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Executive summary 

Review objectives and approach 
This review was commissioned to support strategic planning work within DFID by identifying 

evidence on effective health systems strengthening approaches in different contexts.  It provides a 

rapid evidence synthesis response to the following: 

 

1. What do we know about how health systems strengthening (HSS) interventions work to improve 

health and health system outcomes, where, for whom, when and at what cost?  

2. What is the evidence that HSS interventions lead to (or contribute to) improvements in health 

and other outcomes? How robust is this evidence? How can we compare scale and cost across 

different populations? 

3. What is the evidence on the relationship between inputs into individual building blocks of the 

system and the functioning of the system as a whole? 

4. What is the evidence on specific health systems strengthening approaches needed in particular 

contexts, e.g. conflict-affected countries or those transitioning from aid? 

5. What are the key gaps in evidence on HSS programming across contexts? 

 

Methods included a systematic literature review of English language studies published from 2000 to 

2018, augmented by expert identification of relevant studies (published and grey). The key 

intermediate outcomes of interest were: service access, service coverage and quality, and safety. 

Longer range outcomes of interest were: improved health (morbidity and mortality); equity of 

outcomes/distributional effects; cost-effectiveness; responsiveness (such as patient-centredness); 

and social and financial risk protection. 

 

Evidence examined 
In total 96 studies were retrieved from the electronic search. As the initial electronic search did not 

reflect the full literature available, a second (top-down) search was done based on the knowledge of 

the expert group. A further 97 studies were subsequently added by the research team. Most studies 

were reviews, including both systematic and non-systematic/literature reviews (n=64), quantitative 

(n=47), and mixed methods studies (n=21). A majority of studies were from low income contexts. 

The largest number of studies addressed service delivery (82), followed by health workforce (76) and 

then health financing (74). Just over half of included studies addressed long-range health outcomes.  

 

Leadership and governance 
 Cross-cutting interventions in this segment incorporated: (1) governance and leadership–

centred with an (intended and unintended) strengthening spill-over effect on the overall health 

system and population health outcomes, (2) “governance plus” (interventions paired with ones 

addressing another HS function – usually HRH or regulation/management of supply chains); and 

(3) governance policies and reforms embedded within broad programmes aiming at whole-

system reform. 

 There is increasing evidence that governance-specific interventions, including civil participation 

and engaging community members with health service structures and processes, can lead to 

tangible improvements in health (focusing usually on maternal and child health outcomes) as 

well as better service uptake and quality of care.  
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 Capacity development and mentoring are central for effective governance. There is increasing 

evidence that complex leadership programmes blending skills development, mentoring and 

promotion of teamwork bring about improvements in service quality, management competence 

and motivation. 

 Seven studies (e.g. the Good Health at Low Cost study) addressing comprehensive HSS 

approaches identify good governance as the most important factor in these programmes for 

improved health and access to services – but here governance reform was embedded within 

complex, system-wide reform programmes so precise interpretation is difficult. One of the key 

mechanisms for improving outcomes was seen to be collaborative working models involving 

different stakeholders working in synergy to achieve long-term strategic reform goals across 

micro/meso/macro levels of the health system and within the public sphere. 

 Evidence on the effect of decentralisation as a stand-alone intervention in health system 

governance on health outcomes highlights mixed effects.  

 

Workforce 
 Literature in this area mainly focuses on interventions to address (1) workforce supply, (2) health 

worker distribution and (3) performance.  

 Most evidence on “workforce plus” interventions (addressing workforce and at least one other 

building block) is focused on bundled retention packages for health staff in underserved areas – 

where outcomes assessed are usually staff attrition rates. These interventions usually combine 

educational, regulatory and financial incentive design changes. Evidence of effects on retention 

is mixed – short-range evaluation of the Zambian Health Worker Retention Scheme showed 

positive effects, but a longer-range piece across workforce cadres did not support these findings.  

 Skills mix (task shifting) approaches have been successfully used to address shortages of more 

highly skilled but scarcer professional groups. Non-formal cadres of health workers, such as 

community health volunteers, can help address staff shortages as long as the tasks are not too 

complex. 

