilities,
health extension package of services, and introduction of a new cadre of
health workers

Ghana Longstanding SWAp with decentralization of funds to subnational levels,
but with an entrenched institutional conflict at central level between the
Ministry of Health and the health services delivery agency (Ghana Health
Service), and initiation of a community planning and monitoring approach
(Community-based Health Planning and Services) with a new cadre of
health workers and numerous pilot studies in service organization

Rwanda Numerous policy reforms, including scaling up of contracts to districts and
communities for health behaviors, contracts to nonstate providers to 
improve performance, and micro-insurance approaches

Uganda Significant decentralization strategies and a large influx of disease-specific
funding (HIV/AIDS and malaria) and social marketing approaches

Vietnam Rapid decentralization across sectors with evolving institutions, and rapid
increases in health services delivery coverage across sectors 

Zambia Longstanding SWAp with decentralization of funds to subnational levels

Source: Authors.



• How has the implementation of the strategies under review been
 organized and managed, including political advocacy and management?

• What were the pace and degree of implementation, including sequenc-
ing and relationships to other strategies?

• What factors in the health sector and in the broader macro environ-
ment, including enabling and inhibiting conditions, have influenced
adoption, implementation, and outcomes?

• What results have been achieved?
• Are there discernable intended or unintended benefits to the poor? 
• What lessons have been learned that are likely to be applicable and use-

ful in other countries? 

The answers to these questions have been synthesized across the coun-
try case studies and are presented in the rest of this chapter.

Methods

The country case studies, using mixed methodologies, identify how these
low-income countries have adopted and implemented strategies to improve
health services. A detailed and standardized terms of reference was devel-
oped for use in each country to identify the key strategies to improve health
services, understand their development, and identify the critical stakehold-
ers and factors affecting implementation. 

The specific objectives were to:

• describe strategies to strengthen health services in the real-life context
in which they occurred;

• illustrate how adoption and implementation of health systems strate-
gies relate to their context across a variety of LIC settings;

• explore a situation in which an intervention being evaluated has no
clear, single set of outcomes; and

• investigate the presumed causal links between program components
and program effects in real-life interventions that are too complex for
survey research or experimental strategies.

Each country case study involved: (i) collection and analysis of docu-
mentation of significant health service improvement strategies in the recent
past (5–10 years) in the selected country; (ii) central- and periphery-level
field interviews of critical stakeholders in-country to identify their role and
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assessment of health strategy development and implementation processes,
examining both the intended health service outcomes and key unintended
consequences; and (iii) identification and analysis of enabling and inhibit-
ing factors and conditions at the macro-environment, health sector, and
strategy levels that affected the strategy’s adoption and implementation.

Limitations

This chapter presents summaries of in-depth country case studies; hence,
detailed country-specific findings are not presented here. The following
section highlights only the major findings of each strategy pursued, which
are extracted from the background case studies for this chapter.

It is also important to highlight the challenges in conducting a compar-
ative analysis across countries. Success in implementation of the selected
health services delivery strategies is driven largely by several factors related
to the country-specific macro environment and/or to the health sector
micro environment. Many of the results observed are highly contextual
and hence generalizations and comparisons across countries are limited.
Moreover, as the country context changes, the health system components
also evolve and adapt in response to the changing environment. This
dynamic relationship makes it even more difficult to ascribe some of the
enabling and inhibiting factors to a particular health system component
that is constantly adapting. 

Importantly, there are also limitations in attributing the observed results
(for example, health outcomes, health service outputs) to a specific strat-
egy, particularly when there is usually concurrent implementation of mul-
tiple strategies in any given country. In addition, the sequencing of the
strategies under investigation within a given country, often in a phased
manner, or incrementally but not adhering to plans, further limits the
tracing of causal linkages. Finally, given that many of the strategies were
implemented only recently, it is difficult to ascertain how these strategies
have affected health services delivery in both the medium and long term.
In many instances, only the immediate or short-term effects were
observed during field visits.

Hence, this chapter focuses more on how the strategies were imple-
mented and what factors influenced their results. It also provides some
interpretation of the relationship between the strategies under review
and observed outcomes, although it cannot establish direct causality or
attribution.
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Country Findings

This section provides an overview of key health services delivery strate-
gies of significant scale for each of the seven countries. 

Afghanistan
Afghanistan is an important example of a country emerging from con-
flict. It has pursued innovations in service delivery strategies, under four
headings.

Capacity building. Between 2002 and 2004, there was a strong focus on
institutional capacity building. However, since 2005 capacity building has
been more narrowly focused on the training of individuals (health worker
capacity building). There has also been a massive influx of expatriate
expertise, much of it in the form of technical assistance (TA), amounting
to approximately $1.6 billion since 2002.

The key stakeholders driving capacity building were the main interna-
tional development partners in so far as they provided TA to strengthen
capacity—successful or otherwise. On the other hand, the government,
specifically the Ministry of Public Health (MOPH), also had a keen inter-
est in seeing capacity further developed. Management Sciences for
Health (MSH), a United States-based NGO, has undertaken much of the
work in capacity building (i.e. in terms of human resource development)
with the ministry, bolstered with funds from the United States Agency for
International Development (USAID). 

Health worker capacity building specifically, as well as other strategies
in Afghanistan, was well resourced and was therefore rapidly imple-
mented. The concurrent and near-simultaneous nature of this and other
strategies has been pivotal to their collective success. 

Notably, there has been a tremendous degree of variation in the qual-
ity of TA received within the MOPH and there is recognition at present
of the need to improve coordination of TA among donors and for donors
to relinquish much of the control they have over TA. Some have seen
capacity building as driving the short-term objectives of donors, rather
than meeting local needs.

Public sector reorganization. In mid-2002, the public administration
reform program (PAR), a government-wide multi-donor-supported ini-
tiative, was established to strengthen the bureaucracy. One aspect of PAR
is the priority reform and restructuring program (PRR) which was planned
as an interim measure (2002–05) to restore vital administrative capacity.

238 El-Saharty, Janovsky, Siadat, and Schleimann



The PRR was also designed to help ensure consistency across ministries
pursuing reforms with the support of different donors. 

Generally, reorganization of the public sector through PAR and PRR
was supported by the multi-donor trust fund (ARTF)—with strong inter-
est from the MOPH. PAR and PRR were rapid and well-resourced initia-
tives, particularly between 2002 and 2004. The public reorganization
strategies were also implemented concurrently with health worker capac-
ity building, along with public oversight and community empowerment
strategies. However, PRR is to be discontinued and supplanted by a more
comprehensive pay and grading reform that will include merit-based
appointments, vetting procedures, and performance-based reviews.

Contracting out with nonstate providers and contracting in at MOPH.
Health services delivery is contracted out to nonstate providers in four-
fifths of the country’s 34 provinces, with the financial support of three
major donors (World Bank, USAID, and European Commission), and with
strong buy-in from NGOs that provide health services. All contracting
involves the provision of a basic package of health services. The contracts
affiliated with each donor are designed differently, reflecting different
approaches to aid management and concerns over the capacity of NGOs
to deliver services across an entire province. 

Three of the 34 provinces deliver health services through the Ministry
of Public Health Strengthening Mechanism (MOPH-SM). The MOPH-SM
has become a form of contracting in with the recruitment of managers into
the MOPH itself, and includes performance incentives based on third-
party evaluation. The remaining districts and provinces are supported
through routine MOPH support, often with small NGOs.

The impetus for both contracting-out and contracting-in stemmed from
international development partners. Contracting out in Afghanistan was an
internationally driven strategy, promoted by the World Bank. Although
real collaboration was seen among many important stakeholders in initial
discussions, NGOs were marked by their absence. The MOPH was to a
certain extent on the sidelines, hampered by its lack of exposure to current
technical issues, scarcity of interpreters, and the numerous competing
demands made on it by the international community.

Early on, one of the major concerns among some health stakeholders was
that there was to be a “big bang” approach in the first year post-conflict
in Afghanistan, in contrast to Cambodia where, even seven years after the
end of the conflict, basic health services had been contracted out to
NGOs in only a few districts. Moreover, many personnel also had moral
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and ethical concerns, as they questioned the assumptions that the public
sector was too weak to be strengthened to deliver health services; that
NGOs had a better capacity to manage services even on a large scale that
included the district hospital level; and that NGOs were too few to
ensure a valid competitive process. There was also concern that contract-
ing out was the first step toward the privatization of health services. 

The various contracting mechanisms were carried out rapidly,
made possible by the substantial donor support. To aim for effective
management of the various contracting strategies, World Bank funds
were used to establish and provide running costs for the Grants and
Contract Manage  ment Unit (GCMU) within the MOPH’s Policy
and Planning Depart ment. The GCMU is a well-functioning unit
that employs local staff as consultants. With respect to contracting
out, the GCMU manages the contracting processes involved with
nonstate providers. The GCMU also manages funds for the MOPH-
SM (contracting-in facilities), hiring managers at market rates to
help bolster the delivery of basic health services. However, the
GCMU’s functions have been questioned, since the unit has taken
on tasks that could potentially sit in other MOPH departments.
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Figure 8.1  Health Services Indicators, Afghanistan

Source: Afghanistan Ministry of Public Health, 2006 Afghanistan Health Survey (AHS); Japanese Institute of Public
Health database (TB figures only). 

Note: Data on child bednet use and HIV knowledge not available. Antenatal coverage: reflects trends in skilled
antenatal coverage use in rural Afghanistan from 2003 Multiple Indicator Cluster Survey (MICS), 2005 National
Risk and Vulnerability Assessment (NRVA), and 2006 AHS. Skilled birth attendance: reflects trends in use of skilled
birth attendance in rural Afghanistan from 2003 MICS, 2005 NRVA, and 2006 AHS. Full immunization: reflects rural
median from 2003 MICS, 2005 NRVA, and 2006 AHS, for children aged 12–23 months fully vaccinated, i.e., BCG,
measles, three doses of DPT and polio (excluding polio 0). 
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Results from a third-party evaluation of the basic package of health
services have shown that each of the contracting sites (three types of con-
tracting out and the contracting in) have outperformed the noncon-
tracted facilities in terms of coverage of services, reaching women and the
poor, and improving different dimensions of quality. There is no clear
leader among the different contracting approaches, as different types of
facilities have performed differently according to the various measures of
performance. Those facilities with management autonomy tended to have
the largest improvements in structural areas, such as the provision of
drugs and contraceptives. It is also clear that the government, through the
GCMU, has been able to manage contracts effectively. This is a notable
achievement given that there was no simultaneous approach to reform
elements of central government bureaucracy. In addition, both contract-
ing out and MOPH-SM–supported services have benefited the poor
through other means, such as exemptions for user fees.

Expanding access through community health workers. Community health
workers were deployed to provide populations in remote and rural areas
with access to basic health services. The MOPH has executed several
measures through NGOs to train and equip CHWs. CHW homes were
expected to serve as community health posts which, consisting of two
trained CHWs, were to serve a catchment area of 1,000–1,500 people
and provide a limited array of curative services. The use of CHWs was
supported by the MOPH, with key financial backing from WHO. 

Afghanistan health services delivery trends. This case study found that
there have been important improvements in the delivery of health serv-
ices since 2002, though there is no single strategy that can claim the
credit. The various strategies analyzed in this study have been developed
concurrently, and are complementary to each other and closely linked.
Importantly, their concurrent development, rather than sequencing, appears
critical, as they are mutually reinforcing. 

Ethiopia
Ethiopia is a country at a crossroads in development. Several reforms have
been implemented since the 1990s in different sectors, yet many challenges
remain. In the health sector, a 20-year Health Sector Development
Program was developed. This program focused primarily on maternal and
child health programs such as reproductive health and immunization;
communicable diseases such as malaria and HIV/AIDS; and nutritional
disorders. It was implemented in the context of a broader government
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strategy of “decentralization.” In this study, we examined the implemen-
tation of “government decentralization” as the primary strategy together
with other “corollary” strategies at the national level, as well as an assess-
ment of strategies pursued in four (out of nine) regions: Amhara; Oromia;
Southern Nations, Nationalities, and People’s Region (SNNPR); and Afar.

Government decentralization. Government decentralization in Ethiopia
was initiated in 1994 in the form of “devolution of authority and account-
ability” to manage public services. 

Devolution was conceptualized, initiated, and driven by the federal
government, with strong support from donor agencies. Implementation
occurred in two phases: devolution of authority to the regional level
(phase 1) and, subsequently, to the district (woreda) level (phase 2). The
corollary strategies under devolution were implemented simultaneously
in each phase. However, the first phase was extremely delayed (the
Constitution was approved in 1994 but implementation of health sector
changes really began in 1998). The first phase of implementation was
relatively slow, with implementation varying significantly across strate-
gies and regions. The second phase was introduced in 2002, even though
many regions still had weak capacity, and were not in a position to man-
age further devolution to the districts. Whereas it may have been tech-
nically sound to modulate the implementation of the second phase to
match regional and district capacity, it was seen as politically unfeasible
to exclude certain regions from the process.

Under devolution, the federal government retained authority over pol-
icy development and strategic planning, while delegating the organization
and management of local services to regional authorities. Authority over
fund allocation to each region remained centralized, but was dictated by
a formula accounting for population size, poverty level, and degree of
development, which is approved by the Parliament and which intends to
ensure equitable distribution of resources.

Regional health bureaus maintained equal authority and responsibility
under decentralized regional governments to manage health services and
implement the corollary strategies. These bureaus were mainly account-
able to regional government authorities as well as to the federal Ministry
of Health. Notably, the organization of health services related to the
corollary strategies varied significantly across regions because of a variety
of factors, including: the stability of the regional health management
team; the capacity of the team to manage health programs in their respec-
tive areas; and the ability of the team to mobilize local resources for the
implementation of the Health Sector Development Program.
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At the subnational level, these strategies required collaboration between
regions and districts. In 2002–03, the Amhara, SNNPR, and Oromia
regional governments enacted laws that established district government
structures in their localities. In turn, district governments received a
budget in the form of block grants from regional governments and distrib-
uted these funds among public sector government offices, including those
in health, in accordance with district priorities. District governments
were, in turn, responsible for all economic development and social serv-
ices within the district. Implementation, however, varied significantly
across districts and was directly linked to the degree of development and
management capacity at the regional level.

Corollary strategies. Devolution of authority and accountability in man-
aging health services to subnational levels included the following corol-
lary strategies: improving health services delivery and quality of primary
health care, through facility expansion and rehabilitation; expanding
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Figure 8.2  Health Services Indicators, Ethiopia

Source: Ethiopia Demographic and Health Survey 2000, 2005. TB Rates from WHO “Making Health Systems Work”
working series.

Note: The reference period is five years preceding the survey. Antenatal coverage: % of mothers receiving antena-
tal care from health professionals (doctor, nurse, midwife) for their most recent birth in the five years preceding
the survey. Skilled birth attendance: % of births delivered with the assistance of a trained health professional, that
is, a doctor, nurse, or midwife. Full immunization: children aged 12–23 months fully vaccinated, i.e., BCG, measles,
three doses of DPT and polio (excluding polio 0). HIV knowledge: % of women who know that HIV/AIDS can be
prevented by using condoms and limiting sex to one uninfected partner. Child bednet use: % who slept under
an insecticide-treated bednet the previous night.
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access to primary health care; human resource development; improving
availability of pharmaceuticals; strengthening information, education, and
communication; improving health sector management; and improving
health care financing.

The various strategies were implemented with different degrees of
success. Decentralization to the regional level had a positive impact on
improving health outputs. However, these results started from a very low
baseline level. Two corollary strategies were successfully implemented
and even exceeded the planned targets: the strategy for improving access
through rehabilitation and expansion of facilities, which increased cov-
erage; and the strategy for human resource development through health
extension workers, which filled a critical gap in primary health care, par-
ticularly in rural and remote areas. 

In contrast, the unavailability of essential drugs remained problematic.
The implementation of information and communications activities fell
short of stimulating greater demand for the available services. Manage -
ment capacity increased in some areas more than others, and the health
management information systems that were needed to support manage-
ment remained fragile. Finally, the health care financing strategy succeeded
in mobilizing some additional resources from the donor community, but
did little to increase overall per capita health spending. Public funding to
the health sector was reduced due to the conflict with Eritrea, which
contributed to stagnation in the performance of health services. Donor
funding played a key role in protecting some basic health services, par-
ticularly for child health, but also led to an increased dependence on
donor financing.

At the subnational level, decentralization was more effective in those
regions that increasingly strengthened their management and institutional
capacity and where regional governments were able to prioritize their
needs and adapt corollary strategies to local needs. However, the effec-
tiveness of decentralization was influenced by limited community voice
in the local decision-making process, which made the available resources
subject to political influence.

Ethiopia health services delivery trends. This case study found observed
improvements in health outcomes, but these could not be attributed to
the strategies implemented. At the regional level, the results achieved in
the SNNPR were overall better than in the other three regions, mainly
due to the stability and management capacity of the regional health man-
agement team, and its ability to mobilize local resources.
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Ghana
Health sector reform in Ghana has been marked by two distinct changes
in recent years. First, the 1997 first Program of Work, as part of a SWAp,
involved a large pooled-funding arrangement for external donors, and
focused on providing increased and flexible resources to improve health
services delivery at the district level. The second major change followed a
2001 government transition, and was characterized by the creation of a
National Health Insurance Scheme (NHIS), which was intended to even-
tually replace the “cash and carry” user-fee system (an election promise),
and the full operationalization of the Ghana Health Service (GHS) agency
model for service delivery. 

Decentralization of budgeting and planning. Due to dynamic leadership in
the 1990s within the Ministry of Health, which initially focused on
strengthening district health management teams and promoting capable
district medical officers, the health sector institutionalized a model of
deconcentration through “budget and management centres” under the first
Program of Work. While decentralization of budgeting went down to the
subdistrict level, the accounting took place at the district level (and above),
reflecting a compromise between the desire to provide more autonomy to
lower levels while still assuring proper financial management. All district
and subdistrict budget and management centres involved in accounting had
to be certified in accordance with specific readiness criteria to handle funds
and, if they did not qualify, the level above them would manage the
finances on their behalf until they had rectified the shortfalls. The budget
and management centre system is still functional. In some observers’ view,
the biggest problem has been that, in many districts, subdistricts have little
autonomy due to their lack of direct control over funds, and it seems that
some districts use their control to favor district-level expenditures (rather
than handing down funds to the subdistricts).

Initially, a key part of the decentralization reform was performance-
based service agreements, a type of internal contracting within the public
budgeting framework, which was introduced at the subdistrict and dis-
trict levels in 1997. In regions where there was a serious attempt to intro-
duce such contracts, evidence suggests that they had the promise of both
motivating health workers and changing the incentives for their behavior.
However, the initiative was short-lived. A major problem was that the
promise of timely funding was not kept, which undermined the concept
of committing to locally negotiated targets within nationally set indica-
tors on the basis of a known budget ceiling. Another issue may have been
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the lack of confidence in subdistrict staff by higher managers, or even
their reluctance to relinquish control.

Another set of performance contracts was attempted between the
Ministry of Health and GHS, and with faith-based NGO providers. But
the contracts between the GHS and the Ministry were rendered mean-
ingless by the power struggle between them.

Establishment of the Ghana Health Service agency model. This model
was introduced in 1996, but only fully implemented beginning in 2001.
It is responsible for service delivery at the regional level and below, while
the Ministry of Health retains the main policy-setting role. It has clearly
illustrated the problems of strong but conflicting leadership, and the com-
plexities associated with establishing two apex institutions in a country
with fairly weak regulation, and with systems characterized by excessive
negotiations of power. These problems were thoroughly analyzed by gov-
ernment and with external experts, but have not been acted on in a deci-
sive way. The change of government in 2001 resulted in the placement of
new staff perceived loyal to the new government within the Ministry of
Health, and many senior staff transferred to the GHS. Personality con-
flicts and political rivalries were brought to the forefront through struc-
tures that seemed to compete with each other for resources and
authority. Some observers are of the view that a model based on regional
agencies might have been able to combine the advantages of both systems
and avoid some of the major drawbacks. This power struggle has likely
impaired the sector’s performance, particularly at the central level.
Recent changes in leadership may bring an opportunity to improve rela-
tionships and resolve conflicts between the two organizations.

Introduction of the national health insurance scheme. The NHIS consists
of independent district-based mutual health insurance schemes sup-
ported by a National Health Insurance Fund. Membership for government
employees is compulsory and financed out of their existing Social Security
and National Insurance Trust contributions. Other members, apart prima-
rily from indigents, pay a fairly low premium. A 2.5 percent levy using
the same mechanism as the existing general value-added tax (VAT) pro-
vides most of the NHIS financing.

The introduction of NHIS was driven by an election promise. The ini-
tial implementation left much to be desired, but the arrival of compe-
tent management has the promise of realizing far-reaching reforms. With
enrollment reaching 55 percent and actual cardholders 42 percent of
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the population (2007), combined with the high overall sector funding
and the acceptability of the “health VAT” as a financing source, the NHIS
seems fairly consolidated. There remains a risk of financial collapse, iron-
ically because of its success in increasing enrollment. Many nonindigent
poor people are excluded from insurance coverage, and face relatively
high user charges at government facilities. The government has only
recently started to address this problem by looking into modalities for the
Ministry of Health to pay premiums for the poor.

The first lesson drawn from the implementation of the NHIS is how
the government, faced with strong reluctance from donor partners (based
on the judgment that the scheme was financially unsustainable and
unlikely to achieve high coverage or promote equity), chooses to rely on
domestic advice, partly from Ghanaians living abroad. The second is that
the political imperative and individual interests initially led to subpar
implementation, but impressive enrollment rates. A third lesson is how
the autonomous National Health Insurance Board can change senior
NHIS management and introduce a technically capable leadership.

Collaboration with nonstate providers. Ghana, like most other countries,
has policies to guide private sector involvement in health, but has seen no
major developments for several years. The longstanding tradition of pay-
ing staff salaries in faith-based organizations, and the payment of a part of
their running costs, have made financing of the private not-for-profit
(PNFP) sector in Ghana more robust than in, for example, Uganda. Also,
the collaboration and trust between the two systems seem to work better
in Ghana. Considering that institutions affiliated with the Christian Health
Association of Ghana deliver close to 40 percent of health services, the
Association has played too little a role in shaping policies and strategies.
Recently, there have been attempts to strengthen the Association’s capac-
ity in this respect.

Introduction of community-based health planning and services. The
Community-based Health Planning and Services (CHPS) strategy aims at
placing a nurse with the necessary resources and support in communities
that lack access to health services, particularly in poor areas. This involved
a bottom-up process of consultations with communities and the training
of CHWs. Output-linked incentives to CHWs were provided.

The CHPS model arose from intervention research (the Community
Health and Family Planning Experiment initiated in 1994) conducted by
the Navrongo Health Research Center. The experiment had considerable
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buy-in from key decision makers in the health system, and CHPS was for-
mally adopted by the Ministry of Health in 1999. Key elements of the
CHPS include a community health nurse retrained to become a commu-
nity health officer; a community health compound including essential
equipment and community health volunteers; and modalities for com-
munity participation.

Having been successfully replicated outside a research scenario, the
CHPS strategy was included in the second Program of Work (2002–06)
and rolled out at a greater pace. The original Program of Work II target was
for 1,570 functional CHPS but, in 2005, this was adjusted to only 400.
Targets for rolling out the CHPS became part of the PRSP (2005), which
many feared would mean too much attention on construction and less on
the crucial community and planning components. Insufficient budget allo-
cations have resulted in the lack of infrastructure becoming an important
limiting factor, although reports also note that, where construction has
actually taken place, community entry activities are also lagging behind. 
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Figure 8.3  Health Services Indicators, Ghana

Source: Ghana Demographic and Health Survey 2003; TB rates from WHO “Making Health Systems Work” working
series.

Note: The reference period is five years preceding the survey except for 1993, which refers to three years. 
Antenatal coverage: for women who had a live birth prior to survey. Skilled birth attendance: medically assisted
deliveries. Full immunization: children aged 12–23 months fully vaccinated, i.e., BCG, measles, three doses of DPT
and  polio (excluding polio 0). HIV knowledge: % of women who know that HIV/AIDS can be prevented by using
condoms and limiting sex to one uninfected partner. Child bednet use: % who slept under an insecticide-treated
bednet the previous night.
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Whereas all districts have taken the first step and established CHPS
zones, the number of fully functional CHPS in 2006 was only around 200.
This figure may be an underestimate as it excludes construction by local
government authorities. Other constraints have been insufficient person-
nel and problems in finding appropriate places for CHPS zones. There
have thus been considerable problems in scaling up the CHPS strategy.
However, the government and its partners still see it as a key strategy. 

Ghana health services delivery trends. Although there have been slow
and mixed changes in health services in Ghana, the overall results cannot
be linked to particular strategies. It is easy to cite the conflict between the
Ministry of Health and the GHS as undermining the enabling environ-
ment, but attributing the lack of more substantial progress in health serv-
ices to this is rather speculative. The deconcentration model for reassigning
responsibilities and resources within the public health sector seems to
have been implemented fairly well. There may have been missed opportu-
nities to further integrate with the local government system, but it is dif-
ficult to predict what effect that would have. The level of collaboration
between the health sector (GHS) and local government differs from dis-
trict to district, and has depended on individual managers within both sys-
tems. On the other hand, there are similarities between the creation of the
NHIS, establishment of the budget and management centres, and imple-
mentation of the CHPS strategy in terms of strong buy-in from national
decision makers and strong national involvement in the development of
the concepts. However, both the latter strategies received considerable
external support. In contrast, the attempt to shift to performance-based
service agreements in 1997 was less thoroughly prepared and probably had
too little support among key stakeholders.

Rwanda
Rwanda has largely emerged from its 1994 genocide. Its health system
has settled into a decentralized model of care with a prominent role for
faith-based providers. Health strategies have had a high profile in the
country, with the president directly involved in their promotion. Within
this context, the Rwanda case study has focused on three health services
delivery strategies: fiscal decentralization, performance-based financing,
and community health insurance (mutuelles).

Fiscal decentralization. Fiscal decentralization (policy adopted 2001,
law enacted 2006) served as an essential component of Rwanda’s
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decentralization agenda to devolve authority to the district level. It
involved the transfer of fiscal responsibilities and financial resources to
facilities directly, across sectors. Fiscal decentralization involved unear-
marked funds in the form of block grants to districts through the Local
Authority Budget Support Fund to pay the salaries of administrative dis-
trict level staff; earmarked transfers to districts for—among other things—
health worker salaries and health centers; and other transfers to districts.

The objective was to bring services closer to the people and to improve
the financial viability of districts. Fiscal decentralization was rolled out
rapidly—perhaps too rapidly—without the necessary support structures
in place. For example, until June 2007 districts lacked accounting soft-
ware to manage financial transactions, and currently local capacity remains
limited in managing financial and human resources. (In terms of sequenc-
ing, fiscal decentralization was implemented 3–5 years after both the per-
formance-based financing and mutuelle pilot schemes were initiated.)

Fiscal decentralization was organized by the central government which,
from the outset, determined the degree of authority delegated to local
levels and delineated relevant policies and standards. In these efforts, the
central government received significant technical assistance and guidance
from multiple development partners that organized their support in the
form of a SWAp. Decentralized units at local levels had the authority to
manage the flow of funds (once received) as well as the delivery of health
services. In essence, decentralization has transformed health facilities into
autonomous entities, with the ability to manage financial and human
resources as they deem most appropriate, according to local needs. This
includes complete control over the hiring and firing of health personnel.

Performance-based financing. Performance-based financing (PBF)—
modeled on the principle of separating purchaser–provider functions—
involved the purchase of outputs by the Ministry of Health, rather than
the financing of inputs, on the basis of facilities’ performance across a
range of indicators taken from the basic package of health services. PBF
also drew on contracting schemes in Afghanistan and Cambodia. 

The motivation for PBF came from the low quality of services and the
need to improve quality so as to increase mutuelle membership. The gov-
ernment implemented PBF in order to provide additional incentives to
health workers to improve efficiency and outcomes. Additional support
came from international actors who financed the pilot schemes. Based on
the success of these pilot projects, the central government then pushed
the expansion of PBF coverage. 
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The pace of implementation of the PBF strategy, like most reforms in
Rwanda, was remarkably fast. PBF was complementary to the mutuelle
strategy, and was initiated in 2002, soon after mutuelle schemes with NGO
support. PBF was expanded to 23 districts (out of 30 districts nationwide)
in the next phase, using a national PBF model that is a hybrid of the orig-
inal three pilot schemes. The seven remaining districts are adopting the
national PBF model in the last phase.

In terms of the organization of PBF, the Ministry of Health is responsi-
ble for the establishment of norms and standards within the national health
policy whereas the district, as a decentralized body, is responsible for man-
agement and oversight of day-to-day operations. A system to administer
PBF payments is based on the collaboration of a pool of technical assistants
from 11 Ministry of Health departments and technical agencies.

A steering committee has been established in each district to independ-
ently monitor health center performance indicators that, in turn, determine
the amount of funding received by each center. This committee includes
representatives of local health bodies, the community, and mutuelles. PBF at
the district hospital level is managed through an informal structure in
which three or four district hospitals peer review one another’s work.
Reports on the peer evaluation are then sent to the central level authority
on PBF for final review. 

Community health insurance (mutuelles). Community health insurance
(prepayment) schemes were designed to spread the financial risk of seek-
ing care across their membership base. The goal was to respond to the low
utilization of health services (due in part to user fees) by improving finan-
cial access to health services, particularly for underserved populations.
The package of services reimbursed by mutuelles to health facilities has
expanded over time, and currently covers all services delivered within a
health center as well as drugs from the national essential drug list. Mutuelles
also cover the majority of costs for health services and drugs delivered at
district and referral hospitals, when mutuelle members receive referrals for
these higher levels of care.

In essence, the adoption of mutuelles in Rwanda reflected a bottom-up
strategy, driven largely by local communities, and were particularly moti-
vated by the success of the initial pilot schemes. Subsequently, the strat-
egy was driven and scaled up by the central government. Currently, it is
the central government that sets forth national guidelines and policies,
including mutuelles’ management capacities financial sustainability and
package of services; their partnerships with health facilities; community
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involvement; and monitoring and evaluation. At the local level however,
mutuelles are organized and run by community representatives and local
health care providers. They also serve as a forum to promote dialogue
between the community and providers on the quality and range of health
services offered. In this way, community members are better able to hold
providers accountable for services delivered.

Rwanda health services delivery trends. Although implementation of fis-
cal decentralization, PBF, and community health insurance have likely
contributed to marked improvements within the health sector, in terms
of both health service outputs and health outcomes, these gains should be
examined against the backdrop of a doubling in per capita health expen-
diture, from $17 to $34 between 2003 and 2006. 

Uganda
The Uganda health reforms presented in the 2000/01–2004/05 Health
Sector Strategic Plan (HSSP), covered all aspects of the health system,
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Figure 8.4  Health Services Indicators, Rwanda 

Source: Ministry of Health Annual Reports 2003, 2004, 2005; Rwanda Demographic and Health Survey 2005.

Note: The reference period is five years preceding the survey. Antenatal coverage: % of women receiving antenatal
coverage from a skilled provider (at least 1 visit). Skilled birth attendance: % of births delivered with the assistance
of a trained health professional, that is, a doctor, nurse, or midwife. Full immunization: children aged 12–23 months
fully vaccinated, i.e., BCG, measles, three doses of DPT and polio (excluding polio 0). HIV knowledge: % of women
who know that HIV/AIDS can be prevented by using condoms and limiting sex to one uninfected partner. Child
bednet use: proportion of children under 5 who slept under an insecticide-treated bednet the previous night.
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including financing and user fees, the latter of which were abolished
(March 2001) within public health facilities (with the exception of pri-
vate wings in hospitals), leading to a surge in use of primary health care
services within the public sector, particularly among the rural poor. The
HSSP also highlighted the need to further scale up those disease-specific
programs that had proved successful in a given area. 

In addition to the three strategies now highlighted, this case study
examines supportive supervision as a cross-cutting dimension. The ideas
for reform are largely home grown, albeit with considerable inputs from
the international community in the context of an emerging SWAp.

Decentralization: Focus on subdistrict and health centers. Decentraliza -
tion from the district to the subdistrict level was signaled in the 1999
National Health Policy and served as “the big reform” of the HSSP in 2000,
and involved two main components: improved referral capacity—each sub-
district was to have an upgraded health center or hospital—and improved
day-to-day oversight of all subdistrict health facilities.

Improving the referral capacity took longer than intended. A review of
upgraded health center operations in 2006 found that, on average, only half
of the expected services were provided and only 22 percent of upgraded
health center operating theatres were functional.

Little guidance was provided on implementation in Ministry of Health
policy documents for subdistrict oversight functions. Subdistrict manage-
ment training began nationally four years after the policy was adopted.
District health teams were largely excluded, and this is a key reason why
there has been little follow-up supervision and mentoring. Several devel-
opment partners active in subdistrict capacity building reportedly prefer
a more harmonized approach, linked to HSSP objectives. 

Oversight strategies for nonstate providers. Uganda’s Public-Private Part -
ner ships in Health (PPPH) strategy was developed in recognition of the
sizable contribution of private providers in the delivery of health services,
and of the need to coordinate efforts. A PPPH Unit was established in
2000 and the policy was drafted in 2003. However, the policy was neither
formally adopted nor fully implemented. After a short period, resources
for the PPPH Unit waned and it has now become largely inactive. 

The major nonstate providers are PNFP providers, NGOs, and civil soci-
ety organizations; and private for-profit providers and drug shops.

Most PNFP providers are faith-based organizations. In 2002 they
accounted for 40 percent of hospitals and 34 percent of Uganda’s total
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health workforce. Approximately 86 percent of PNFP providers are
located in rural areas. PNFP providers have a long history of collaboration
with government. During the 1960s, mission facilities received government
subsidies but, during the conflict in the 1970s and 1980s, these ended.
However, in 1997, a new and charismatic Minister of Health established
a taskforce to work out a new cooperation modality. Subsidies to PNFP
providers rose, both as a share of PNFP providers’ recurrent budget (from
4 percent in 1997 to 30 percent in 2003/04), and as a share of the total
health sector budget (from 0.5 percent to 7 percent in 2002), but they
have stagnated since. Salary differentials between PNFP providers and the
public sector are a major issue driving the attrition of staff, with losses of
key cadres amounting to 20–30 percent in 2006. In terms of results, PNFP
provider utilization and productivity increased between 1999 and 2003
as judged by outpatient, inpatient, and delivery statistics. Given that many
PNFP facilities are located in poor rural areas, these increases in utiliza-
tion have been, arguably, pro-poor.

An increasingly large number of NGOs and civil society organizations
provide health-related activities. Most service delivery NGOs are interna-
tional NGOs, such as the African Medical and Research Foundation and
Médecins Sans Frontières. The relatively few local NGOs that are directly
involved in service delivery tend to have a religious affiliation. Expansion
is fairly localized geographically, with both international and local NGOs
mushrooming in the post-conflict zone of the north. The creation of many
new organizations has been driven by external funds—especially from the
U.S. president’s Emergency Plan for AIDS Relief and the Global Fund to
Fight AIDS, TB, and Malaria. Limited oversight is provided by the Uganda
Aids Commission, but international NGOs and donors are the most direct
source of contact for many NGOs.

The private for-profit sector is large and diverse, but information on it
is scant. Moreover, the current legal framework for the licensing and regu-
lation of health workers and facilities is fragmented. Professional councils
regulate and supervise professional standards. Facilities are also recom-
mended for licensing by the Medical Council but in practice, there is
rarely any inspection before licenses are granted. There are a small num-
ber of full-time private doctors, nurses, and pharmacists but dual practice
is widespread. Legally, a health professional may practice anywhere once
registered, but the Medical Council acknowledges this is a gray area and
private practice is harder to regulate. 

Drug shops are known to be a major source of care, and are believed
to often provide substandard drugs and incomplete courses of treatment.
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Figure 8.5  Health Services Indicators, Uganda 

Source: Deliveries, full immunization, and TB rates from Uganda annual Health Sector Performance reports. TB
rates from WHO “Making Health Systems Work” working series. Child bednet use and HIV knowledge from 
Uganda Demographic and Health Survey 2006. Historical data from Demographic and Health Survey 1995.

Note: The reference period is five years preceding the survey. Antenatal coverage: % of women receiving antena-
tal coverage from a skilled provider. Skilled birth attendance: % of births delivered with the assistance of a trained
health professional, that is, a doctor, nurse, or midwife. Full immunization: children aged 12–23 months fully vac-
cinated, i.e., BCG, measles, three doses of DPT and polio (excluding polio 0). HIV knowledge: % of women who
know that HIV/AIDS can be prevented by using condoms and limiting sex to one uninfected partner. Child bed-
net use: % who slept under an insecticide-treated bednet the previous night.
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Licensing and inspection of private pharmacies and drug shops are the
responsibility of the Uganda National Drug Authority. Inspection is a
challenge but some prelicensing inspection of pharmacies and drug shops
occurs and has increased. Nevertheless, many unlicensed drug shops
remain—in towns and along trade routes, often run by nursing assistants
working out of hours.

Community engagement: Village health committees and village health
teams. Community participation has long been a key element of
national policy in many sectors. In health, the many approaches have
had multiple objectives: community empowerment for health devel-
opment, service delivery oversight and accountability, and actual serv-
ice delivery. In the 1970s and 1980s, several NGOs supported
community-based health care through village health committees and
CHWs, but this lost momentum in the 1990s as financial support
waned and a new approach emerged. 
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In 2000, HSSP introduced village health committees in every village as
part of the health delivery system. Voluntarism was central to the con-
cept. Although an implementation strategy was approved in 2001, the
lack of clear conceptualization and a fragmented process led to delays.
The village health team approach—consisting of 5 to 10 volunteers,
drawn mainly from existing CHWs—was piloted with external support at
30 sites in 30 districts, largely in northern Uganda. However, the two vil-
lage health team evaluations that were conducted do not provide informa-
tion on some key aspects of scaling up: the approximate time dedicated
per volunteer, the time spent on supervision, and the costs of scaling up
and sustaining these teams. Nationwide rollout has been slow and poorly
coordinated as scale-up costs had not been fully worked out beforehand,
and the implementation seems costly. Sustained supervision is also an issue.
Only 65 of 1,190 villages in Mukono and 4 of 61 parishes in Kabarole have
village health teams.

Supportive supervision, monitoring, and mentoring. The Ministry of
Health began introducing a quality management process that included
district supervision as early as 1984. Today, it provides three main types
of supervision: integrated supervision, technical supervision, and ad hoc
visits in emergency disease outbreaks. Supervision teams were designed as
high-level multidisciplinary teams headed by a commissioner to do quar-
terly, week-long “integrated support supervision” visits to districts and
subdistricts. These teams function fairly well overall but with high vari-
ability. Individual category programs have continued to carry out techni-
cal supervisory visits. While program visits are uncoordinated and may be
too many for district staff to easily cope with, the content is more specific,
and visits offer more time for discussion. Several district interviewees in
this case study considered these visits to be more useful than the inte-
grated support supervision visits.