 Workforce performance can be improved by well-designed performance management systems 

that at a minimum may reduce absenteeism but have also been shown to improved service 

delivery. Individual performance contracts can also reduce absenteeism.  Supervision can lead to 

improvements in quality and productivity. Workforce performance is more likely to improve 

when a coherent combination of strategies is used. There are examples of effectively developing 

an organisational culture of performance, which impacts on individual performance of health 

workers. 

 

Financing 
 Interventions in this category span (1) revenue raising/pooling, (2) purchasing, (3) benefit 

package design and service provision, and (4) cross-cutting issues such as governance and public 

financial management. Interventions rarely fit cleanly into one functional area (performance-

based financing (PBF), for example, often combines with aspects of resource mobilisation, 

pooling, purchasing and influencing benefits package entitlements for specific populations).  

 There is good evidence to steer approaches to financing for health in aggregate. Public 

spending on health is associated with improvements in life expectancy and child and infant 

mortality across a number of studies, as well as more equitable distributions of health outcomes 

at population level when compared with private spending. These effects are more pronounced 

in LICs.  
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 Provision of external aid is associated with improved outcomes (especially infant mortality 

rates) and health equity, but this effect depends on the aid delivery approach (harmonisation 

with domestic systems and priorities is key). However, evidence on positive health outcome and 

equity effects from aid coordination mechanisms (such as Sector-Wide Approaches -SWAps, 

joint assessments and budget support – as “financing plus” interventions that combine financing 

and governance changes) is limited. 

 Health outcome and equity effects arising from a range of other “financing plus” interventions 

(PBF, purchasing reforms, contracting in/out, reforms to the mix of public and private providers 

operating in the health sector, and others – most of which combine financing and governance 

reform) are mixed. 

 Community-based health insurance is unlikely to deliver improvements in service coverage and 

equity. 

 

Health information 
 There is limited evidence on the impact of investment in HIS on long-range health outcomes or 

intermediate health indicators. Although some of what we know is indicative of the importance 

of this area, HIS reforms were most likely to be bundled within broader system strengthening 

packages, so effects were difficult to tease out.  

 

Supply chain strengthening 
 Evidence formally linking investment in supply chain to improved access to healthcare or better 

outcomes is scarce – mostly grey literature-based. This is in general an underexplored area of 

research – perhaps because it is perceived as more “operational” in focus than some of the 

other intervention areas.   

 

Service delivery 
 This is the most broad-based category, incorporating the design and implementation of 

packages of services, service redesign, organisational strengthening and other reforms which 

combine activities across workforce, financing, governance and other building blocks – at macro 

and meso levels. Inclusion of a demand generation component tends to increase the 

effectiveness of the intervention. 

 Basic or essential packages of health services have been examined primarily in FCAS settings as 

a means for focusing limited resources on core services and aligning donors, often in 

combination with contracting out services to NGOs (e.g. in post-conflict settings). Empirical 

evidence on impact is limited and it is not possible at this stage to provide an informed 

judgement of impact on health outcomes or their distribution across populations. The research 

literature is focused on package design, less so on impact. 

 Strengthening primary care services (including integrated community case management of 

childhood illness) and the implementation of effective strategies to reach underserved 

populations are seen as central to system strengthening and there is good evidence of positive 

effects on health outcomes. However, primary health care (PHC) systems in LMICs often suffer 

from fragmented service delivery, and HSS support to these systems has historically been 

piecemeal. Existing evidence is suggestive of positive effects on service access and coverage, and 

health outcomes (focusing principally on infant and child mortality and morbidity, and maternal 

health). Successful programmes tend to blend Community Health Worker- (CHW) based models 

with strong referral systems and provision of first level care to improve access. 
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 Service integration interventions usually span multiple building blocks, but primarily at meso or 

micro level. Effects vary according to domain. Mother and child health integration interventions 

are supported by fairly good evidence of positive impacts on health outcomes (perinatal 

mortality and child mortality principally) and intermediate outcomes; evidence for HIV is mixed 

depending on the service area with which HIV services are integrated. 

 Effects on neonatal and child mortality, as well as a cluster of other health outcomes (including 

nutritional markers) arising from IMCI (integrated management of childhood illness), are 

conflicting, depending on study location and the fidelity of implementation, which has differed 

in marked ways between contexts. There is a clearer consensus that service quality improves 

where IMCI has been implemented. 

 

Major knowledge and research gaps 
 Field definition: there is still no consensus on definitions of HSS interventions and evaluation 

that are operational, including how to capture the cross-cutting elements of interventions (using 

an HSS lens in evaluation). Furthermore, while we focus on specific interventions in this review, 

there is also HSS which is carried out organically within health systems, as part of continuing 

efforts at improvement, and which may be powerful, though less studied.  

 Scale: much of what is identified in the review is small scale, and district-based or project-based. 
Large-scale evaluation of national reform implementation and impact may provide more useful 
insights, covering more complex interventions and/or organic health systems strengthening 
efforts, as well as longer time periods. 

 Context specificity: the review does not provide a clear picture of which interventions and 

polices are best suited to which contexts, especially in conflict and post-conflict countries, and 

those transitioning from aid or under different political arrangements. It may be more important 

to recognise that every intervention needs to be adapted to context (whatever the context) and 

to focus on sequencing of components. All HSS interventions will have complex pathways of 

effect given that they must work through a complex system. 

 Sustainability: another gap in knowledge is what happens after the specific or cross-block 

intervention ends - what is the longer-term impact on sustainability, equity and empowerment 

of local actors? Fit to local context and manner of implementation are likely to be key 

determinants of sustainability. 

 

Overarching issues and caveats 
 There are conceptual issues in understanding the level at which cross-cutting HSS interventions 

act. Evidence spans macro, meso and micro-level (e.g. facility level) interventions. Service 

delivery interventions tend primarily to operate at meso or micro levels but will often 

incorporate work across multiple building blocks.  

 Attribution of effect is an enormous challenge. HSS interventions are often introduced as 

complex, dynamic packages, featuring more than one change at a given time. 

 The literature is skewed – partly reflecting donor and other political priorities. There is a fairly 

large body of evidence on service delivery and financing, but very little on health information 

and supply chain management. 

 Few studies make the link between HSS interventions and health outcomes.  This is mainly 

because, by definition, HSS interventions are working on component parts of the system, and so 

the obvious outcomes to look at are systemic and not health-related. Where health outcomes 

are considered, there is enormous heterogeneity in the outcomes examined, so comparison 

across studies and domains is difficult.  
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 In general, the review does not suggest that interventions always have to tackle more than one 

building block to have an impact on health service access or outcomes. The dynamics of the 

system mean than effects from “single block” interventions are often cross-cutting, given the 

interconnectedness of the “building blocks”. However, multi-component interventions are 

generally most effective. 

 Finally, lack of robust evidence is no indication of lack of effect. Some interventions are heavily 

studied and others not (this does not necessarily correlate to effectiveness) and it is inherently 

challenging to evaluate complex, system-level interventions. It is also important to bear in mind 

the substantial costs of NOT doing HSS, as illustrated by the literature on vertical programmes. 
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Introduction 

This review was commissioned with three main objectives: 

 

1. To support strategic planning work within DFID by identifying evidence on effective health 

systems strengthening approaches in different contexts; 

2. To support advocacy activities by helping DFID Advisers make the case for investment in HSS 

as a route to achieving improvements in health; and 

3. To help DFID Health Advisers make sense of the large volume of evidence on HSS and sign-

post health advisers to key pieces of evidence on health systems strengthening. 

 

It provides a rapid evidence synthesis response to the following: 

 

1. What do we know about how health systems strengthening (HSS) interventions work to 

improve health and health system outcomes, where, for whom, when and at what cost?  

2. What is the evidence that HSS interventions lead to (or contribute to) improvements in health 

and other outcomes? How robust is this evidence? How can we compare scale and cost across 

different populations? 

3. What is the evidence on the relationship between inputs into individual building blocks of the 

system and the functioning of the system as a whole? 

4. What is the evidence on specific health systems strengthening approaches needed in 

particular contexts, e.g. conflict-affected countries or those transitioning from aid? 