Uganda health services delivery trends. Although early successes in
implementation of the above strategies were enabled by increases in gov-
ernment funding for health, government allocations to districts, growth in
subsidies to PNFP providers, a strong Minister of Health who champi-
oned change in the health sector, and more flexible funding by donors,
these gains were limited, particularly as the strategies under investigation
were only partially implemented. 

This case study raises the question as to whether too much emphasis was
placed on reporting whether targets had been achieved, and not enough
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on whether the targets (and the strategies) had been the right ones in the
first place, whether they were achievable, what adaptations were neces-
sary, and what were the factors hindering progress. This is seen particularly
in the village health team approach: revisiting the feasibility of country-
wide implementation would have been more useful than attempting to
prove the validity of the concept on the basis of a few pilots and some
notable successes in the unique postconflict context of northern Uganda.

Vietnam 
Since its adoption of market-friendly economic reforms in 1986, Vietnam
has become one of the best-performing developing countries in the world,
both in terms of economic and human development. It is also pursuing
pro-poor policies, which are reflected in two recent health reforms dis-
cussed in this case study. The hospital user fees introduced in 1989 and
the hospital autonomization policy launched in 2002 were undertaken to
promote cost savings, staff morale, and operational efficiencies in govern-
ment health facilities. To counter the possible adverse effects of user fees,
the poor and other disadvantaged groups were initially exempted from
paying them and, from 1991, were also given financial protection through
various health insurance programs. Crucially, the approach to most of the
health sector reforms in Vietnam (including expansion of disease-specific
programs) involved initial piloting within a given province or district, fol-
lowed by efforts to scale up nationally.

Hospital autonomy and user fees. Hospital user fees were introduced in
1989. This move sought to provide financial incentives to health staff to
provide services, with fee exemptions for specific groups. Ultimately,
greater financial autonomy was granted to health facilities in the context
of a much broader public administration reform (PAR) program. In 2002,
the central government, as part of the PAR, granted financial autonomy
to all revenue-generating public entities, including hospitals. In effect,
these entities were given the authority to manage both revenues and
expenditures, subject to financial audits and budget approval of relevant
state agencies.

Essentially, hospital autonomy reflected a top-down strategy that was
developed and organized by the central government. Although the Min -
istry of Health does not play a direct managerial role, it supports the
strategy’s user fee policy. Political advocacy is not a relevant issue, as dis-
sent from the policies articulated by the Communist Party is rarely seen.
In addition, management of day-to-day operations has been delegated
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to facilities (for example, with the hospital director granted managerial
autonomy to run the hospital), and oversight of the strategy is provided
by the provincial Department of Health and the provincial People’s
Committee.

The pace of implementation has been slow with, for example, only 46
percent of eligible facilities implementing the strategy by 2005, while
hospitals in well-off regions and higher-level facilities (such as central
hospitals) more rapidly implemented the strategy. No province has fully
implemented the strategy in all health facilities, but all provinces have
committed to do this.

The financial status of hospitals has improved due to the revenue gen-
erated from user fees, and from the cost savings generated by increased
efficiency. Initial evidence suggests a shifting of services toward more
lucrative, fee-based services.

Social health insurance for the poor and other groups. In 1992, Vietnam
introduced a national health insurance program, comprising a compul-
sory and a voluntary scheme. The poor and other vulnerable groups were
not explicitly targeted in these schemes, although a government ordi-
nance in 1995 stipulated coverage for war veterans, orphans, the disabled,
and other groups under the compulsory scheme. In 2002, Health Care
Funds for the Poor followed, which mandated all national and local pub-
lic health facilities to provide preventive and curative care free of charge,
under guidelines set forth by the Ministry of Health, for the poor and
ethnic minorities.

Social health insurance for the poor, like most policies in Vietnam, was
mandated by the central government and supported by the Ministry of
Health. Actual management, however, is conducted at the provincial level
by the Fund Management Board. Political advocacy from the Ministry of
Health is apparent only as it relates to setting premiums. The current
arrangement leaves room for conflicts of interest, given the multiple roles
of the Fund Management Board as insurance payer, service provider,
and purchaser.

Implementation was slow initially. At the outset, provinces had the
option of choosing between direct reimbursement and prepaid health
insurance card schemes, and most opted for direct reimbursement due
to capacity constraints. Direct reimbursement was subsequently phased
out in 2005 and the move to insurance card schemes began in 2006.
These schemes are now implemented in full and, under these, benefici-
aries are entitled to the same benefits as individuals under compulsory
health insurance.
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Vietnam health services delivery trends. The World Bank has conducted a
preliminary impact evaluation of the health insurance scheme, illustrating
that improved targeting (with the poorest quintile accounting for at least
50 percent of the beneficiaries) raised financial protection coverage from
3.3 million to 4.8 million beneficiaries from 2003 to 2005. Utiliza tion of
services has also increased, with inpatient admissions rising by 45 percent
and outpatient visits by 20 percent.

The financial autonomy policies were part of the government’s overall
program to modernize state management, though they were not easily
applied to the health sector. Although these policies were intended to
reduce the fiscal burden of the state and secure additional income for
workers, they did not work this way in all places. For example, they did
not take into account the weak demand for health services in the poorest
regions in the country, where potential hospital revenues are very limited,
and where health workers earned little. Outside urban areas or provincial
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Figure 8.6  Health Services Indicators, Vietnam

Source: WHO “Making Health Systems Work” working series; Vietnam Demographic and Health Survey 2005;
Japanese Institute of Public Health database.

Note: The reference period is five years preceding the survey. Antenatal coverage: % of women receiving antena-
tal coverage from a skilled provider. Skilled birth attendance: % of births delivered with the assistance of a trained
health professional, that is, a doctor, nurse, or midwife. Full immunization: children aged 12–23 months fully
 vaccinated, i.e., BCG, measles, three doses of DPT and polio (excluding polio 0). HIV knowledge: % of women who
know that HIV/AIDS can be prevented by using condoms and limiting sex to one uninfected partner. Child
 bednet use: % who slept under an insecticide-treated bednet the previous night.
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centers, hospital user fees were either not implemented or unsuccessfully
implemented because of the reduced demand for health services. These
unintended consequences were known early in implementation, yet action
was not taken to address them at that time. 

The user fee schedules were not based on actual costs of providing the
service or on the ability of the buyers to pay, limiting the ability to gen-
erate enough user fee revenue to recover recurrent costs or to generate
additional resources for capital investments. Whereas income of hospital
staff improved in some places, the hospital buildings, medical equipment,
and other capital resources remained badly maintained. In some places, a
two-tier system resulted, in which nonpaying patients were given less
attention than paying patients. With closer monitoring and management,
this situation might have been avoided.

Zambia 
Zambia faces many challenges in providing an equitable health system for
its people. It is a poor nation with one of the highest HIV rates in the
world. Infrastructure is not well developed and corruption is significant.
Zambia has also been heralded for ambitious plans to decentralize power
within the health structure. It has also allowed NGOs to lead service deliv-
ery using CHWs, and has encouraged greater community participation.

Decentralization. This process began in the 1990s and marked a signifi-
cant departure from the previous centralized model. District health man-
agement teams received much decision-making power under new district
health boards. This provided health districts with a moderate choice over
expenditures, user fees, contracting, and governance. Further, actions were
taken to create district management capacity and allocate some health
financing to districts.

Decentralization involved the sequencing of several reforms initiated
between 1992 and 1999, in which new management structures were cre-
ated, including the development of the Central Board of Health (1995) and
the appointment of various district health boards and hospital management
boards (1992–93). However, many of them were abolished in 2006, along
with user fees in response to a perceived failure of the Central Board of
Health to fulfill its mandate by a newly elected government intent on bring-
ing a “new deal” for Zambia that included a focus on health care and a more
centralized model of health services delivery.

Impetus for the decentralization strategy had come with a new govern-
ment in 1991, supported by a core group of health reform champions from
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the Ministry of Health leaders, academicians, and other prominent
 government officials. The strategy also had strong popular support.
However, opposition emerged at the outset from some Ministry of Health
officials, as well as some physicians. The Ministry of Finance and civil
service unions would later oppose the strategy, particularly with the trans-
fer of personnel employment contracts from the civil service to district
and hospital boards. Frequent changes in the Minister of Health after
1996 also marked the slowing of the reforms and loss of direction and
motivation for decentralization at large.

Changes in outputs or health outcomes could not be attributed with
any certainty to decentralization, but it is possible that the health of the
poor was better as a result of decentralization than it would have been
otherwise, given the downward negative trends in most indicators and the
impact of HIV/AIDS in the 1990s; these downward trends ultimately
leveled off. Such trends must, though, be seen in a context of a marked
increase in financing: allocations to the health sector as a proportion of
total government expenditures increased from 5.7 percent in 1991 to
13.4 percent in 1994. User fees increased health facility income margin-
ally, although the cost of collection was estimated to exceed the income
generated. There also appeared to be substantial declines in utilization of
health services, particularly among the poor.

NGO-led services delivery through community health workers. Large-
scale actions to mobilize, train, supervise, and motivate volunteer CHWs,
most notably for HIV/AIDS activities, have been carried out since the
late 1990s with donor financing, and primarily by church health services
and HIV/AIDS-centered NGOs. A few central NGOs carried out this
work. The strategy involved the formation and training of government
community health committees at all levels.

NGO-led services delivery was motivated by the experience of pilot
projects providing health worker outreach activities, and a general desire
by government to develop the nongovernmental sector in health services
delivery, particularly given the limited number of government personnel
to provide services. It was developed as a bottom-up strategy initiated by
trusted local health care providers rooted in their communities. Subse -
quently, however, it became top-down, supported by significant resources
and effective management, which were needed for scaling up.

These NGO/CHW programs expanded rapidly after 2000 which
reflected, in part, the greater speed and cost-effectiveness of donors work-
ing with the nongovernmental sector versus the public sector. The rapid
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pace of implementation was further facilitated by the additional donor
financing available between 2002 and 2007 for HIV/AIDS, tuberculosis,
and malaria.

Throughout implementation, the government retained a great deal of
control in the shape and design of the strategy, so much so that it was dif-
ficult to distinguish government from nongovernmental programs.

This strategy has prompted increases in the number of CHWs, who
have become the largest health labor force in Zambia. There are significant
results, in terms of cost-effectiveness and reaching the poor in difficult-to-
serve areas, mainly in those districts where this strengthening strategy has
been pursued. There is less evidence of improvements in health outcomes,
although some can be gleaned from specific project evaluations. However,
no changes in national health indicators could be attributed with certainty
to a specific set of NGO or CHW activities.

Community participation. Community participation in health involved
the establishment of formal participatory structures at the community and
district levels to plan and manage community health. A series of health
groups at lower levels was created to foster community health planning
and management through the election of community members into vari-
ous local structures, including neighborhood health committees. However,
implementation varied, as did the degree and type of participation of each
of the different groups. In 2006, with the resumption of centralized con-
trol, these community structures weakened significantly. The remaining
neighborhood health committees are not supported by the Ministry of
Health, and they have little influence on central government decisions.

The introduction of community participation structures in Zambia
were supported by the commitment and will of the newly elected gov-
ernment in 1991, of key government champions of the reform, and of the
community. (Popular support for radical change also played a part.) These
three sets of actors often viewed community participation structures as a
way of enabling individuals to feel more vested in the health system. This
aim was largely not achieved though, partly because the communities had
no previous experience with this type of participation and because the
government did little to communicate the nature of the change and the
objectives to the public, or to train community members for their spe-
cific roles. The strategy was implemented well where NGOs provided
training and supported and used these structures (especially neighbor-
hood health committees) and where government health personnel were
not only supportive, but spent time facilitating and encouraging member-
ship of community participation groups.
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Although district health board members added a local “user” and rep-
resentative perspective to district health plans, which sometimes ensured
that these were more needs-oriented, at least with respect to the commu-
nities represented, district health boards never had real influence over
local human resources because they did not gain the authority or funding
to manage employment contracts as was originally envisaged.

Zambia health services delivery trends. This study found that a closer
examination is needed of NGO capacity to deliver health services, health
worker shortages, and community groups, in promoting the rapid scaling
up of health services to the poor.

Key Implementation Factors and Lessons Learned

This section aims to depict lessons that have been learned about imple-
mentation from some or all of the seven case study countries and that are
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Figure 8.7  Health Services Indicators, Zambia

Source: Zambia Demographic and Health Survey 2001/02; Japanese Institute of Public Health database. Immuniza-
tion data obtained from presentation at 134th APHA Meeting in Boston, 2006, “RED Strategy Improves Community
 Participation in Immunization of Children: Zambia’s Experience.” 

Note: The reference period is five years preceding the survey. Antenatal coverage: % of women with at least 4
Antenatal coverage visits. Skilled birth attendance: % of births delivered with the assistance of a trained health
professional, that is, a doctor, nurse, or midwife. Full immunization: children aged 12–23 months fully vaccinated,
i.e., BCG, measles, three doses of DPT and polio (excluding polio 0). HIV knowledge: % of women who know that
HIV/AIDS can be prevented by using condoms and limiting sex to one uninfected partner. Child bednet use:
proportion of children under 5 who slept under an insecticide-treated bednet the previous night.
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likely to be applicable and useful in other countries. What drives or
impedes change is obviously very context specific (obviously including
the political and institutional background), and the effectiveness of the
very same implementation strategies can vary considerably according to
circumstances. This is partly because “there are no general laws in social
science that are consistent over time and independent of the context in
which they are embedded” (Rein 1976). Although there are patterns as
to what is important in implementation across the case studies, the point
bears repeating: each case study has a unique context. 

The key implementation factors that emerge from the country case
studies may be broadly grouped into three categories. Macro-environment
factors that are mostly related to the country context and are usually out-
side the control of the “strategy” implementers; micro-environment factors
that are mostly related to the health sector; and factors that are related to
the strategy (figure 1 in the overview). The micro-environment factors are
not under the prerogative of the “strategy” implementers but should
be seriously examined and considered as they directly influence how the
strategy is implemented. The last but most important set of factors are the
“strategy” factors. These are directly related to the design, adaptation, and
implementation of the strategy and are usually under the control of those
implementing it.

Macro-environment or Country Context Factors
Role of political stability, security, and economic growth. The case stud-
ies strongly suggest that political stability, security, and economic growth
are highly beneficial to continuity in developing and implementing
strategies. They also provide an enabling environment. Yet these three
factors are preconditions, not guarantees, as seen for example in a com-
parison of Afghanistan and Zambia. The former country saw considerable
gains in a situation of insecurity and uncertain economic growth, while
the latter witnessed serious reversals in a relatively stable environment.
Uganda is an unusual case where the postconflict environment in the
north of the country is embedded within the stable and relatively
secure situation found within most other parts of the country. Notably,
the Ugandan north has benefited from considerable donor attention and
resources, and from greater willingness to experiment and innovate than
other areas in the country.

What also appears to be important is how the strategy for improving
health services is developed and implemented. In the case of Afghanistan,
a relatively high level of transparency and accountability of service
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providers has made health services improvement possible, despite the
fragile security situation. 

Legislation, regulation, and the capacity to monitor and enforce. Legal
and regulatory frameworks are in place in all the countries studied. In
some places, Vietnam for example, there are highly developed laws and
decrees. However, even in Vietnam, which is approaching middle-income
status, the gap between the framework and the capacity to monitor and
enforce compliance is considerable. In decentralized systems it is particu-
larly difficult to ensure the fit between central intentions and local capac-
ity. In some countries, with Vietnam and Ethiopia good examples, the
power of the party and the central control that it exercises remain the sin-
gle most important factor in securing adherence to the aims of the state.
However, whereas in Vietnam market orientation has led to the dismantling
of some previous structures, Ethiopia has remained essentially statist in its
approach.

In Zambia, the framework for decentralization was initially confined
to the health sector, while in Ethiopia the devolution of government
functions to the regions and subsequently to the districts covered all sec-
tors. The Ethiopian model represents a more fundamental political com-
mitment to decentralization that is less likely to be reversed.

Overall, however, there is insufficient evidence that can be construed
from the case studies to answer questions as to which of the different
models of decentralization is more effective. In Uganda, government
health sector spending initially decreased by one-third when local gov-
ernment first took over allocation of resources. This trend was eventually
reversed—at least partly—by introducing earmarked funds for primary
health care.

Some case studies (in the Ghana case study, conflict between different
groups; and in the Uganda case study, not just dual practice but also drug
shops and NGOs) also point to the effect that the vested interests of
provider groups may have on applying (or not) regulations, or adopting
effective self-regulation. Statutory bodies designed to oversee the work of
health professionals and facilities are frequently weak, at best capable of
first-time registration, and policies to strengthen them have remained
ineffective because of lack of financial and human resource allocated to
monitoring, inspection, and quality assurance. In Uganda, although this is
an explicit part of its health sector strategy, government has failed to take
action, and civil society groups have failed to exert effective pressure for
greater attention to these quality of care issues.
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Decision makers need to analyze the legal and regulatory frameworks
and assess the enforcement capacity before considering new sector strate-
gies. The case studies suggest that robust regulatory frameworks that are
commensurate with the enforcement capacity are more likely to support
the successful implementation of health sector strategies.

Micro-environment or Health Sector Factors
The critical role of leadership. The quality of political or managerial lead-
ership is an essential ingredient of success in implementing policies. What
is less clear is how gains derived from having a charismatic and coura-
geous champion are sustained when changes occur at the top.

In the case studies reviewed, the influence of leadership has been sig-
nificant. In Rwanda for example, it is the president who has set the tone
for reform and is exercising authority both in an inspiring and controlling
way, while during Ghana’s early successes in the late 1980s and early
1990s it was a farsighted Director of Medical Services who ensured that
regions and districts could innovate and thrive. The corollary of course is
that deterioration at the political level—for example in Uganda where
democratic values have been increasingly neglected; politically expedient
decisions, such as increasing the number of districts, have become the
norm; and corruption is taking its toll—constitutes a “disabling” environ-
ment, as does the kind of patronage prevalent in Afghanistan and Ethiopia,
in the latter case largely based on party and regional affiliations.

Status of NGOs and faith-based organizations. The country case studies
demonstrate a range of relationship patterns between NGOs and faith-
based organizations on one side, and governments on the other. In some
cases, government attitudes toward NGOs are at best neutral or even out-
right discouraging, such as in Ethiopia and Vietnam where local NGOs
are virtually absent. It is not clear that a single model emerges as best
practice, though it is clear that NGOs are able to contribute more in
places where they have been encouraged.

In Uganda, the relationship between faith-based organizations and the
government since independence has gone back and forth between regular
subsidies and virtually no support at all, between harmonious and acrimo-
nious dialogue. One issue is that ministries of health are concerned that
their own financial and staff allocations may be reduced as a result of gov-
ernment subsidies, contracts, and personnel secondments to the churches. 

The situation in Rwanda is different: faith-based organizations—running
32 percent of health centers and 46 percent of district hospitals—serve as
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an integral part of the health system, and are often the first point of contact
for the poor. In Afghanistan NGOs provide almost 80 percent of health
services, mainly driven and supported by international donors.

There has been a considerable increase in NGOs (not only in the post-
conflict countries) due to the huge influx of funds for HIV/AIDS, and the
preference of certain development partners to work through NGOs
rather than through government. Few effective umbrella NGOs, which
can act as interlocutors among government, donors, and smaller NGOs,
were found in the countries under review, with the exception of Christian
Health Associations acting on behalf of faith-based organizations in
Ghana, Uganda, and Zambia. Governments are therefore struggling to
ensure that NGOs are following their policies.