5. What are the key gaps in evidence on HSS programming across contexts? 

 

After explaining the review’s methods, we start by discussing definitions of the core concept of HSS 

and issues relating to evidence on its effectiveness. We then rapidly review studies on a range of 

interventions across health system pillars and conclude by returning to the original questions.  

 

Core concepts 

What is HSS? 
There is increasing recognition that efforts to improve global health cannot be achieved without 

stronger health systems (Chee et al., 2013). Over recent years there has been considerable focus on 

this challenge, but efforts are hampered by a lack of cohesion over the definitions of health systems 

strengthening (HSS) and a lack of evidence on which HSS interventions are effective, or how to 

define that effectiveness. Evidence on health systems strengthening interventions has not been 

comprehensively collected and reviewed in one place – although some documents have made 

considerable progress (Hatt et al., 2015). Some strands of work focus on considering the impact of 

health interventions on the broader health system and seek to further refine thinking around health 

systems (De Savigny and Adam, 2012; Chee et al., 2013) whilst others try to assess the impact of 

health systems interventions on health status and access to health services (Hatt et al., 2015). This 

review sits broadly within the latter of these two strands of work, though we also reflect on wider 

bodies of literature.   

 

Despite a wealth of research on health system objectives and their functional and organisational 

arrangements, there is a lack of common understanding of what constitutes health systems 

strengthening (Reich et al., 2008). WHO has given a definition of HSS as “any array of initiatives that 

improves one or more of the functions of the health systems and that leads to better health through 
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improvements in access, coverage, quality or efficiency” (WHO, 2014). This is a broad definition, 

which would include potentially: 

 

 All programmatic interventions, given that service delivery is one of the ‘building blocks’, and 

 Interventions which produce any HSS effects, whether a direct objective or a spill-over. 

 

At the same time, inter-connectedness is a key feature of systems, and WHO’s (2007) definition of 

HSS calls for improving interactions between the building blocks and for sustainable improvements 

“across health services and health outcomes” (WHO, 2007), hinting at a more complex, cross-cutting 

meaning to HSS. 

 

Chee et al. (2013) seek to draw a distinction between health systems strengthening and health 

systems support interventions. They define health systems strengthening as “about permanently 

making the systems function better, not just filling gaps or supporting the systems to produce better 

short-term outcomes” (Chee et al., 2013: 87). Chee et al (2013) state that “an intervention to 

strengthen the system goes beyond providing inputs (depth) and applies to more than one building 

block (breadth)” (Chee et al., 2013: 89). They suggest the following criteria to assess what is and 

what is not HSS: 

 

1. The interventions have cross cutting benefits beyond a single disease  

2. The interventions address identified policy and organisational constraints or strengthen 

relationships between the building blocks, e.g. not just buying inputs but changing policies and 

procedures for them to be better managed. 

3. The intervention will produce long-term systemic impact beyond the life of the activity. 

4. The intervention is tailored to country-specific constraints and opportunities with clearly 

defined roles for country institutions.  

 

Adam and De Savigny (2012) support this approach and further highlight that the intervention needs 

to have system-level changes as opposed to changes at the organisational level. 

 

Reflecting awareness of these debates, DFID (personal communication) has put forward a definition 

of HSS as: 

 

‘Strengthening a health system means initiating integrated activities across at least two of 

the six, internationally accepted, health system building blocks – namely: human 

resources for health; health finance; health governance; health information; medical 

products, vaccines, and technologies; and service delivery. Activities focused on a single 

building block that nevertheless have significant, positive spill-over effects on other 

building blocks can also be regarded as system strengthening. A strong health system is 

one that ensures no-one is left behind, delivering either sustained improvements in, or 

consistently strong, health outcomes for all. Strong health systems achieve this through 

continuous improvement across system building blocks, building effective collaborations 

between public, private and third sector actors to ensure that high quality, safe services 

are delivered equitably, and paid for in ways that do not expose users to financial 

hardship’. 