Size of donor support and aid approaches. Changes in the aid approaches
of the donor community and in the global health architecture in terms of
organization and financing have clearly had a profound effect on imple-
mentation of health services in LMICs. Determining the precise impact of
changes from project funding to SWAps (focusing on the sector as a whole
and reducing highly earmarked funding), and from there to global health
partnerships (emphasizing specific diseases and interventions, while going
back to earmarking contributions), is much more difficult. 

Some countries are “donor darlings” and others are “donor orphans.”
Rwanda is an example of the former, while Uganda has switched to the lat-
ter group. Ministries of finance in different countries also take different
positions regarding their “fiscal space.” In Uganda, for example, the Ministry
of Finance has set ceilings for spending on health, which meant reducing
government funding when external funds increased, even though many of
them were heavily earmarked. As a result, it is only possible to say that the
way in which funds are provided makes a difference, and that flexibility,
predictability, and reliability are key concerns, but the exact impact of the
presence or absence of these conditions is unknown. The Inter national
Health Partnership initiative1 supported by a large number of donors and
governments is currently trying to shed further light on this and supports
negotiations of the health sector with ministries of finance. 

In the case of Rwanda, the size of donor support, which contributed to
a doubling of per capita health spending in a few years, and introduction
of performance-based contracting, may have played a key role in improv-
ing health services and outcomes. Afghanistan is yet another example.
Elsewhere, the introduction of SWAps in Ghana in 1991 by donors led to
better results. Similarly, the focus on community empowerment (support
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to NGO/CHW expansion) supported by donors in 2000 improved
health services. 

Donor support therefore, whether by its size or its approach, provides
an enabling environment for successful implementation, but actual success
depends heavily on the adaptation and implementation of the strategy. 

Strategy-related Factors
Seizing the boost of new beginnings. The studies on Afghanistan and
Rwanda offer clear evidence that a fresh start, the absence of bureaucratic
“baggage,” and an abundance of attention from the international commu-
nity can enhance innovation, courage, and motivation to go to scale and
establish effective implementation structures, even without a full return
to stability and security. In Afghanistan, systematic experimentation with
contracting out and the rollout of CHWs gained support from different
stakeholders and resulted in notable improvements in health services at
an early stage. When such a situation is combined with inspired leader-
ship and willingness to learn and adapt, as in Rwanda, huge progress can
be made. But reversals are still possible unless successful experiments are
implemented at scale and reforms are institutionalized. 

Ensuring capacity building as a central tenet. “Capacity building” has
been used to mean different interventions ranging from developing indi-
vidual clinical or managerial skills through training or provision of tech-
nical assistance (TA), to institutional capacity of health organizations, or
even health systems development. In the country case studies, lack of
capacity was invariably cited as a reason for slow or inadequate imple-
mentation. However, no clear picture emerges as to why this was the case.

In many instances, what takes place under the heading of capacity
building is little more than traditional training for individuals—as in
Afghanistan, for example. Yet this type of training alone is not an effective
intervention to improve health worker performance or health services, a
finding seen elsewhere in this book. Technical assistance of the mentoring
and capacity-building type, which supports rather than substitutes
national human resources, remains a challenge that is rarely met.

Uganda presents another model in the form of developing the institu-
tional capacity of health organizations. The interventions included the
development of a manual for planning and management of subdistrict
services coupled by management training and strengthening of different
types of supervision at the technical and managerial levels. However, with
the change of leadership in the Ministry of Health, the highly promising
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program featuring supportive supervision and quality assurance was all
but abandoned. Similarly, a highly effective quality assurance program in
Zambia was also discontinued.

The Afghanistan country study found that capacity building through
training drove the short-term objectives of donors, rather meeting the
needs of locals. Systems of regular supportive supervision, linked with
continuing education and sustained beyond externally funded projects
have been developed but have tended to disintegrate when the external
funds or inspired leadership (or both) disappeared. Rwanda at present
looks promising but, as said earlier, the key will be for systems to be fully
institutionalized.

Recent studies on capacity, change, and performance, such as those
from the European Center for Development Policy and Management
(ECDPM) in Maastricht, offer a broad-based analytical framework that
demonstrates how stakeholders, the external context, the intervention, and
internal resources all need to combine to create capacity and performance.
However, the case studies do not shed much light on the reasons why
capacity building can be done well in some countries (Rwanda) and some
regions (SNNPR in Ethiopia), and less so in others.

Modulating the pace of implementation. The pace of implementation is
an issue in some countries. It is often driven by ideology and political need
without sufficient attention to creating capacity for implementation and
ensuring a reliable flow of resources. The tension between the need for
demonstrable short-term gains and long-term sustainability is well docu-
mented, and the case studies show that it can be hard for countries to get
the balance right.

In Ethiopia, it has been argued that the pace of decentralizing to the
district level was too fast for limited institutional and managerial capacity,
and gains in delegating authority to the provincial level should have been
consolidated before further decentralization to the next level. However,
where decentralization is driven by overriding political concerns, it is usu-
ally difficult for the leading health politician to suggest a different pace
that would more likely ensure gains in the effectiveness and quality of
service delivery.

The pace of implementation is also influenced by resistance to change
among stakeholders. In most cases, resistance by the health sector to polit-
ical decentralization has been counterproductive. In the case of Rwanda,
there were pockets of opposition to decentralization reform, particularly
at the center, as this was feared to disempower existing central level staff.
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Decentralization required a “mindset change” of central officials to accept
and embrace reforms. By contrast, the pace of decentralization has worked
relatively well in Ghana, where a deconcentrated model was introduced at
a moderate pace, dictated by the application of sector-specific readiness
criteria for districts to act as budget and management centres. When dis-
tricts did not yet meet these criteria, the region would perform this func-
tion until district capacity had been achieved.

Balancing supply- and demand-side interventions. All case studies show
demand-side interventions and demand creation to be largely neglected—
an omission bound to influence implementation. Health services delivery
issues have been addressed mostly from the supply side with insufficient
attention to the way in which ministries of health can engage civil society
to create demand.

Most countries built up a cadre of health workers intended to provide
a link between health facilities and the community, and to stimulate
demand for health services. Many also involved rather vague communica-
tions strategies to increase demand for health services. The creation of
CHWs in Afghanistan, Ghana, and Zambia and the use of health exten-
sion workers in Ethiopia were adopted mostly after it became apparent
that supply-side interventions were failing to increase use of available
health services. There is clearly a need for greater attention to innovative
demand-side interventions from the beginning, rather than as an under-
funded afterthought.

Anticipating consequences and resource requirements for going to scale.
Key findings in most countries are that plans and strategies are often not
implemented at scale, and that institutional structures and resources for
scaling up pilots, however successful, are rarely adequate.

The early Zambia reforms aimed at delinking part of the health sector
from the civil service suffered detrimentally from a lack of foresight about
the implications of this step for health workers’ pensions and other ben-
efits. This could arguably have been avoided if the donor community had
not only pointed out the problem, but provided one-off funding.
Similarly, the creation of and support to village health teams in Uganda
was based on an insightful problem analysis and proposed an attractive
model for government and United Nations agencies. However, no realis-
tic costing had been undertaken, and requirements for long-term motiva-
tion and supervision of community-based workers were underestimated,
with the result that the approach has only been fully implemented in one
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pilot district and in the postconflict north of the country, where external
donor resources are abundant.

In Ethiopia, the decrease of government financing to the health sector
due to the conflict with Eritrea led to a stagnation of health services. In
Ghana, though government financing increased, this was dedicated pri-
marily to salaries and health insurance. With donor funding directed more
to general budget support and earmarked programs, flexible funds for
health managers were reduced and resulted in lower allocations for criti-
cal supplies and outreach activities.

By contrast, the scaling up of the successful performance-based
financing pilot projects in Rwanda was pushed by the government and
supported by donors, which led to fast and successful implementation.
Moreover, large-scale performance-based financing was complementary
to the mutuelle strategy. This reflects three key factors: political will to
support the scaling up of a strategy, the need to mobilize adequate
resources for implementation, and the need to ensure that other strate-
gies are complementary or mutually reinforcing.

Recognizing the fragility of reforms and the need for their institution-
alization. Several case studies document early successes and then seri-
ous reversals. The relationship and potential time lag between policy
and management downturns, and deteriorating service outputs, are not,
however, straightforward.

In Uganda and Zambia it was the exit of a champion minister that set
the process of reversal in motion. In Ghana it was the adoption of a polit-
ically motivated policy to create a national health service that proved dis-
astrous, with consequences that are still felt. Even in case studies that have
notable successes to report, such as Rwanda, researchers suggest that
reversal would be possible if there was a change in political leadership or
if external resources decreased prematurely.

In Uganda, the health sector deteriorated also because of multiple issues
around resources and financing. Declining allocations by the Ministry of
Finance, partly in response to vast amounts of external funds for the
health sector (albeit for specific diseases), and a marked retreat from
unearmarked funding by the donor community, all combined to create an
increasingly unfavorable environment, which also affected the morale of
health officials.

The questions that need to be asked are: At which point are reforms
sufficiently institutionalized to survive these types of shocks and threats?
What is known about institutional sustainability thresholds? What
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 conditions need to be in place in terms of stakeholder buy-in and state
capacity beyond government administration, in order to ensure continu-
ity? In Afghanistan and Rwanda, it is probably too early to tell whether
institutional reforms are sufficiently robust. In Uganda and Zambia, it is
clear that the adopted reforms were insufficiently institutionalized to
survive the demise of their champions. Decentralization in Ethiopia is
driven by the federal government and is likely to survive at least as long
as the present government power structure remains.

A critical mass of human resources for health is clearly important.
Ghana is instructive here. The systematic training of large numbers of
young medical officers in public health and economics over an entire
decade created a critical mass of highly qualified and motivated doctors
that set the tone for lasting reforms of regional and district health systems
and services delivery, despite reversals at the national level.

The donor community still has a potentially more important role to
play (as seen, for example, in the fact that it has already backed champi-
ons and innovations), in safeguarding promising policy directions, nurtur-
ing leadership, and providing consistent advice and stable support to key
institutions during times of political change.

Concluding Thoughts

The case studies of how countries have developed and implemented their
strategies demonstrate how each situation is unique. The interpretation of
the core meaning of the strategies selected for review is not consistent.
Changes in health services or outcomes could seldom be plausibly linked
to a package of strategies, much less attributed to a single strategy. This
raises the question whether a better specification of how strategies are
actually implemented is required not only in order to compare strategies
and results, but also to facilitate learning on which factors are likely to
influence the adoption and implementation of any particular strategy, and
what effects they will have. 

The country case studies also shed some light on the diversity in imple-
menting the common strategies identified at the outset in the Overview
and the factors that influenced the course taken.

Decentralization is perhaps the most diverse subject. The term covers a
multitude of aims, directions, and strategies. The messages as to what
works and what does not do not point to a single direction. Some case
study countries, although formally decentralized, are actually examples of
strong central control. Ethiopia is a case in point. However, what does
emerge is a sort of checklist of points that need to be monitored. This
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would include the changes in the role and responsibility of the center,
which are often neglected; the importance of finding a locus for continuing
“intermediate-level functions,” such as monitoring, mentoring, and supervis-
ing when the regional or provincial level is abolished; and general and sec-
tor-specific approaches to capacity building and to assessing performance.

Community engagement or empowerment, too, covers a wide range of
approaches and issues: paid versus unpaid workers, local versus national
focus, voice versus service delivery, accountability to community versus
accountability to health facility, and so forth. Without greater specificity,
it is difficult to say what enhances and what inhibits community engage-
ment. Certainly, there is a political dimension to the issue of voice, which
goes far beyond creating the post of village health workers who provides
services within their community.

Oversight strategies feature a wide variety of approaches. They do, how-
ever, point almost universally to the neglected issue of government capac-
ity to perform stewardship functions in mixed systems of public and
private providers. Contracting has great promise and receives a great deal
of attention, but is clearly insufficient to address the much broader issue
of government capacity for oversight and regulation. In some countries,
for example Afghanistan, development partners have established quasi-
independent mechanisms for effectively monitoring performance and for
managing contracts. This appears to work well. However, it is less clear
whether these arrangements are effective in building the required state
capacity for oversight. Equally in Rwanda, the international community
has played a key role in the initial experimentation and, more recently, in
coordinating and managing contracts on a wide scale.

Despite the limitations of these studies, they do underline how differ-
ent countries have evolved in different ways to both develop and imple-
ment health strategies. In fact, as the country context changes, the health
system components also evolve in response to the changing environment.
In the final chapter, we examine in further detail how some of these
processes, such as identifying key stakeholders and gaining their commit-
ment, or using information to hold actors accountable, can be used in the
implementation of health strategies.

Note

1. Launched in September 2007, the International Health Partnership is a coali-
tion of international health agencies, governments, and donors committed to
improving health and development outcomes in developing countries and
getting back on track to reach the health-related MDGs.
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Findings

Failing to learn from experience is the common dynamic in international
development, even though there is a large literature that identifies les-
sons.1 In this chapter, we nonetheless identify some key lessons that have
emerged from systematic analysis of strategies and case studies to
strengthen the delivery of health services in LMICs.2 We look at what has
worked, what has not worked, and offer some insights on how to improve
implementation. We finish by turning attention to ways to be better at
“learning and doing.”

What Has Worked
An important lesson from the studies carried out for this book is that
many strategies can be used to improve implementation of health
services in LMICs. Yet although many things can work well, there are
no “magic bullets” or clear strategies that can be replicated and
expected to work well in any country setting. In part this is because
the country contexts differ and each strategy takes on a life of its own,
so that even having the same label does not mean that the same strat-
egy is being pursued.
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Although strategies may not be reproducible to any large degree and
can have a wide range of effects, some broad strategies have repeatedly
improved the delivery of health services in several LMICs. These are:

• Expanding disease-specific programs that are effective in small areas to
a larger area of the country (this was identified as a strategy with hav-
ing some success across countries in chapter 1, and was described in the
Uganda and Vietnam country case studies). 

• Developing and using systems for locally adaptive learning, involving
frequent reviews of results and testing of approaches by local imple-
menters and other stakeholders. (This was demonstrated as a significant
implementation success factor in chapter 1, table 1.4, and specifically
among successful approaches for community empowerment in chapter
4, as well as in the country case studies of Afghanistan and Rwanda.)
Other dimensions of adaptive learning involve making plans aimed at
overcoming locally identified constraints, and encouraging flexibility
and modification through stakeholder feedback (as identified in chapter
1, table 1.4).

• Careful consultation and involvement of stakeholders, particularly those
involved in implementation and local oversight, as well as beneficiaries.
When the community is actively engaged in managing interventions,
such as serving on community boards, running revolving drug funds, and
deciding on provider bonuses, or where local resources are used as part
of program support, improved outcomes have been found (as shown in
the analysis of community empowerment strategies in chapter 4, table
4.4 and figure 4.2, and the case of mutuelles in Rwanda).

• Training of CHWs can improve outcomes, but no training model was
found to be clearly superior. More broadly, training in combination with
other interventions, such as supportive supervision, can be effective
in improving health worker behaviors (as was described in chapter 3,
figure 3.3, the country case study of Afghanistan, and to some degree
the case studies of Ethiopia and Ghana).

• Providing incentives to health workers or health organizations for good
performance, often in the form of explicit contracts (as highlighted in
chapter 7, figure 7.2, and described in the country case studies of
Afghanistan and Rwanda), or through supportive supervision of health
workers (as identified in chapter 3, figure 3.3), or mechanisms to
 increase accountability to the public or other institutions (as shown in
the country case studies of Afghanistan and Rwanda). In Vietnam, the
increased hospital autonomy through Decree 43 has led to increased
revenue for some implementing hospitals. Part of this revenue was used
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to top up salaries and create an incentive for increased efficiency (but
there is also some evidence that hospitals are shifting services to more
lucrative fee-based services).

• Ensuring that adequate resources are available is clearly associated with
successful implementation, but the implementation challenges have
often been how to obtain adequate resources, or how to proceed when
resources are not sufficiently available for distribution to units that
need the funds. (This was apparent in all the country case studies, even
though significant international funding for health became available,
often earmarked for specific purposes.) Using community resources
can also be an important source of support for programs, but local
 resources are unlikely to be forthcoming or effectively used without
 attention to local accountability and involvement.

What Has Not Worked
The other good news from these studies is that no strategy has been tried
and obviously fails in a consistent way. Our research strategies depended
on the documentation of results, and there were relatively few published
studies that had negative results. There were, however, some conditions
under which strategies to strengthen implementation were more likely to
fail. These include:

• Implementing strategies where there is no strong and consistent lead-
ership usually fail. Strong leadership includes: providing a clearly com-
municated mandate from the top management that gives authority,
resources, and accountability to key leaders and teams throughout an
organization (as identified in the review in chapter 1, as well as in
chapter 4, figure 4.1; the Ghana case study involved strong but con-
flicting leadership; Uganda and Zambia had significant leadership
changes and subsequent changes in priorities and implementation).

• Overly simplistic strategies, such as providing ad hoc health worker
training by itself, or making simplistic policy changes such as introduc-
ing clinical guidelines or user fee guidelines without adequate attention
to their effects and ability to change course, tend to fail (as shown in
chapter 3, figure 3.3). Simply training health workers in Afghanistan,
Ethiopia, Uganda, or Zambia had its limitations, but building capacity
for supervision systems and other institutional dimensions seems to
 offer more promise.

• Implementing overly complex strategies that outstrip the management
capacity of organizations that provide health services can lead to
poor results. This may explain why multiple-component strategies
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have higher rates of failure, but also a higher average effect when
they succeed. An important task of planning and implementation is
to diagnose when a strategy is outstripping the management capacity
of service delivery organizations.

• Failing to assure that resources are made available to those responsible
for implementing programs or providing services is an obvious but
regrettably common condition (identified in chapter 1 and found to
some degree in each of the country case studies, particularly con-
cerning resources reaching the most peripheral management units).
Resources that are displaced due to corruption have an additional
demoralizing effect (identified in chapter 1 and described in the
Uganda country case study).

There are also ways to implement the strategies identified that reduce
the chances of success. Many of these involve doing the opposite of those
factors that are identified above as contributing to success. 

Another common trap is to focus almost exclusively on technical
aspects of interventions, or on the securing of a particular policy statement
at the expense of addressing the key actors or contextual factors that affect
implementation.3 However, badly managed or superficial consultation
organized to gain support can also backfire (for example, in the Zambia
country case study). Although using resources from within a community
can improve the prospects for community empowerment strategies (as
identified in chapter 4), not obtaining resources for the additional costs of
support and supervision at village level is also problematic (for example,
for the village health teams in the Uganda country case, or neighborhood
health committees in Zambia). 

If community involvement is a key strategy to successful implementa-
tion, it should be recognized that there is also a long history of poorly man-
aged community development programs intended to foster community
involvement. Community development programs reached a prominence
in the 1950s, modeled after India’s national rural development schemes
and its multi-purpose village worker (Mayer et al. 1958). However, the
rapid expansion of community development programs throughout Asia,
Africa, and Latin America was nearly finished by the mid-1960s, largely
because the expected gains did not materialize. Some important lessons
from the implementation failure of these schemes are relevant today
(Holdcroft 1978; Korten 1980):

• Excessive pressures for results, usually through delivery of goods and
services, drove out the necessary attention to institution building.
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• Implementation was frequently done through conventional bureaucratic
structures and centrally mandated targets, rather than being responsive
to capabilities or needs of local communities.

• Parallel and competing government agencies were often responsible
for implementation and coordination, leading to bureaucratic conflict
that contributed to the demise of the movement.

• More emphasis was given to expanding social services than in raising
incomes of rural residents, and often for services of questionable value.
This seems to be a result of pursuing bureaucratic interests rather than
those of beneficiaries.