 

It is worth noting that while HSS should rightly be taken to imply functional improvements with a 

longer time span, there will be contexts in which just ‘supporting’ a health system is the right 
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response (e.g. when systems are frail and under-resourced). Witter and Pavignani (2016) distinguish 

between (1) supporting health systems, (2) strengthening them, (3) pursuing resilience and 

sustainability – which ‘entails an intimate understanding of the whole health system, of the 

determinants of its functioning and of its evolution over time, all framed in the international context 

that powerfully conditions its prospects’ – and (4) preventing systems under severe stress from 

collapsing (often in emergency settings). The right approach depends on the system and the context. 

Finally, we would like to emphasise the role of the community, which is underrepresented in WHO’s 

original health system building blocks but which clearly plays a critical role in system effectiveness 

through its engagement, or lack of it, with the processes of maintaining health. Indeed, one recent 

literature review on health and fragility (which could be regarded as the converse of strength) 

identifies poor connections between formal systems and communities as being the crux of a fragile 

health system (Diaconu et al., 2018). In this sense, HSS must also focus on reinforcing that 

connection. 

 

How to examine evidence in relation to HSS? 
We highlight impact assessments and systematic reviews of these impact assessments where 

available below. However, it is important to note that the literature is not comprehensive – some 

interventions are studied heavily and others not, and that this does not necessarily correlate to 

effectiveness. Lack of robust evidence is no indication of lack of effect, given this and the challenges 

of evaluating complex interventions in dynamic settings.   

 

Equally, however, evidence of effects in a specific study is not necessarily generalisable to other 

settings, given contextual differences and widespread heterogeneity of design of interventions, even 

those falling under one label of ‘type’ of intervention. What is important, therefore, as highlighted 

by realist methodology, is to understand how certain mechanisms of change (e.g. increasing 

motivation of staff, increasing responsiveness of managers, enabling more effective working 

conditions to provide quality care) can be triggered and sustained (and at what cost) in different 

environments. 

 

Review methods 

In line with the discussion above, we determined that HSS interventions, programmes and policies 

are those that are not specific to one building block and/or cross over to multiple building blocks, are 

not specific to a single disease, are not implemented in just one facility or group of facilities but have 

local/national reach and have effects along the patient pathway and not just at one level of care. 

They include:  

1. interventions to strengthen health management information systems for more than one 

disease, including issues around national standards in records, survey analysis, and research 

for policymaking;  

2. interventions in HR that are not specific to an individual (e.g. training for an individual) or a 

disease, including performance, motivation, retention, and reducing migration;  

3. interventions that strengthen the public finance system including SWAps, multi-donor 

programmes, trust funds, and interventions through government systems such as insurance 

and PBF;  

4. interventions that strengthen the supply chain, excluding those that are related to only one 

set of products or vertical programmes;  
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5. interventions that strengthen national or district-level planning, regulation, management or 

implementation, including monitoring and evaluation, intersectoral collaboration, national 

plans, accountability, quality improvement, and training for leadership and management;  

6. interventions that strengthen community engagement to improve planning and oversight, and 

other interventions at the community level to strengthen engagement in a health system and 

system accountability;  

7. interventions that involve defining and delivering basic packages of care at the primary level 

or more widely, including attempts to integrate vertical programmes into a wider health 

system and improving referral systems;  

8. (interventions targeting transport and infrastructure that have a systems-thinking approach, 

for instance, excluding interventions on one community ambulance or on one hospital. 

Interventions that cut across #5, 6, 7, and 8 include strengthening links between the 

community level and a formal health system, including CHWs, community accountability 

mechanisms, and referral systems.  

 

After agreeing the scope of the review, we undertook a literature review. However, as the results did 

not appear to comprehensively map the field, this was followed by more directed searches by 

experts, using a structured approach which reflected the known categories of HSS interventions to 

assess gaps as well as strengths. 

 

We conducted a systematic search in Medline and Embase. Articles were included if they met the 

following criteria: 

1. Took place in low- and middle-income countries, including fragile and conflict-affected states 

and countries in transition. 

2. Were published between 2000-2018. 

3. Described interventions targeting two or more health system blocks, or one block but with 

significant spill-overs to others. 

4. Were in English. 

5. Included relevant outcomes, as below. 

 

 

Intermediate: 

1. Service access 

2. Service coverage 

3. Service quality & safety 

 

Long-range: 

1. Improved health – covering morbidity and mortality 

2. Equity of outcomes/distributional effects 

3. Cost-effectiveness 

4. Responsiveness, such as patient-centredness 

5. Social and financial risk protection 

 

See annex 1 for more details of the search strategy, analysis grille and bibliographic analysis. 
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Results  

Leadership and Governance 

Kinds of interventions included and links to HSS 

Governance is considered to be a cross cutting health system function underlying all other functions 

(represented by ‘blocks’) and enabling an effective health system operation (WHO, 2000; WHO, 

2007). This means that interventions targeted to improving governance usually have spill-over 

effects and impact on many other blocks. Furthermore, interventions in the area of governance and 

leadership can have an indirect effect in creating a broad conducive environment for improved 

system functioning. An effectively-governed and highly functioning system is often perceived as an 

equivalent of a well-performing health system. However, this creates difficulties in assessing the 

independent contribution of interventions and policies seeking to improve governance on health 

and population outcomes. 

 

There are multiple ways to conceptualise governance, and increasingly its roots in the political and 

power structures, history, traditions and institutions of a 

state or area are discussed (Abimbola et al., 2017). 

Governance and leadership have often been understood 

within normative models, involving top-down good 

governance and accountability programmes and policies 

framed by global ideologies and perspectives of appropriate 

values. However, this approach tends to operationalise 

governance from the vantage point of policy maker and 

donors seeking to implement effective programmes and may 

not always take into account the behaviour and motivation 

of frontline actors, their incentives and relationships 

(Brinkerhoff and Bossert, 2008). The idea that governance 

reforms have to recognise and work closely with the 

prevailing institutions (norms and values) driving 

implementation actors, as well as seeking to challenge them 

towards new goals, is gaining traction as the dynamic nature of health systems is better understood. 

Health system resilience debates, for example, recognise such dynamism and the vital role of 

nurturing resilience through leadership strategies that support front line actors and relationships 

among them and enable creative responses to various forms of shock (Adam and de Savigny, 2012; 

Ciccone et al., 2014). Drawing on these ideas, a different set of governance approaches is informed 

by the concept of people-centred systems, where governance relates to the views and incentives of 

actors and their interrelationships and their responses to internal and external stimuli (Adam and de 

Savigny, 2012).  

 

The commonly used (normative) models may also underestimate the complexity of regulating and 

steering a system that is under-resourced and disjointed. As a response to this complexity, in many 

settings technical models of governance and leadership – for example, focused on efficiency and 

effectiveness - are deemed useful (Brinkerhoff and Bossert, 2008). Finally, ‘pragmatic’ models often 

emerge as a flexible way of managing complexity, especially where there is time pressure to respond 

to crises, which may involve absorbing an influx of funding or devising innovative strategies to cope 

in the absence of adequate funding.  

Elements of [government] leadership 

(WHO, 2007) 

Vision. Policy formulation. Reflecting 

core public values. 

Regulation and management capacity: 

fair rules of the game. 

Intelligence and oversight (research to 

policy, monitoring & evaluation). 

Collaboration and coalition building. 

System design – synergies between 

building blocks, reducing fragmentation. 

Accountable. Transparent. 
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The following type of interventions can be distinguished based on the existing bodies of literature:  

 

 Domain 1. Governance and leadership–centred: interventions that focus entirely on  improving 

governance, including leadership and training interventions, management and clinical 

governance interventions and others. Although primarily focused on governance, these can have 

an indirect strengthening effect on the overall health system and population health outcomes; 

 Domain 2. ‘Governance plus’: Governance interventions paired with interventions in other 

blocks, for example human resource training and supervision linked to improved leadership and 

management capacity; improving human resource planning for deployment and retention; 

reforms to regulation and management of supply chains etc.); 

 Domain 3. Governance policies and reform programmes seeking a whole-system change, with 

the intention to improve outcomes across multiple diseases (outcomes/ access). These 

interventions and reforms often have a coherent set of governance interventions at their core 

but can also be seen as cross-cutting health systems strengthening interventions. These are 

often large-scale, comprehensive and implemented over longer time periods. They can be 

implemented at: 

 

 Macro/meso level: interventions that involve multiple legislative, bureaucratic and 

managerial reforms, usually drive by governments, elites and political groups. 