• Existing power structures of villages were accepted as given without
any attempts to change them, frequently resulting in the capture of
benefits by local elites. Local organizations were kept separate from
each other rather than being linked into larger and more powerful
bodies.

One factor that is noticeably absent in the set of determinants of suc-
cessful implementation is the development and use of comprehensive
planning. While only a few people would suggest that all planning and
budgeting is nugatory, it is also evident that the emphasis of international
agencies on comprehensive, costed plans or well-written proposals has lit-
tle relationship with the successful implementation of those plans and
proposals. The review of the literature conducted in chapters 1, 2, and 4
could not identify any evidence that such planning was a determinant of
successful implementation. This is not a total indictment of any type
of planning, as locally adaptive learning processes, identifying and over-
coming constraints, and using local community resources for program
support were all identified as factors that improve implementation, as is
strong management. The problem appears to be with blueprint planning
approaches that ignore or obstruct the need for constant reappraisal and
replanning by beneficiaries and those involved in implementation, and
the way that it contradicts the managerial flexibility that is required to
take advantage of these processes (Brinkerhoff and Ingle 1989; Bond and
Hulme 1999).

How to Improve Implementation 

The approaches above represent a number of strategies (or compo-
nents of strategies) that have been shown to either work well or not
work well. Many of these lessons should seem self-evident, yet it
remains remarkable how often they are ignored. This “knowing-doing
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gap” is well known in the management field (see for example Pfeffer
and Sutton, 2000), yet it is little addressed in the literature on
health services in developing countries. Rather than simply produce
a list of lessons, another reason for identifying them is to lead deci-
sion makers and those facilitating the development of health serv-
ices toward more important questions about the delivery of health
services. What can be learned about how implementation of health
services can be improved? What can we learn about why some
strategies succeed or fail? Box 9.1 takes the process further, repre-
senting a synthesis of not only the evidence-based approach of what
we have seen in this book, but a consideration of an alternative
approach grounded in the authors’ own experience of many years’
work in the field—a “learning-doing” strategy.
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Box 9.1

A Learning-doing Strategy

Successful implementation of strategies to improve health services involves

knowing what to do, how to do it, and why you are doing it. We already know a

lot about what interventions to pursue in the health sector, as there are many

interventions known to prevent disease and death at relatively low cost. In this

book we have highlighted that there are many strategies that can result in suc-

cessful implementation, but also that these strategies require local knowledge

and learning processes to find ways to implement them successfully in each

setting. This box describes some of the learning processes that can be used to

improve the prospects for successful implementation. 

A word of caution: even knowing what to do or understanding the techniques

of how to do it does not guarantee good implementation. Getting good data

helps, but does not ensure that good decisions are made. To address some of

these difficulties requires moving beyond the questions of what to do and how to

improve implementation. It demands a more difficult discussion about why

knowledge does not get acted on, and involves an appreciation of the values of

leaders and influential groups, and knowing why things should be done.

Although there is no blueprint for improving implementation of health services,

we offer some guidance for decision makers to ask the right questions, based on

potentially good practices found in the various studies. 
(continued)
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Box 9.1 (Continued)

Use strategies to improve implementation problem solving

Some of these strategies involve some disciplined steps, including:

● Look for leaders and laggards, that is, positive and negative performance

outliers across units (for example, states within a country, communities within

a district, or neighborhoods within a community). Differences may exist in

terms of high and low performance, or where there are differences in the

presence of poor and vulnerable groups or of exposure to different risks. 
● Use multiple sources of information such as routine health information

systems, or other informal mechanisms such as communications with key

informants or the media. 
● Consider the way in which analysis is related to actions taken by decision

makers, be they on the front lines of service delivery, immediate supervisors

and middle managers, or policy makers.
● Look for unintended consequences of strategies. When implementing

health projects or programs, most people tend only to look at the intended

results in the narrow area of the program. But since health systems are linked,

it is important to look at the unintended consequences of a strategy. 
● Identify sources of information for unintended consequences. Places to

look include a range of health services, or the range of health systems actors,

inputs, and functions. The factors identified in figure 1 (in the Overview)

specify some key areas to examine within a health system. Key actors include

provider organizations and the professions, community groups, and groups

within the state. Key functions include human resources management,

 information systems, financial management, and how the health system

is financed. 
● Ask whether any strategy has created the right incentives for critical organ-

izations and people to work toward a common purpose of the strategy. 
● Consider factors outside the health system, particularly those related to

broader reforms in the public sector, the economy, or social systems. Changes

in laws, regulations, leadership, macro organization, or economic/political

shocks can radically affect the way in which health services are implemented.

Trying to anticipate many of these shocks may be very difficult, but it may be

more important to be able to recognize when they are occurring as soon as

possible, and to take corrective steps. This again involves good information

gathering and feedback mechanisms, not rigid planning requirements.

(continued)
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Box 9.1 (Continued)

Understand the effects of institutions on health services delivery

As pointed out in chapter 6, understanding the institutional context is critical.

Eight key questions to consider include: 

● To what degree does the policy or intervention respond to strongly

 expressed needs and to what degree do politicians or political leaders

 believe that a response to these needs is important to their legitimacy with

the population or political future?
● To what degree was the policy or intervention understood to represent a

 national need as opposed to a narrow political or financial interest?
● What are the incentives for key actors to translate policies or regulations into

changes in health system performance?
● What is the government capacity to serve as regulator and steward of the

health system?
● What are effective mechanisms for accountability in health systems?
● What is the degree to which governments and other actors are co-accountable

to external bodies?
● What is the level of statehood?
● What is the level of institutional development?

Match capacity with implementation

A common problem for LMICs is weak implementation capacity. Trying to find the

right fit between program expectations, beneficiary expectations, and capabilities

of implementers, governments, and communities is an ongoing challenge and

involves the following:

● Continually ask the question about what types of capacity problems exist. Is it

institutions or rules of the game that are impeding progress, or is it the specific

human skills or support systems that organizations need to perform their work?
● Assess whether the pace of change is outstripping the ability of organiza-

tions to deliver services. This requires intelligence gathering from service

beneficiaries and implementers. Asking the problems about high and low

performers, as discussed above, may give early warning signs. 
● Consider whether reorganization is needed, or whether ongoing reorgani-

zation is likely to be a part of the problem or the solution. Decentralization

or restructuring the hierarchies within an organization is often part of a

change needed to build capacity. 

(continued)
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Box 9.1 (Continued)

● Try to minimize the costs of organizational change, and ensure that the

 responsibilities, authority, resources, and accountabilities are aligned.

 Expecting district health units to plan and be held accountable for results,

but then not giving them the ability to flexibly use financial and human

 resources (in short, power without responsibility) is a common recipe for

 implementation failure.

Use processes that encourage learning and good decision making

A recurring theme throughout this book is that processes that encourage learning

and decision making, and action, based on learning have been shown to be

 particularly effective in improving implementation. A learning-based  approach

 focused on the implementation of policy could involve some of the  following

steps (and see box 9.2):

● Seeking out local innovations and local innovators (among, for example,

communities and health service providers). People can also be encouraged

to test new approaches (through incentives or by exposure to new ideas

and others’ experiences), and not be limited to ideas generated within the

health sector.
● Identifying and documenting the depth and variation in which new and

 existing strategies for strengthening health services are being implemented,

and the roles played by key stakeholders over time.
● Making agreements that the results of innovations and other strengthening

strategies will be monitored, and that there will be formal evaluations of

their results and that lessons learned will be incorporated as part of the

process of further developing strategies. Mechanisms to facilitate learning

from both successes and failures should be structured into any strategy.
● Finding ways to understand local institutional arrangements and markets,

and to involve key actors in the innovation and learning process.
● Engaging government, civil society, and professionals in the learning

process, since all these groups will likely need to alter their roles.
● Developing more systematic ways to understand and anticipate the out-

come of different strategies and innovations, so as to provide better

frameworks within which the learning process can be structured. 



Get the Data—Ask the Questions
Even though there is a willingness to test different strategies to strengthen
health services in many countries, there is a repeated failure to learn from
experience. This begins with a failure to get data and ask the types of ques-
tions needed to learn. The four systematic reviews found many articles
on strategies to strengthen health services, strengthen health organization
 performance, improve health worker performance, and empower commu-
nities, but relatively few well-designed studies and evaluations (chapters 1,
2, 3, and 4). The study on the changes in health services delivery across
countries over time was also marked by the limitations in the basic data that
are available for analysis (chapter 5). Among health services, only childhood
immunization coverage, tuberculosis coverage and treatment data, and
skilled birth attendance were recorded with close to annual frequency at a
national level. Other data on health services, and more importantly, assess-
ments of health status, were not available with sufficient regularity. At least
for World Bank-assisted projects, changes in health services, financing, and
health outcomes are rarely measured (chapter 7). Most of these projects do
not achieve a minimum level of measurement to be able to assess change.

In addition to the expense and technical difficulties in obtaining data on
health services and health outcomes, other barriers have been the lack of
effective demand for data that can be used for accountability to the public
and to national and international funding agencies. This also reflects a lack
of use of the data for learning and meaningful evaluation and planning
(chapters 7 and 8). 

Among the country case studies, it was clear that there is relatively little
comparable data across countries, and that in many countries, the strate-
gies used do not involve close tracking of changes in implementation or
results, particularly at subnational levels or among vulnerable populations
(chapter 8). Afghanistan is a notable exception in its extensive use of disag-
gregated data in decision making, though extensive external assistance has
been used to collect and analyze the data. It is also one of the few countries
where substantial progress is being made across a wide range of health serv-
ices parameters, though other factors such as the improvement in security,
strong leadership, and a return of talented health professionals, committed
NGOs, and large investments in the health sector have also played a sub-
stantial role (Hansen et al. 2008).

When data are used well to assess progress of strategies to improve
health services, the results tend to be positive. This was seen in some
evaluations of World Bank-supported projects, the systematic reviews of
different strategies, and the country case studies. In part, this may be due
to a bias to publish those studies and evaluations that have positive
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 findings (and the fact that the act of measuring may change the outcome),
though there were also suspicions of such bias among World Bank project
evaluation documents and country case studies, where the incentive to
demonstrate positive results may not be as strong.

But if organizations and decision makers are unwilling to accept error
as a means of learning, mistakes are likely to be unmeasured and repeated.
It is quite likely that the measurement of key outcomes is a proxy indica-
tor for more successfully managed strategies, and that the use of data
contributes to the success of strengthening strategies in health services.
Use of data is an important part of a strategy that uses feedback to adapt
and change course during implementation, so the availability of data
identifies those strategies or contexts where these learning and acting
processes take place.

Promoting organizational learning has been identified elsewhere as an
important approach to be able to scale up strategies in LMICs (Uvin
1995; Simmons et al. 2002; Cooley and Kohl 2005). This is consistent
with the findings of the review of community empowerment strategies
and health services strengthening strategies, which found that continuous
feedback about needs, constraints, implementation progress, and results is
associated with effectiveness of implementation. However, it may not be
easy to build in strong feedback and learning processes.

Data are frequently used to set targets for health services and health sta-
tus. By itself, having targets set does not appear to affect implementation.
The targets for health services set by international consensus, such as
MDGs, tend to be unrealistic. High aspirations may be helpful for raising
attention and funds, but can also be used to place blame. The practice of
setting international targets ends up being arbitrarily applied, even when
there is a good rationale for them. For example, some immunization tar-
gets may be set because of theoretical considerations of reaching herd
immunity once certain levels of coverage can be reached. However, the
international targets that have been set frequently do not match a coun-
try’s experience, as is described in chapter 5. These targets also tend to dis-
count the local nature of health services delivery, as they do not take local
conditions into account, or the relationships between the targeted health
service and other health services. Chapter 5 also shows that different types
of health services can change in different rates and directions, meaning that
different health services cannot be assumed to be either synergistic (they
help each other positively) or antagonistic (gains in one health service take
away from gains in another). This reinforces the need to use data in each
country setting to see how a broad set of health services are changing, and
whether they are behaving synergistically or antagonistically.

From Evidence to Learning and Action 287



The practice of setting international health service targets is flawed in a
more fundamental way, representing a simplistic “black box” notion of
implementation and deterministic sets of results (figure 9.1). The problem
lies in insufficient attention to context, the role of key actors and institu-
tions, and the way in which specific implementation factors emerge in dif-
ferent settings and evolve differently over time. International agencies have
a tradition of demanding detailed plans in exchange for development fund-
ing, despite the questionable relationships between such plans and results. 

The recent interest in results (for example, MDGs, results-based
financing) appropriately changes the focus, but largely neglects the most
important challenges in development: the challenges of implementation.
Detailed planning is most useful when the nature of the problem is well
known and predictable (Senge 1994), a situation that does not apply to
questions of how to implement health services in diverse communities.
To address the issues of implementation, it is important to better under-
stand the factors influencing implementation, most notably those related
to capacity, accountability, and the importance of key actors and incen-
tives. Better plans and clear expectations of results will not be enough to
produce results, even if more money is made available. 

Find the Right Scale
Decision makers and managers rarely learn from experience when they
attempt to find the right scale of operations. One manifestation is the fre-
quency with which pilot studies are undertaken and subsequently neg-
lected. For example, nearly half of all the projects assisted by the World
Bank in the health sector involved pilot testing of new schemes in a coun-
try, but it was usually unclear what became of the pilot study at the end of
the project. The literature on strengthening strategies suggest that pilot
studies are more likely to be effectively expanded when there are several
phases of testing, feedback, and modification by decision makers and those
responsible for design and implementation of the strategy. On the other
hand, simply replicating strategies tested on a small scale in many sites with-
out scope for local adaptation and learning appears to have little impact.
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Figure 9.1  Simplistic Causal Chain from Health Intervention to Health Outcomes
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Much of the published literature concerns small-scale and short- to
medium-term outcomes. It is much more difficult to see if these strategies
are able to cover larger populations and have more sustainable effects. As
discussed in chapter 1, an unfortunate habit of the health economics and
public health literature is to simply assume that implementation can occur
on a large scale by either following a correct theory or by replicating what
can be demonstrated in a small, relatively controlled environment. In the
community empowerment literature review, there were more assessments
of larger scale strategies than in the other literature reviews: 25 studies (18
percent of the total) were implemented on a provincial or national scale.
But it was not clear whether the scale of strategy is related to the results.
Results may be smaller as the scale of implementation increases because
of diseconomies of scale due to reduced ability to manage personnel and
other resources, or to build relationships and communicate effectively
with beneficiaries. If continuous adaptation to local circumstances is a crit-
ical element of successful implementation, it appears that adaptation will
also be easier on a smaller scale.

Strategies to strengthen specific disease-control programs can be repli-
cated from smaller to larger scale. Although having sufficient resources
and political support for these types of programs can more frequently
serve as enabling factors, they are also likely to have fewer components in
a strategy and be simpler to coordinate as scale increases. Disease-specific
programs are also less likely to examine their effects on other parts of a
health system, and therefore have benchmarks for successful implemen-
tation that are more closely aligned with a narrower set of activities.

Find the Right Scope
In contrast to many specific disease-control programs, multiple strategies
(or strategies with multiple components) were shown to have greater aver-
age effects, but also to have greater variation and risk of failure. This may
be because strategies with multiple actions reinforce each other. When
examining community empowerment approaches, it was found that when
multiple interventions are built into a foundation of a successful existing
program, with a supportive sociopolitical environment, the chances of
implementing health services on a larger scale and for the longer term
were enhanced.

One way to build reinforcing strategies to strengthen health services is to
combine supply- and demand-side approaches (for example, training of
health workers and public education), accountability measures (for exam-
ple, disclosure of health facility performance) and aligning incentives (for

From Evidence to Learning and Action 289



example, rewards for good performance). From a supply side perspective,
incrementally adding sets of interventions (through training, recruitment,
supplies, supervision, and materials) can help improve the quality and range
of health services provided. 

In either case, as the strategy becomes increasingly complex, imple-
menters run the risk of outstretching their capacity, through difficulties in
obtaining consensus and support from communities and the professions,
increasing the need for greater management oversight, securing adequate
resources, and ensuring that no unintended consequences from each strat-
egy component undermine other components. Learning when a strategy is
becoming too complex, unmanageable, or creating perverse consequences
is an important part of a learning approach to implementation.

Given that most people’s health needs are not restricted to a single con-
dition, and that health organizations and programs need to address more
than one set of services, it is important to reorient the measurement of
health services across a wider range of dimensions that match what is
expected to be implemented. Yet many programs are concerned with suc-
cess in more narrowly defined dimensions of health services, and few exam-
ine other services or dimensions of the performance of an organization. For
example, in the systematic review of health organizations, over 127,000
citations were screened because the articles included terms related to the
performance of health organizations in LMICs, but only 88 studies ended
up with an adequate study design with sufficiently defined outcomes across
a minimum of three areas of organizational performance. In the review of
project evaluations at the World Bank, SWAps tended to measure a wider
range of indicators of health services, and were found to be more likely to
measure and demonstrate improvements in health services and health out-
comes than World Bank-supported health projects organized around dis-
ease control, general budget support, or other project designs. 

Recognize That the Same Name May Be a Different Strategy with 
Different Effects
Many of the strategies described in the systematic reviews and the coun-
try case studies are given the same name, yet are clearly very different
strategies. Decentralization has a different meaning in each of the country
case studies. Both design features and how the strategies are implemented
in a given context appear to matter. This is the case even where many dif-
ferent strategies with the same label are said to have positive effects. For
example, contracting approaches were found to be associated with meas-
urement of improved health services and health outcomes. The systematic
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reviews of strengthening strategies and performance of health organiza-
tions showed that contracting approaches can be successful in different
ways in many different environments. Yet knowing that contracting strate-
gies can work does not mean that they will always work and have the same
effects, regardless of where or how they are implemented. Studies that
compare different types of contracting in the same environment demon-
strate that their effects are not uniform, and that differences in the nature
of the contracts, the management autonomy, and the type of evaluation of
contractors, and the types of incentives in the contracts result in differen-
tial effects in terms of technical quality of health services, productivity,
equity of provision, and responsiveness to patients (Arur 2008). Most of
the experience on contracting in health in LMICs examines short-term
outcomes and a limited range of effects, so it is not clear how long the
same set of contracts will work. It is likely that contracting approaches will
have variable effects, and that there will be a need to change them over
time. The implication is that simply relying on past experience and evi-
dence from elsewhere is not sufficient, and that attention to implementa-
tion is an ongoing challenge that requires attention.

What Next?
For decision makers, implementation cannot be seen as a separate process
that occurs in isolation of political debate and the interactions among
politicians, bureaucrats, managers, front-line workers, and the public. Given
the complex way in which agendas are set, policies are formulated, and
decisions are made in different countries, a single body of knowledge or
experience is unlikely to determine what an appropriate policy is in a
given context. Yet if implementation is understood in the most flexible
terms, as “what happens between policy expectations and (perceived)
policy results” (Furman 1990), then even those most skeptical of rational
policy making or rational management will recognize the relevance of
demonstrating the linkages between policy expectations and results.
Although many models of implementation research have failed to live up
to their theoretical or predictive intentions, in part because of the com-
plexities involved, this does not negate the need for careful evaluation
and feedback as an integral aspect of implementation (Pressman and
Widalvsky 1984). Considering how frequently faulty implementation
occurs, there is good justification for using stronger evaluations of imple-
mentation experience (DeLeon 1999).

Yet many organizations, managers, and politicians are not interested in
producing information that may make them “look bad.” Organizational
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culture and the attitudes of leaders may be averse to error, experimenta-
tion, and disclosure of results. This may help maintain a status quo, but
also ensures that mistakes remain hidden and are likely to be repeated
(Korten 1980; Rondinelli 1993). Several approaches have been developed
to overcome the inadequate use of information, ranging from participa-
tory processes designed to empower those most likely to suffer from the
status quo (Chambers 1997), to the creation of “learning organizations”
(Senge 1994) and flexible and adaptive management systems (Brinkerhoff
and Ingle 1989), to focusing on overcoming information asymmetries
through an emphasis on institutions and the development of new social
contracts (Bloom et al. 2008). Box 9.2 describes a framework for using a
structured learning strategy.
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Box 9.2

A Structured Learning Strategy

Source: Authors, based on Brinkerhoff and Ingle 1989; Bond and Hulme 1999.

Framework for Applying Systematic Learning

Customers and
Beneficiaries

Provider
Organizations

Institutional Support

•    political support
•    devolved authority
•    use of permanent institutions
•    capacity building of local institutions
•    reorganization of key institutions to
      support strategies

Public Participation

•    ensuring ownership
•    problem analysis
•    resource mobilization
•    decision making
•    implementation
•    monitoring and
      evaluation

Iterative Learning

•    embrace error
•    link implementation
      and planning
•    take small steps for
      improvement
•    expand as effectiveness
      and  efficiency are
      demonstrated
•    use technology as
     suitable

Flexible, Capable
Management

•    start small, take a long
     view, and decide based
     on learning cycles
•    get qualified, motivated
     leaders; retain key staff
•    use technical
     assistance for needed
     advice and facilitation
•    coordinate across
     organizations

Strategies

(continued)
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Box 9.2 (Continued)

Building on the work of learning approaches in development (Brinkerhoff and

Ingle 1989; Bond and Hulme 1999), the box figure outlines a conceptual frame-

work that recognizes the key institutions and organizations and focuses on the

concrete activities they can undertake. This framework is not a reflection of how

public institutions may have been designed, or how they currently operate, nor is

it restricted to the context of learning processes within private organizations or

civil society organizations. Rather, it is an action-oriented framework that builds

on all these experiences.

The framework is intended to be a flexible guide to different types of learning

process; its application is expected to vary considerably based on local market con-

ditions. At different stages in the design and implementation of strategies to im-

prove the provision of health services, important roles will be played by a variety of

actors. Consumer organizations may be directly involved in problem solving, re-

source mobilization, and monitoring. Service provider organizations will work best if

they are able to identify and retain qualified and motivated staff, communicate effec-

tively across organizations, and use professional facilitation and advice in targeted

ways (as distinct from the tendency in the many development agencies that see

technical assistance as a driving force for change). Critical institutional support in-

cludes government policies that encourage local participation and innovation by

service providers, using permanent and local organizations for administration and

regulatory functions, and a willingness and ability to reorganize and refocus these in-

stitutions as needs are identified. Notwithstanding the potential benefits of collabo-

ration and mutual learning, the interests of different stakeholders, such as consumer

and service provider organizations, may be in conflict with each other. Resolving

such conflicts may require intermediating bodies or other, local solutions.

Even with structured participation, learning, and flexible management and in-

stitutional support, there is no guarantee that simply following these practices

will lead to better implementation and better outcomes. There is also a substan-

tial literature in the management field that points to the need to move beyond

the straightforward replication of processes used successfully elsewhere, and that

provides important cautionary tales (Pfeffer and Sutton 2000; Senge 1994):

● There are knowledge practices that can get in the way of implementation.

These include:
● An emphasis on technology and transfer of codified information and spe-

cific practices (such as best practices and what works)

(continued)
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Box 9.2 (Continued)

● Formal systems that do not store or transfer tacit knowledge
● People responsible for data and knowledge do not understand the actual

work being done
● There is a need to get beyond processes. Many people have been able to see

successful business processes and copy them, yet not replicate their results.

They focus on what to do and the procedures for how they do it, but miss

the philosophy about why things are done.
● It is important to understand values and philosophy as a reason for why

things are done. Values and motivations vary in different countries, different

ministries of health, different NGOs, and different development partners. Yet

a strong sense of values in an organization, usually demonstrated by the

senior leadership and encouraged at different levels, is needed to bridge

the gap between knowing what should be done and actually doing it.
● Improving health services usually means taking action. Whereas planning

and assessing results is important, the focus should be on using judgment

to ensure that action is actually taken to improve services.

The studies in this book point to a clear need to create demand among
decision makers and the public for more rigorous evaluation of health
sector investments, including those supported by the World Bank. When
projects are able to consistently assess changes in health services, financ-
ing, and status, decision makers and the public will be better informed,
and better able to assess the adequacy of programs. The primary motiva-
tion for better assessment of implementation and other results of health
services is to be able to learn from experience. This is needed for success-
ful adaptation of strategies, for ensuring accountability and ownership by
key actors, for identifying unintended consequences, and for stimulating
and rewarding good performance. Stronger evaluation designs will also
help indicate which strategies are most effective and efficient in improv-
ing health services.

Notes

1. Bond and Hulme (1999) and Holdcroft (1978), for example, outline key
lessons that should have been learned but have been ignored. 



2. In table 2 in the Overview, the “Main lessons and implications” for decision
makers are listed for each chapter.

3. Ignoring the interests and incentives for health workers, how a strategy influ-
ences the private sector, or whether powerful interest groups will be affected
adversely is likely to reduce the chances of success (as shown in chapters 1,
6, and 8). Ignoring the role of civil society organizations and community
involvement in the design, adaptation, and accountability of health services
also reduces the effectiveness of service delivery and prospects for scaling up
(identified in chapters 1 and 4). 
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The following glossary gives common definitions and usages of terms.
Accreditation: In international practice, accreditation is a system of

external expert examination of correspondence to a set of standards; it is
based on the principal of voluntary participation of the examined. Daily
compliance to practice and conduct standards by the entire staff ensures
that they do everything according to expectations. To obtain an indication
of “good practice” (which is an indicator of the level of success) during
accreditation, a facility under examination is motivated to demonstrate its
actions toward both patient and staff advocacy (AHRQ 1999).

Accountability: Processes through which individuals, organizations, and
states determine their decisions and actions, processes by which individuals,
organizations, and states report on and explain their decisions and actions,
and processes through which individuals, organizations, and states may
safely report concerns arising from the decisions and actions of others, and
gain redress as and where appropriate. Accountability therefore requires
responsible behavior within all three of these domains (HAP n.d.) or the
responsibility for actions or decisions (Shortell and Kaluzny 2006).

Adequacy inference: Inferences about the adequacy of program out-
comes depend on the comparison of performance or impact of the proj-
ect with previously established adequacy criteria. These criteria may be
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absolute—e.g. distributing 10 million packets of oral rehydration salts to
children with diarrhea or achieving 80 percent oral rehydration therapy
use rate—or may refer to a change—e.g. a 20 percent decline in reported
diarrheal deaths in the program area. Even when specific goals have not
been established, performance or impact may still be assessed by measur-
ing general time trends, such as an increase in coverage or a reduction in
mortality. There are two main types of adequacy evaluations: (a) ade-
quacy performance evaluations assess how well the program activities
have met the stated objectives; and (b) adequacy impact evaluations
assess whether or health or behavioral indicators have improved among
program recipients or among the target population as a whole (Habicht
et al. 1999, pp. 2–3).

Agency theory: Agency theory refers to the variety of ways in which
agents, linked by contractual arrangements with a firm, influence its behav-
ior. These may include organizational and capital structure, remuneration
policies, accounting techniques, and attitudes toward risk taking (Economy
Professor n.d.) or in the context of changing views on the roles of the state,
how divergent interests are reconciled in a principal–agent relationship
between the government owner and hospital management (Preker and
Harding 2003, p. 30).

Agenda setting: The ongoing process within organizations through
which organizational members identify important problems and search
for innovations to address these problems (Shortell and Kaluzny 2006).

Allocative efficiency: This requires that an economy provide its
members with the amounts and types of goods and services that they
most prefer. In standard economic theory it occurs when resources are
allocated in such a way that any change to the amounts or types of out-
puts currently being produced (which might make someone better off)
would make someone worse off. This is sometimes also called “Pareto
efficiency” (World Bank 1998). 

Autonomization: Reforms that give public provider organizations
greater autonomy and rely on market or “market-like” incentives to gen-
erate pressures to improve performance. Autonomization and corporati-
zation both change the degrees of decision rights, residual claim, and
market exposure. These reforms also create more indirect accountability
arrangements, such as oversight boards, which give managers more day-
to-day freedom. Obligations related to money-losing services and other
social functions are usually made more explicit, and are often funded to
ensure continued delivery. However, corporatization offers a greater
degree of change of the above five elements than autonomization. Under
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corporatization, provisions for managerial autonomy are stronger than
under autonomization, giving managers virtually complete control over
all inputs and issues related to service delivery. The organization is often
legally established as an independent entity, making the transfer of con-
trol more durable than under autonomization. A corporatized entity’s sta-
tus includes a hard budget constraint or financial bottom line, which
often makes the organization fully accountable for its financial perform-
ance (World Bank n.d. a). 

Balanced scorecard: A management instrument that translates an orga-
nization’s mission and strategy into a comprehensive set of performance
measures to provide a framework for strategic measures and manage-
ment. The scorecard measures organizational performance across several
perspectives: financial, customers, internal business processes, and learn-
ing and growth (World Bank n.d. b). 

Benchmarking: The process of continuously comparing and measuring
an organization against business leaders and best practices anywhere in
the world to gain information that will help the organization take action
to improve its performance (World Bank n.d. b). 

Bilateral monopoly: A market characterized by a single seller and a sin-
gle buyer, otherwise known as monopoly and monopsony, respectively.
Examples of a bilateral monopoly frequently occur in the public sector
where a government education employee negotiates with a single teach-
ers’ union on pay and conditions (Economy Professor n.d.).

Capital expenditure: The expenditure required for financing permanent
or semi-permanent facilities or equipment, such as buildings. Capital expen-
diture is also called investment or nonrecurrent expenditure (EOHSP n.d.).

Capitation: A fixed payment to a provider for each listed or enrolled
person served per period of time, or a payment mechanism whereby an
organization receives a fixed, prespecified amount of money per time
period (e.g. month, year) for each individual for which it is responsible for
meeting defined health needs (e.g. primary care, primary and secondary
care), regardless of the volume of services rendered (WBI n.d.). Good and
bad sides of capitation: prevents overuse of services, but could limit nec-
essary services (EOHSP n.d.).

Certificate of need: A certificate issued by a government body, such as a
state health planning and development agency, to an individual or a health
care organization, proposing to construct or modify a facility, incur a capi-
tal expenditure, or offer a new or different health service. This method of
health planning is designed to prevent excessive or duplicate development
of organizations and services (AHRQ 1999).
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Clinical care system/management roles: Business process within the
health care organization designed to assure appropriate, safe, effective, and
efficient patient care to clinically similar patient populations. Management
roles involve managing clinical care system-oriented business processes
(Shortell and Kaluzny 2006).

Clinical outcomes: See “Health outcomes.”
Clinical practice guidelines: Recommendations for medical care based

on current research (QAP n.d.).
Coalitions: A temporary alliance of distinct parties, persons, or states

for joint action (MWOD n.d.) or informal, voluntary agreements among
individuals or groups of similar or complementary interests for purposes
of achieving objectives (Shortell and Kaluzny 2006).

Code of ethics: A formal set of principles and guidelines that are used
in an organization as the basis for defining the boundaries between good
and unethical (not always illegal) business practice. These principles and
guidelines are visible and made known to all within the organization, as
well as external stakeholders (Shortell and Kaluzny 2006).

Cohort: (a) The component of the population born during a partic-
ular period and identified by period of birth so that its characteristics
(e.g. causes of death and numbers still living) can be ascertained as it enters
successive time and age periods. (b) The term “cohort” has broadened to
describe any designated group of persons who are followed or traced over
a period of time, as in cohort study (Last 2001, p. 32).

Community-based care: The blend of health and social services pro-
vided to an individual or family in their place of residence for the purpose
of promoting, maintaining or restoring health or minimizing the effects of
illness and disability (AcademyHealth 2004).

Community-based organization: A private nonprofit organization
which is representative of the . . . community or significant segments of
the community and which provides employment and training services or
activities (U.S. Department of Labor n.d.).

Community-based services: Bringing services as close as possible to
where people live and work (Health Canada 2006).

Community care network: An integrated system of medical care, pub-
lic health, and human service organizations that is formed to: (a) serve a
common population defined at the community level; (b) provide consis-
tent and coordinated access to services across care settings and along the
continuum of care; (c) implement mechanisms for ensuring accountabil-
ity to patients and to the general public; (d) manage the delivery of serv-
ices within the context of fixed financial resources, such as through
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risk-adjusted capitation payments or global budgets; and (e) pursue the
objective of improving community health status as well as the health sta-
tus of enrolled populations (Shortell and Kaluzny 2006).

Community-driven development: An approach that gives control over
planning decisions and investment resources to community groups and local
governments. Such programs operate on the principles of local empower-
ment, participatory governance, demand-responsiveness, administrative
autonomy, greater downward accountability, and enhanced local capacity
(World Bank n.d. c). 

Community engagement: The process of working collaboratively with
groups of people who are affiliated by geographic proximity, special inter-
ests, or similar situations with respect to issues affecting their well-being
(CDC Committee for Community Engagement 1995).

Community empowerment: Empowering communities means that
communities should have voice, decision-making powers, and access to
resources. Three key facets of community empowerment are: organizing
and improving community participation, financing communities through
matching grants, and targeting interventions to ensure the participation of
socially excluded sections (World Bank n.d. d). In essence, community
empowerment is the process of enhancing the capacity of individuals or
groups to make choices and to transform those choices into desired actions
and outcomes. Empowerment encompasses the autonomy to mobilize
resources, having sufficient education to be able to make informed deci-
sions, and having sufficient power to transform those decisions into desired
outcomes (World Bank forthcoming).

Community financing: A resource mobilization mechanism that per-
mits a cluster of individuals or households (a community) to contribute
resources (money or in-kind services) collectively (World Bank n.d. c)

Community insurance: See “Community financing.”
Community management: See “Community empowerment.”
Community mobilization: A process through which action is stimu-

lated by a community itself, or by others, which is planned, carried out,
and evaluated by a community’s individuals, groups, and organizations
on a participatory and sustained basis to improve health. Community
mobilization relates to building the capacity of community groups to be
able to work together coherently toward achieving  sustainable use of
natural resources. The objective of community mobilization is therefore
to mobilize and enhance communities to adopt appropriate resource
management practices and skills (Social Enterprise Development
Center 2006).
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Community scorecards: A more local and rural hybrid of the citizen
report card. Instead of surveys, these scorecards rely on focus group dis-
cussions with communities and providers to monitor performance of
local public facilities (Citizen Report Cards 2003).

Compact: An agreement or covenant between two or more parties.
Competence: Knowledge, skills, and attitudes, which an individual pos-

sesses. Competencies are accumulated and developed through education,
training, and experience (World Bank n.d. e). 

Conditional cash transfers: Conditional cash transfer programs aim at
reducing poverty in the short term through cash transfers while at the
same time trying to encourage investments into the human capital of the
next generation by making these transfers conditional on regular school
attendance or the regular use of preventive health care services (World
Bank n.d. f). 

Confounding variable/confounder: A variable that can cause or prevent
the outcome of interest is not an intermediate variable, and is associated
with the factor under investigation. Unless it is possible to adjust for con-
founding variables, their effects cannot be distinguished from those of the
factor(s) being studied. Bias can occur when adjustment is made for any
factor that is caused in part by the exposure and is also correlated with the
outcome (Last 2001, p. 38).

Consumer groups: These represent users or purchasers of the products
or services of producers. They are considered a segment of the public
(Health Canada 2006).

Consumer protection: Encompasses all the means necessary to safe-
guard the interests of consumers and empower them to know their rights
and make wise, educated decisions (Porteous and Helms 2005).

Contestability: In this context (see next sentence), the term is used to
indicate the lowering of barriers to entry for other providers, which opens
up the possibility of switching providers if necessary. The context is:
“Going beyond these assessments, I have suggested that the management
of the NHS should be guided by the following principles.” A commitment
to contestability rather than competition is a way of stimulating improve-
ments in performance and providing incentives for efficiency (Preker and
Harding 2003, p. 292).

Continuous improvement: Commitment to quality is a hallmark of
successful organizations. Recognizing the centrality of quality not only
internally but also in terms of the perceptions and expectations of key
external constituencies and stakeholders is leading health care organiza-
tions toward the principles of continuous quality improvement and total
quality management (Shortell and Kaluzny 2006).
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Continuous quality improvement (CQI): A management approach to
the continuous study and improvement of the processes of providing
health care services to meet the needs of patients and other persons. CQI
focuses on making an entire system’s outcomes better by constantly
adjusting and approving the system itself instead of searching for and get-
ting rid of persons or processes whose practices or results are outside
established norms. CQI is often considered to be synonymous with “total
quality management” (AHRQ 1999).

Contracting: A purchasing mechanism used to acquire a specified serv-
ice, of a defined quantity and quality, at an agreed-on price, from a spe-
cific provider, for a specified period. In contrast to a one-off exchange,
“contracting” implies an ongoing relationship, supported by a contractual
agreement (Preker and Harding 2003).

Contracting reforms: Organizational reform emphasized on the funding
side of moving from budgeting to contracting (Preker and Harding 2003).

Control group approach: In the context of methodological approaches
to assessing a reform’s effects on hospital performance, the control group
approach compares behavior and performance among reforming hospi-
tals to behavior among hospitals presumed to be unaffected by the
reform, assuming that any observed differences are due to the reform
(Preker and Harding 2003, pp. 137–138).

Copayment: In health insurance, a form of cost sharing whereby the
insured person pays a specified amount for each health care product or
service obtained (e.g. $10 per prescription drug) (AHRQ 1999).

COPE: A process and a set of simple and practical tools to assess and
improve the quality of reproductive health care services. The COPE
process encourages self-assessment and joint problem solving by service
staff and supervisors. It empowers staff to undertake improvement activ-
ities (MSH 2003).

Coproduction: An act in which citizens and governments act together
to produce results (Krishna 2004).

Corporatization: See “Autonomization.”
Cost-benefit analysis: A technique for deciding whether to make a

change. As its name suggests, it compares the values of all benefits from
the action under consideration and the costs associated with it (United
Nations et al. 2005).

Cost-effectiveness: A type of analysis that compares interventions or
programs having a common health outcome (e.g. reduction of blood pres-
sure, life-years saved) in a situation where, for a given level of resources,
the decision maker wishes to maximize the health benefits conferred on
the population of concern (World Bank 1998).
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Counterfactual: Contrary to fact (MWOD n.d.) or, in the context of
methodological approaches to assessing a reform’s effects on hospital per-
formance, the story of what would have happened without a reform
(Preker and Harding 2003, p. 137).

Cream-skimming: A process whereby an insurer tries to select the
most favorable individuals with expected losses below the premium
charged (or the capitation payment received) in order to increase profits
(EOHSP n.d.); or choosing to provide only the most profitable services,
or to insure only the healthiest patients, so as to avoid subsidizing public
goods and thus obtaining extra profits (Getzen 1997). Cream-skimming
can make it difficult or impossible for individuals with high expected
losses to purchase private insurance (WBI n.d.).

Decentralization: The transfer of authority and responsibility to lower
levels from the central government to peripheral levels or lower levels of
government (World Bank n.d. g). The dispersion or distribution of func-
tions and powers, specifically: the delegation of power from a central
authority to regional and local authorities (MWOD n.d.).

Decision making: A process by which teams attempt to apply all
available information to the problem at hand so as to make correct deci-
sions. Some of the problems that prevent good decision making are free
riders, polarization, and groupthink (Shortell and Kaluzny 2006).

Decision rights: Rights to make decisions. Critical decision rights that
are transferred to management may include control over inputs, labor,
scope of activities, financial management, clinical management and non-
clinical administration, strategic management (formulation of institutional
objectives), market strategy, sales, and the production process (Preker and
Harding 2003, pp. 43–47).

Deconcentration: A form of decentralization (sometimes referred to as
“administrator” or “administrative” decentralization) that transfers author-
ity and responsibility from a central Ministry of Health to field offices of
the ministry at a variety of levels (regional, provincial, and/or local)
(World Bank n.d. g). 

Delegation (delegation of authority): Passing of some authority and
decision-making powers to local officials. The central government retains
the right to overturn local decisions and can, at any time, take these pow-
ers back (Meinzen-Dick et al. 2001).

Demand-side financing: Includes a range of interventions that channel
public funds for public and/or private (health care) to the individual or
family. The focus is on putting the resources into the hands of those who
demand (health care) and not those who supply it (Patrinos 2001).
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Devolution: The transfer of power and responsibility for the perform-
ance of specified functions from the national to the local governments
without reference back to central government. The nature of transfer is
political (by legislation), in contrast to the administrative nature of decon-
centration; and the approach is territorial or geographic, in contrast to sec-
toral (Meinzen-Dick et al. 2001).

Diagnostic-related group: A way of categorizing patients according to
diagnosis and intensity of resources required, usually for the period of one
hospital stay (EOHSP n.d.).

District team problem solving: This methodology provides a struc-
tured learning-by-doing process with procedural guidelines for use by
health administrations to facilitate teams of health services staff from
facilities and district level in the analysis and solution design of one high-
priority health problem in their geographic responsibility area, and to
implement their solution within a year (MSH 2003).

Economics of organization: Deals with considerations of information,
motivation, innovation, and the implications for how productive activity
can best be organized (Shortell and Kaluzny 2006) and is often used in
reference to principal-agent theory, transaction cost economics, property
rights, and public choice theory.

Effect: The result of a cause. In epidemiology, this is often a syn-
onym for “effect measure,” which is defined as a quantity that meas-
ures the effect of a factor on the frequency or risk of a health outcome
(Last 2001, p. 57).

Effect modifier: A factor that modifies the effect of a putative causal
factor under study. For example, age is an effect modifier for many condi-
tions, and immunization status is an effect modifier for the consequences
of exposure to pathogenic organisms. Effect modification is detected by
varying the selected effect measure for the factor under study across
levels of another factor (Last 2001, p. 57).

Effectiveness: In organizations, the degree to which organizational
goals and objectives are effectively met (Shortell and Kaluzny 2006).

Efficacy: In clinical epidemiology, the extent to which a specific inter-
vention, procedure, regimen, or service produces a beneficial result under
ideal conditions; the benefit or utility to the individual or the population
of the service, treatment regiment, or intervention. Ideally, the determi-
nation of efficacy is based on the results of a randomized control trial
(Last 2001, p. 58).

Efficiency: Defined as the cost per unit output—organizational, man-
agerial, production, allocative (Shortell and Kaluzny 2006).
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Enabling factor: Factors that support efforts or interventions (e.g.
financial resources, government management and capacity) (Ovretveit
et al. 2006).

Endogenous variables: Those in an economic/econometric model that
are explained, or predicted, by that model (OECD n.d.).

Equity: Principle of being fair to all, with reference to a defined and
recognized set of values. Equity in health implies that, ideally, everyone
should have a fair opportunity to attain their full health potential; and
more pragmatically, that no one should be disadvantaged from achieving
this potential, i.e. everyone should have geographic and financial access to
available resources in health care (WHO 2000a; Witter and Ensor 1997;
EOHSP n.d.).

Evaluation: The systematic and objective assessment of an ongoing or
completed project, program, or policy, including its design, implementa-
tion, and results. The aim is to determine the relevance and fulfillment of
objectives, development efficiency, effectiveness, impact, and sustainabil-
ity. An evaluation should provide information that is credible and useful,
enabling the incorporation of lessons learned into the decision-making
process of both recipients and donors. Evaluation also refers to the
process of determining the worth or significance of an activity, policy, or
program. This involves an assessment, as systematic and objective as pos-
sible, of a planned, ongoing, or completed development intervention.
Note: Evaluation in some instances involves the definition of appropriate
standards, the examination of performance against those standards, an
assessment of actual and expected results, and the identification of rele-
vant lessons (OECD n.d.).

Evidence-based management: The continual identification and
application of available scientific knowledge to improve administrative
decision making in health care or other industries. Scientific knowledge
may include information about optimal clinical staffing levels, compen-
sation and incentive structures, organization and team design, health
care financing arrangements, health care demand and supply projec-
tions, consumer preferences, cost-effectiveness information regarding
health technologies and services, and information regarding the adop-
tion and diffusion of clinical practices and technologies (Preker and
Harding 2003).

Evidence-based medicine: The conscientious, explicit, and judicious
use of current best evidence in making decisions about the care of indi-
vidual patients. The practice of evidence-based medicine means inte-
grating individual clinical expertise with the best available external
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clinical evidence from systematic research (Centre for Evidence-Based
Medicine n.d.).

Fee exemption: The ability to identify specific individuals or house-
holds and protect them from having to pay out of pocket for a service
or good.

Fee for service: A payment mechanism whereby a provider or health
care organization receives a payment each time a reimbursable service
is provided (e.g. office visit, surgical procedure, diagnostic test) (World
Bank 1998).

Financial incentives: See “Incentives.”
Franchising: A franchise is a type of business model in which a firm

(the franchiser) licenses independent businesses (franchisees) to oper-
ate under its brand name. A firm might choose to expand business
through franchising because the arrangement invests capital investment
and day-to-day managerial responsibilities in independent businesses,
overcoming two major constraints to rapid growth. Franchisers in the
health sector, often supported by international donors and nongovern-
mental organizations, establish protocols, provide training for health
franchisees, certify those who quality, monitor the performance of fran-
chises, and provide bulk procurement and brand marketing (Ruster,
Yamamoto, and Rogo 2003).

Generalizability: See “Validity, Study.”
Governance: The exercise of political, economic, and administrative

authority in the management of a country’s affairs at all levels. Since the
advent of the term “stewardship,” the term “governance” is sometimes
restricted to the relationship between the owners(s) and the management
of an organization, i.e. governance of a private hospital would be exer-
cised by its owners (interested, for example, in making profit) while the
government’s stewardship role would aim at ensuring, for example, access
and socially acceptable costs (EOHSP n.d.) or the relationship between
the organization and its owners (Preker and Harding 2003, p. 25).

Governance function: The traditions and institutions by which author-
ity in a country is exercised. This definition encompasses the process by
which governments are selected, monitored, and replaced; the capacity of
governments to effectively formulate and implement sound policies; and
the respect of citizens and the state for the institutions that govern eco-
nomic and social interactions among them (Kaufmann et al. 2008; Bloom
et al. 2006). Governance has been given increasing attention due to the
important public trust and social accountability responsibilities of health
service organizations (Shortell and Kaluzny 2006).
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Health insurance: A system that provides benefits related exclusively
to health care. It could be a for-profit or not-for-profit, public or private
sector organization (AHRQ 1999).

Health outcomes: The effect on health status from performance (or
nonperformance) of one or more processes or activities carried out by
health care providers. Health outcomes include morbidity and mortality;
physical, social, and mental functioning; nutritional status; and quality of
life (QAP n.d.).

Health system: All the organizations, institutions, and resources that
are devoted to producing health actions which are defined as any effort,
whether in personal care, public health services, or through intersectoral
initiatives, whose purpose is to improve health. A health system includes
all actors, organizations, institutions, and resources whose primary
purpose is to improve health. In most countries a health system has
public, private, traditional, and informal sectors. Although the defin-
ing goal of a health system is to improve health, other goals are to be
responsive to the population it serves. This responsiveness is deter-
mined by the environment in which people are treated, and should
ensure that the financial burden of paying for health is fairly distrib-
uted. Four key functions determine the way in which inputs are
 transformed into outcomes that people value: resource generation, financ-
ing, service provision, and stewardship. The effectiveness, efficiency, and
equity of national health systems are critical determinants of population
health status (WHO 2004).

Health services research: The multidisciplinary field of scientific inves-
tigation that studies how social factors, financing systems, organizational
structures and processes, health technologies, and personal behaviors
affect access to health care, and ultimately health and well-being. Its
research domains are individuals, families, organizations, institutions,
communities, and populations (AcademyHealth 2004).

Health systems research: The people, institutions, and activities
whose primary purpose is to generate and apply high-quality knowledge
that can be used to promote, restore, or maintain the health status of
populations. It should also include mechanisms to encourage the utiliza-
tion of research. The main goals of health systems research are the pro-
duction of scientifically validated research and the promotion of the use
of research results, ultimately to improve health (WHO 2004).

Incentives: Systems that reward and therefore tend to encourage cer-
tain types of activity (EOHSP n.d.); or rewards, generally monetary, that
are used to compensate staff for good performance and achievement of
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objectives and/or to motivate employees to improve program quality.
Incentives, in addition to salary and benefits, can be a planned part of total
compensation (MSH 2003).

Inference: The process of passing from observations and axioms to gen-
eralizations. In statistics, the development of generalization from sample
data, usually with calculated degrees of certainty (Last 2001, p. 94).

Influence systems: Political activity and informal systems of power that
often arise in attempts to influence decisions and activities outside the
formal system of authority (Shortell and Kaluzny 2006).

Inhibiting factors: Factors that inhibit or limit actions or interventions
(e.g. absence of financial resources, poor government management and
capacity) (Ovretveit et al. 2006).

Implementation: What happens between policy expectations and (per-
ceived) policy results (Furman 1990).

Institutions: The rules (formal and informal customs) of the game or
activities—the humanly devised and socially shared constraints that shape
human interaction and the mechanisms by which these rules are enforced
(Preker and Harding 2003, p. 25).

Institutional development: The extent to which an institution (e.g.
government) has the capacity to carry out its programs and to provide
resources that support initiatives; the degree to which functioning
accountability mechanisms exist; and the extent to which corruption is
prevalent (Bloom et al. 2006).

Integrated model: Compulsory or voluntary health insurance or third-
party funding in which both the insurance and provision of health care
are supplied by the same organization in a vertically integrated system
(EOHSP n.d.). The term used for the systems of health service finance
and management in which both the financing and provision of health
services are supplied by the same organization with no separation
between purchasers and providers, i.e. the health care providers are
directly employed (or “owned”) by the third-party payers and manageri-
ally accountable to a series of governing bodies. This is commonly found
in national health services under the Beveridge and Semashko systems
(WHO 1998; EOHCS 2000).

Integration, backward: In relation to the market environment and
asymmetry of information, hospitals may “backward integrate” by creat-
ing strong links with doctors, thereby insulating themselves from compe-
tition for patients (Preker and Harding 2003, p. 56).

Integration, forward: In relation to the market environment and asym-
metry of information, in hospitals, doctors may “forward integrate” into
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diagnostic laboratories or pharmacies and steer their patients toward
 consumption (Preker and Harding 2003, p. 56).

Integration, horizontal: A strategy in which different types of busi-
nesses that are not vertically related are combined to achieve competitive
advantage (e.g. the merger of two or more hospitals) (Shortell and
Kaluzny 2006).

Integration of services: Often a result in the shift from vertical health
programming (e.g. disease-specific programs) to an integrated approach,
where functions common to different programs may be integrated or
delivered through the same channels. Integrated services at the point of
delivery will usually benefit the client so that he or she does not need to
go to different sessions for curative, promotive, and preventive care, for
example (WHO 2003).

Integration, vertical: A power strategy in which businesses that share
input-output relationships are combined to achieve competitive advan-
tage (e.g. integrating hospital and managed care companies) (Shortell and
Kaluzny 2006).

Intervention: Intentional change in some aspect of status of the
subjects—e.g. introduction of a preventive or therapeutic regimen—
or designed to test a hypothesized relationship (Last 2001, p. 99). In
the context of this research, interventions refer to relatively simple
changes that tend to occur at one level (usually for an individual) and
are relatively reproducible. In contrast, strategies are more complex,
tend to have multiple components, and operate at the levels of clus-
ters of people or populations.

Job aids: Repositories for information, processes, or perspectives that
are external to the individual and that support work and activity by
directing, guiding, and enlightening performance (Rossett and Gautier-
Downs 1991).

Licensing: A written confirmation provided to a faculty (unit), of a
right to carry out certain types of activities; issued by an executive body
(AHRQ 1999).

Low- and middle-income country: Those in which 2006 gross national
income per capita was $11,115 or less (World Bank HNPStats n.d.).

Management: The measures taken to plan, organize, operate, and eval-
uate all the many elements of a system and the personnel involved
(EOHSP n.d.).

Management information system: An information system consisting of
a group of computer programs designed to collect, store, and transmit
data to support management in planning and directing organizational
operations (AHRQ 1999).
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Managerial competencies: Specific skills or abilities such as financial,
marketing, change management, and performance assessment (Shortell
and Kaluzny 2006).

Market exposure: The extent to which hospitals earn their revenue
in the market instead of relying on direct budget allocation; or how
much of its services a hospital delivers or sells to earn its own revenue.
Hospital services identified as largely private goods may be deregu-
lated, reducing barriers to entry that might prevent private firms from
competing in these markets. Organizational reform can further be
characterized by the degree to which it exposes the corporatized
 hospital to market forces in the input (factor) and equity markets.
Entry barriers to the medical or nursing professions, other than profes-
sional school tuition or professional qualifications, may be reduced, as
might any advantages to employment by the corporatized hospital rel-
ative to employment by its private sector competitors. Some reforms
(e.g. New Zealand) have compelled reformed hospitals to obtain
investment funds on the same terms as private hospitals (Preker and
Harding 2003).

Marketizing reform: Organizational reforms that shift decision-making
control to provider organizations and attempt to expose them to market
or market-like pressures to improve performance. These reforms also
attempt to create new incentives and accountability mechanisms to
encourage management to use its autonomy to improve the facility’s per-
formance. These reforms may be categorized under three headings:
autonomization, corporatization, and privatization (Preker and Harding
2003, pp. 40–41).

Medical audit: A cyclical evaluation and measurement by health pro-
fessionals of the clinical standards that they achieve (Merry 1998). A
medical audit is a detailed retrospective review and evaluation of patient
records along specified dimensions of care, usually conducted by physi-
cians and other medical staff (EOHSP n.d.).

Moral hazard: The possibility of consumers or providers exploiting a
benefit system unduly to the detriment or disadvantage of other con-
sumers, providers, or the financing community as a whole, without them
having to bear the financial consequences of their behavior in part or in
full (EOHSP n.d.).

Motivation: Using influence techniques that appeal to emotion, val-
ues, or logic to generate enthusiasm for the work, commitment to task
objectives, and compliance with requests for cooperation, assistance,
support, or resources; also, setting an example of proper behavior
(Shriberg et al. 2005).
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Natural monopoly: A market structure with only one firm selling a
given good or service and no other firms selling closely related goods or
services (World Bank n.d. b). 

Neoclassical economics: The neoclassical paradigm lays out the poten-
tial sources of market failure. The rationale for public ownership has been
its effectiveness as a tool for pursuing social objectives in the presence of
market failures. This belief is based on a simple view of the relation
between ownership and control. Privately owned companies are generally
conceived of as profit maximizers—since by maximizing profits, they
maximize benefits to their shareholders (or owners). Sometimes maxi-
mizing shareholder benefits is not seen as maximizing benefits to society
as a whole (Preker and Harding 2003, p. 28).

New public management: A set of principles for structuring public
sector activities that has gained great currency in the industrial world,
especially in the Anglophone countries. It has strongly influenced the
structure of health sector reforms being discussed and implemented.
These reforms are also influenced by similar reforms in government-run
infrastructure companies and other public enterprises (Preker and
Harding 2003, p. 41).

Nondistribution constraint: A critical component of nonprofit organi-
zational rules—blocking residuals to any individuals (Preker and Harding
2003, p. 77).

Nongovernmental organization (NGO): NGOs are defined as private
organizations that pursue activities to promote the interests of the poor,
protect the environment, provide basic social services, relieve suffering, or
undertake community development. NGOs often differ from other
organizations in the sense that they tend to operate independently from
government, are values-based, and are generally guided by principles of
community and cooperation. There are two major categories of NGOs:
(a) operational NGOs, whose primary purpose is the design and imple-
mentation of development-related projects; and (b) advocacy NGOs,
whose primary purpose is to defend or promote a specific cause and who
seek to influence policies and practices (World Bank n.d. h). 

Odds ratio: The ratio of two odds. The term odds is defined differently
according to the situation under discussion.

312 Glossary

Exposed Unexposed

Disease               a               b
No disease               c               d



The odds ratio (cross-product ratio) is ad/bc. The exposure-odds ratio for
a set of case control data is the ratio of the odds in favor or exposure among
the cases (a/b) to the odds in favor of exposure among non-cases (c/d). The
disease-odds ratio for a cohort or cross sectional study is the ratio of the odds
in favor of disease among the exposed (a/c) to the odds in favor of disease
among the unexposed (b/d). The prevalence-odds ratio refers to an odds ratio
derived cross-sectionally as, for example, an odds ratio derived from studies
of prevalent (rather than incident) cases. The risk-odds ratio is the ratio of
the odds in favor of getting disease, if exposed, to the odds in favor of get-
ting disease if not exposed (Last 2001, p. 128).

Organizations: The players—the way in which people are structured
or organized (e.g. hospitals, clinics, pharmacies, and public health pro-
grams) (Preker and Harding 2003, p. 25).

Organizational behavior: The set of formal and informal administrative
rules and procedures for selecting, deploying, and supervising resources in
the most effective way to achieve institutional objectives (Preker and
Harding 2003, pp. 114–144).

Organizational reform: A focus on changing the mapping of functions
across agencies, for instance, creating health insurance agencies that col-
lect premiums and purchase health services, and on endowing providers
with service provision. Decentralization is another common organiza-
tional reform in the health sector (Preker and Harding 2003, p. 40). See
also “Marketizing reform.”

Organizational reform modalities: See “Autonomization,” “Corporatiza -
tion,” “Marketizing reform,” and “Organizational reform.”

Oversight, government: Refers to external government regulatory struc-
ture (Preker and Harding 2003, p. 114).

Patient bill of rights: A set of rights, responsibilities, and duties under
which individuals seek and receive health care services (EOHSP n.d.).

Patient-centered care: A multidisciplinary approach to patient care
that centers the design of work around patients’ needs (Shortell and
Kaluzny 2006).

Patient safety: A patient’s freedom from accidental injury during
treatment. Ensuring patient safety involves the establishment of oper-
ational systems and processes that minimize the likelihood of errors
and maximize the likelihood of intercepting them when they occur
(AcademyHealth 2004).

Patient satisfaction: A measurement that obtains reports or ratings
from patients about services received from an organization (health plan),
hospital, physician, or health provider (AHRQ 1999).
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Peer review: The evaluation by practicing physicians or other profes-
sionals of the effectiveness and efficiency of services ordered or performed
by other members of the profession (peers). Frequently, peer review refers
to the review of research by other researchers (AHRQ 1999).

Performance-based pay (pay for performance): A program of financial
incentives given to providers (hospitals and physicians) to improve qual-
ity and reduce cost, based on measured performance of selected indica-
tors (Shortell and Kaluzny 2006).

Performance budgeting: A general agreement for funding in exchange
for delivering certain services or products—where the funding level is tied
to explicit performance results and quality indicators (such as utilization,
average length of stay, staffing ratios, and infection rates) (Preker and
Harding 2003, p. 50).

Performance gaps: Perceived discrepancies between expected and
actual organizational performance. Performance gaps often trigger the
innovation processes as organizational members look for new ideas or
technologies to bridge the gap (Shortell and Kaluzny 2006).

Performance improvement: Encourages the use of evidence-based
“best practices.” In place of trial and error, it offers a systematic approach,
and managers can use analytical techniques (Lande 2002) or the contin-
uous study and adaptation of a health care organization’s functions and
processes to increase the probability of achieving desired outcomes and
to better meet the needs of individuals and other users of services (Joint
Commission 2006).

Performance management: The system, policies, and procedures used
by an organization to define and monitor the work that people do, and to
ensure that the tasks and priorities of employees support the mission and
goals of the organization (MSH 2003).

Performance measures: Methods or instruments to estimate or monitor
the extent to which the actions of a health care practitioner or provider
conform to practice guidelines, medical review criteria, or standards of
quality (AHRQ 1999).

Plausibility inference: Plausibility assessments go beyond adequacy
assessments by trying to rule out external factors—confounding factors—
which may have caused the observed effects. Plausibility assessments
attempt to control for confounding factors by choosing control groups
before an evaluation is begun, or afterward during the analysis of data
(Habicht et al. 1999, p. 13).

Policy: A definite course or method of action selected from among
alternatives and in light of given conditions to guide and determine
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present and future decisions; a high-level overall plan embracing the
general goals and acceptable procedures especially of a government
body (MWOD n.d.).

Prepayment: Usually refers to any payment to a provider for antici-
pated services (such as an expectant mother paying in advance for mater-
nity care). Sometimes prepayment is distinguished from insurance as
referring to payment to organizations which, unlike an insurance com-
pany, take responsibility for arranging for, and providing, needed services
as well as paying for them (such as health maintenance organizations, pre-
paid group practices, and medical foundations) (AHRQ 1999).

Private health accounts (medical savings account): Allows or man-
dates people to place money in (tax-free) savings accounts to be used only
for medical expenses, usually in conjunction with the purchase of a cata-
strophic stop-loss health insurance plan (EOHSP n.d.).

Private voluntary organization: See NGO.
Privatization: Involves the transfer of ownership and government func-

tions from public to private bodies, which may consist of voluntary organ-
izations and for-profit and not-for-profit private organizations. The degree
of government regulation is variable (EOHSP n.d.).

Probability inference: Probability evaluations aim at ensuring that
there is only a small known probability that the difference between pro-
gram and control areas were due to confounding, bias, or to chance. These
evaluations require randomization of treatment and control activities to
the comparison groups. While randomization does not guarantee that all
confounding is eliminated, it does ensure that the probability of con-
founding is measurable, being part of the error associated with the signif-
icance level used. Thus randomization assures that the statistical
statement of association is directly related to the intervention. This means
that the statement of statistical probability of such a “probability” evalu-
ation relates directly to the causality of the intervention, and is not sim-
ply a statement that the comparison groups are different, as is the case for
all other study designs (Habicht et al. 1999, p. 14).

Process improvement: Taking corrective action if results do not meet
expectations; documenting processes, the way work should be done in the
organization; measuring the results of that work, as seen by customers
(WHO n.d. a).

Productivity: The volume of output per unit of input. Productivity
is often conceived of as labor productivity: the volume of output per
unit of labor input, other input factors assumed to be held constant
(EOHSP n.d.).
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Program: A (formal) set of procedures to conduct an activity, e.g.
control of malaria (Last 2001, p. 144).

Project: A planned undertaking, such as a definitely formulated piece
of research or a large, usually government-supported, undertaking
(MWOD n.d.).

Property rights theory: In the context of changing views on the role of
the state in the health sector, this theory is based on the assumption that
private ownership appears to have strong positive incentives for effi-
ciency. It has focused mainly on two issues: the possession of residual
decision rights and the allocation of residual returns (Preker and Harding
2003, p. 35).

Public choice theory: In the context of changing views on the role of
the state in the health sector, this theory is based on the assumption that
all human behavior is dominated by self-interest. Individuals are viewed
as rational utility maximizers (Preker and Harding 2003, p. 37).

Public-private partnerships: These are based on medium- to long-
term contracts between a public sector contracting authority and a pri-
vate sector provider for the delivery of specified public services, such as
power, transport, water and sanitation, solid waste management, as well
as education and health services (Dutz 2003).

Quality assurance: The activities and programs intended to provide
adequate confidence that the quality of patient care will satisfy stated or
implied requirements or needs (AHRQ 1999).

Quality circle: A volunteer group composed of workers who meet to
discuss workplace improvement, and make presentations to management
with their ideas. Typical topics are improving safety, product design, and
manufacturing processes. Quality circles have the advantage of continu-
ity; the circle remains intact from project to project.

Quality collaboratives: A collaborative brings together groups of prac-
titioners from different health care organizations to work in a structured
way to improve one aspect of the quality of service. It involves them in a
series of meetings to learn about best practice in the area chosen, quality
methods, and change ideas, and to share their experiences of making
changes in their own setting (Ovretveit et al. 2002).

Quality control: The use of operational techniques and statistical
methods to measure and predict quality (AHRQ 1999).

Quality improvement: The attainment or process of attaining a new
level of performance or quality that is superior to any previous level of
quality (AHRQ 1999). Also, an approach to the continuous study and
improvement of the processes of providing health care services to meet
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the needs of individuals and others. Synonyms include continuous quality
improvement, continuous improvement, organization-wide performance
improvement, and total quality management (Joint Commission 2006).

Quality management system: See “Total quality management.”
Quality planning: Intentional design of systems aimed at producing

high quality (AHRQ 1999).
Quality design: A systematic approach to service design that identi-

fies the key features needed or desired by both external and internal
clients, creates design options for the desired features, and then selects
the combination of options that will maximize satisfaction within avail-
able resources (QAP n.d.).

Randomized controlled trial: An epidemiological experiment in
which subjects in a population are randomly allocated into groups,
usually called study and control groups, to receive or not to receive an
experimental preventive or therapeutic procedure, maneuver, or inter-
vention. The results are assessed by rigorous comparison of rates of dis-
ease, death, recovery, or other appropriate outcome in the study and
control groups (Last 2001, p. 150).

Redesign: The act of transforming processes of care in a health institu-
tion or, at the health systems level, a system transformation (AHRQ 1999).

Reengineering: The term is applied to many process and/or organiza-
tional development and process simplification methodologies. Business
process reengineering is said to produce organizations that are better
suited to the modern speed of communications and a better informed and
educated public and work force. Business process reengineering is an
organization and management philosophy (World Bank n.d. i). 

Reflexive comparison: In the context of methodological approaches
to assessing a reform’s effects on hospital performance, this approach
adopts the implicit assumption that the health organization’s behavior
and performance prior to the intervention would have continued
unchanged, so that any differences are due to the reform (Preker and
Harding 2003, p. 137).

Reform, funding, and payment: Payment reforms usually alter the
structure of payments to tighten the link between resource allocation and
delivery of specific outputs. Retrospective fee-for-service, per diem, or
case-based payments are examples of such changes. Some reforms try to
encourage efficiency by shifting expenditure risk onto providers via capi-
tated payments or prospective global budgets. Different structural changes
are made in funding and payment systems to address concerns about
 clinical or consumer quality or responsiveness to users. These payment
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reforms usually also tighten the link between resource allocation and user
or payer selection. Examples include limited or fully competitive contract-
ing with providers, fund holding with patient selection, and demand sub-
sidies (health vouchers to be used with providers or insurers). None of
these instruments is perfect (Preker and Harding 2003, p. 39).

Reform, management: These reforms have included efforts to
strengthen the managerial expertise of health sector managers—both
through staff training and through changes in recruitment policies to
attract managerial skills. Commonly, these efforts are accompanied by
improvements to information systems to facilitate effective decision
making. Clinical directorates have been created in some systems, and
benchmarking of departmental performance has been introduced
(Preker and Harding 2003, p. 38). In the public sector, attempts are fre-
quently made to introduce business-process reengineering, patient-
focused care, or quality-improvement techniques. Private organizations
have introduced recruitment and compensation policies, based on the
best personnel management techniques for finding and motivating high
performers (pp. 38–39).

Reforms, technological: Such reforms usually consist of targeted
investment in medical equipment, or the computers, databases, and
software needed to operate an effective management information sys-
tem. The skills required to operate the equipment or systems are often
lacking. Therefore, technological reforms often include a capacity devel-
opment component, which supports training for relevant staff (Preker
and Harding 2003, p. 37).

Regulation: Intervention by government, by means of rules, in health
care markets or systems. Regarded as a stipulation of various standards
and their enforcement (EOHCS 2000). Regulation, in the context of
health services, is the range of factors exterior to the practice or adminis-
tration of medical care that influences the behavior in delivering or using
health services (World Bank n.d. j).

Relative risk: (a) The ratio of the risk of disease or death among the
exposed to the risk among the unexposed; this usage is synonymous
with risk ratio; (b) alternatively, the ratio of the cumulative incidence
rate in the exposed to the cumulative incidence rate in the unexposed,
i.e. the rate ratio; and (c) this term has also been used synonymously
with odds ratio. The use of the term “relative risk” for several different
quantities arises from the fact that for “rare” diseases (e.g. most cancers),
all the quantities approximate one another. For common occurrences,
the approximations do not hold (Last 2001, p. 156).
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Report cards: Another reform toward improving public hospital
services is the application of “report cards,” which use citizen feedback
to assess the performance of services (World Bank n.d. k).

Research: A class of activities designed to develop or contribute to gen-
eralizable knowledge. Such knowledge consists of theories, principles, or
relationships, or the accumulation of information on which these are
based, which can be corroborated by acceptable scientific methods of
observation, inference, and/or experiment (Last 2001, pp. 157–8).

Residual revenue rights: In the context of residual rights of control, the
owner has the right to whatever revenue remains after all funds have
been collected and all debts, expenses, and other contractual obligations
have been paid (Preker and Harding 2003, p. 34).

Residual claimant status: The organization’s residual claimant status
reflects its degree of financial responsibility—both its ability to keep sav-
ings and its responsibility for financial losses (debt). A hospital’s residual
claimant status is a key to incentive to generate savings and efficiency
gains (Preker and Harding 2003, p. 225).

Residual rights of control: The rights to make any decisions regarding
an asset’s use that are not explicitly contracted by law or assigned to
another by contract (Preker and Harding 2003, p. 34).

Risk: The probability that an event will occur—e.g. that an individual
will become ill or die within a stated period of time or by a certain age.
Also, a nontechnical term encompassing a variety of measures of the
probability of a (generally) unfavorable outcome (Last 2001, p. 159).

Risk pooling: Forming a group so that individual risks can be shared
among many people. Also, actors each facing possible large losses agree to
contribute a small premium payment to a common pool, to be used to
compensate whichever of them actually suffers the loss. Contributions
must cover losses plus administration costs (WBI n.d.).

Scaling-up: A multidimensional process through which the impact
of a program is broadened and deepened. Dimensions of scaling-up
that have been identified include quantitative (physical replication);
programmatic (new activities and programs); social (increasing the
capacity of the community to engage in development activities, and
mobilization of increasing numbers of local residents, including the
vulnerable and marginalized); organizational (increasingly effective
internal management and financial viability; and political (incorpora-
tion of the community-driven development approach by higher levels
of government, and the direct entry of grassroots organizations into
politics) (World Bank 2004). 
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Sectorwide approach (SWAp): A SWAp is an approach to organizing
and financing a sector based on a comprehensive policy framework and
program of work. Through negotiated process, the government works
together with donors, NGOs, and other key stakeholders to plan and
monitor progress. A SWAp implies a coordinated policy and national
strategy with planning, implementation, and regular evaluation under the
leadership of national government (Cassels 1997).

Separation of provider–payer reforms: In the context of reforming
health care delivery systems, separation of provider–payer reforms include:
technological reforms, which focus on enhancing the technological capac-
ity of hospitals; management reforms, which include efforts to strengthen
the managerial expertise of health sector managers; and funding and pay-
ment reforms, which serve to alter the structure of payments to tighten the
link between resource allocation and delivery of specific outputs (Preker
and Harding 2003, pp. 38–39).

Service agreement: Agreements that are not legally binding contracts,
partly because networks, as public statutory bodies, have limited ability to
decline or negotiate terms (Preker and Harding 2003, p. 384).

Service-profit chain: In the context of hospital human resource manage-
ment, in this service-profit chain of causation, the service value is created
by employee productivity, which is derived from employee loyalty. Loyalty
is in turn the product of employee satisfaction, which results from the
internal quality of work life. The service-profit chain grows in importance
as a business becomes more service oriented since, by nature, hospital serv-
ices require direct interaction between care providers and their patients
(Preker and Harding 2003, p. 125).

Skill mix (skill mix and new workers): Determining the most effective
mix of skills and workers to deliver care is a key requirement for cost-
effective health care services. Skill mix has to be addressed as an issue of
long-term change management, rather than a one-off “quick fix” (Buchan
et al. 2000). New types of worker are being introduced into country
health systems in response to consumer need and efficiency/effectiveness
requirements. Many of these “new” workers are cadres developed from
within current health professions with advanced and enhanced skills, such
as family health doctors and nurse practitioners. Others are generic or
“multiskilled” workers, as witnessed in Zambia (Chirwa 1996) and Ghana
(Dovlo 1997).

Social functions: “Social functions” delivered by the hospital shift
from being implicit and unfunded to specified and directly funded. As
reforms motivate the hospital to focus more closely on financial viability,
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management will move to decrease output of services that do not at least
pay for themselves. There are different views on how to define “social
function.” Reasonable people can disagree regarding the degree to which
an individual hospital service can be considered a social function. Some
would argue that all care for noninfectious disease is a “private good,”
because it benefits primarily the recipient, and anyone who does not pay
for it can be inexpensively barred from consuming it. Others would
counter that treatment of chronic disease among the poor fills the social
function of providing a safety net for the most destitute. Still others
argue that access to all health care services is a human right, which the
government cannot morally deny any citizen. Despite these differences
of view, a working consensus may be possible regarding a ranking of hos-
pital services from least to most private. Organizational reform designers
may use such a ranking to transfer services agreed to be primarily social
functions to government health care services, regulate their production,
or compartmentalize them within an administratively separate part of
the hospital (thus insulating the rest of the hospital from their produc-
tion costs). Useful indicators for characterizing this dimension of the
intervention are whether or not the issue of protecting social functions
has been addressed and, for each identified social function, the nature
and degree of protection implemented (Preker and Harding 2003,
pp. 120–122).

Social health insurance (or social insurance): Social health insurance
(SHI) is a means of mobilizing resources for health care that many high-
, middle-, and low-income countries use. The common term in use is
“sickness fund.” Although SHI has no uniform definition because of the
variations that exist among the different countries that have adopted it,
there are key characteristics that define such a system. One of them is
that the compulsory nature of SHI in the countries that use it. In other
words, SHI is usually a legally mandated means of health care financing.
Another characteristic is its basis on employment or on individual contri-
butions from payroll taxes (World Bank n.d. l). 

Social marketing: A discipline that addresses an issue with a particular
regard to those affected by it (the target audience), considering their per-
spective and perceived wants and needs to develop strategies toward
change (CDC n.d.).

Span of control: A term originating in military organization theory,
but used more commonly in business management, particularly human
resource management, it describes the number of subordinates that
report to each manager.
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Statehood: The extent to which a government has effective control
over its territory, is not excessively dependent on external or mineral
resources, observes the constitution, is guided by the rule of law, and has
stable and predictable institutions of government (Bloom et al. 2006).

Standard operating procedures: Management processes that describe
chronological steps to follow and decisions to make in carrying out a task
or function (QAP n.d.).

Statistical approach: In the context of approaches to assessing a
reform’s effects on hospital performance, when the detailed nature of the
reform differs from hospital to hospital, this variation can be statistically
analyzed to estimate the effect of each dimension of reform on measures
of behavior and performance (Preker and Harding 2003, p. 138).

Strategy: A set of essential measures (preventive, therapeutic) believed
to be sufficient to control health problems (Last 2001, p. 173). In the
context of this research, a strategy involves greater complexity, number of
components, levels of operation, or stakeholders than an intervention, and
is less likely to be standardizable or replicable in detail.

Strategic management: Those aspects of management within a firm that
link strategy analysis and planning to operational management (Shortell
and Kaluzny 2006).

Strategic planning: A way to identify long-term goals and to direct
the company (or organization) to fulfilling these goals. Strategic plan-
ning involves: assessing the current business environment; defining the
company’s mission; deciding what the business should look like in five
years; recognizing the company’s strengths, weaknesses, opportunities,
and threats; and mapping out a course to take the company from its
current to its desired position.

Stewardship: A function of government responsible for the welfare of
the population, and concerned with the trust and legitimacy with which
its activities are viewed by the citizenry (WHO 2000b). Stewardship,
sometimes more narrowly defined as governance, refers to the wide range
of functions carried out by governments as they seek to achieve national
health policy objectives. In addition to improving overall levels of popu-
lation health, objectives are likely to be framed in terms of equity, cover-
age, access, quality, and patients’ rights. National policy may also define
the relative roles and responsibilities of the public, private, and voluntary
sectors—as well as civil society—in the provision and financing of health
care (WHO n.d. b).

Supply chain management: The integrated management of business
flows and information flows to manufacture, assemble, and distribute
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to the end customers a specific product, starting from raw materials,
 considering the international, and in particular, trade facilitation dimension
of such transactions (Global Facilitation Partnership for Transportation and
Trade n.d.).

Support supervision: Ensures high-quality health care delivery to
patients and clients, enabling and supporting staff to practice robust evi-
dence in an integrated way. It demonstrates how skills development
occurs and helps practitioners demonstrate their competencies under
the requirements. 

Technical efficiency: Production of the maximum level of output given
a specified level of input (AHRQ 1999).

Technological capacity: Defined by the following indicators: (a) glob-
alization and information technology: how can the globalization and con-
vergence of information and communications technologies work for
everyone? (b) energy: how can growing energy demand be met safely and
efficiently? and (c) science and technology: how can scientific and tech-
nological breakthroughs be accelerated to improve the human condition?
(Glenn and Gordon 2001).

Total quality management: A continuous quality improvement
management system directed from the top but empowering employ-
ees and focusing on systematic, not individual, employee problems
(AHRQ 1999).

Transaction cost economics (TCE): Focuses on the distinctive features
of activities organized within an organization, versus those organized
through market interactions. TCE looks at questions such as: Why does a
company buy some inputs, rather than producing them in-house? TCE
analysis sheds the most light on firm boundaries and the conditions under
which activities are best arranged within a hierarchy instead of through
interactions in a market with suppliers or other contractors (Preker and
Harding 2003, p. 131).

User fees: Charges for goods or services that the user, or patient, is
required to pay (EOHSP n.d.).

Out-of-pocket payments: These payments include cost sharing as well
as private expenditure for services not covered by the respective health
plan (EOHSP n.d.).

Unintended consequences: The results of the actions of people,
including that of government, that have unanticipated or unintended
effects (Concise Encyclopedia of Economics Online n.d.).

Validity, measurement: An expression of the degree to which a meas-
urement measures what it purports to measure (Last 2001, p. 184).

Glossary 323



Validity, study: The degree to which the inference drawn from a study
is warranted, when account is taken of the study methods, the represen-
tativeness of the study sample, and the nature of the population from
which it is drawn (Last 2001, p. 184).

Vouchers: Voucher schemes enable donors to purchase outputs
rather than inputs while offering beneficiaries a choice of provider, a
feature that sets them apart from other output-based approaches, such
as supply-side subsidies to providers operating under performance-
based contracts. Choice creates incentives to lower prices or raise qual-
ity (or both) (Sandiford et al. 2002).
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