 Meso/micro: district and sub-district reforms that involve a mix of top down and bottom 

up engagement; developing, adapting and testing good practices and administrative 

improvements. These initiatives involve a key role for street level bureaucrats, district 

managers, implementers and local authorities.  

 

Given the cross-cutting nature of the governance function and its presence within most health 

systems reform interventions, we highlight key studies in each of the three domains described 

above. We also discuss how to operationalise this concept in relation to health systems 

strengthening.  

 

Specific interventions that are prevalent in the literature, both on health systems strengthening and 

leadership and governance, include: decentralisation, strengthening district health management, 

national-level health system reforms and the adoption of the private sector as a delivery mechanism.  

 

There are clear challenges in trying to focus only on health outcomes or intermediate measures, 

such as health care access, with an intervention area that has wide influence over health system 

performance and does not lend itself to exact links to health delivery. This also means that 

interventions in this field are generally complex and, in addition, governance strengthening 

interventions usually form part of a complex set of health systems strengthening interventions. 

Attributing outcomes to them is always difficult. 
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Table 1: Key governance and leadership interventions 

Main types of 

governance 

policies and 

interventions 

 

Theme (and sub-themes that are included) 

Domain 1.  

 

Governance  

and leadership–

centred 

 Leadership development, comprising training and workplace-based 

mentoring and other support  

 Training, mentoring, peer support, networking 

 Clinical governance interventions, e.g. appropriate use of guidelines and 

protocols 

 Community participation in assuming authority, in decision making and 

priority setting 

 Community engagement in improving accessibility and quality of service 

Domain 2.  

 

Governance 

interventions 

paired with 

interventions in 

other blocks 

Governance / intelligence and oversight / human resourcesTraining for 

community-based cadre (incl. CHWs and community volunteers) to : 

 support patient treatment and navigation of health system, and  

 collect, manage and use data. Training to conduct M&E. 

Governance / service delivery / human resources 

 Design and implementation of community-led or close-to community 

delivery models 

Health governance and broader administrative interventions 

 Decentralisation of delivery/ financing – meso/micro level 

 Devolution of delivery/ financing – meso/micro level 

 Autonomy, flexibility to adapt to local needs 

 Regulating the private and voluntary sector 

 Clear rule and effective monitoring and enforcement of rules 

Domain 3.  

 

Whole-system/ 

cross-cutting 

 

Vision 

 Formulation and enactment of national policy 

Effective policy making 

 Design of policies and interventions reflecting level of resources and core 

public values 

 Comprehensive reform programmes – to realise synergies between building 

blocks, reducing fragmentation 

 Attention to sequencing of reforms and windows of opportunity 

 Effective processes to develop relationships and create learning feedback 

loops 

Enacting effective legal and administrative framework 

 Regulation and management capacity 

Equity 

 Pro-poor focus 

 Societal values supporting expanding coverage 

 Basic benefits packages (services and medicines) to cover poor and 

excluded groups 

Collaboration and coalition building 

 Collaboration across sectors, as appropriate 
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 Collaboration with voluntary and private providers, as appropriate 

 Decentralisation 

 Decentralisation of planning and management – macro level 

Anticorruption and rule of law 

 Fit for purpose framework and fair rules of the game 

 Clear rule, enforcement, opportunity for redress 

Accountability and transparency 

 Management channels, lines of accountability within bureaucracies 

 Clear entitlements and exemptions 

 

Effects (or contribution) of government interventions on outcomes are hard to assess independently 

– as discussed earlier, governance interventions often act directly and indirectly (e.g. triggering 

improvement in other blocks and in the overall environment). Most governance interventions also 

involve a gradual adaptation, disruption and transformation, and this impacts on outcomes, e.g. the 

roles of community organisations are mediated by changing political climates and trust. This was 

seen with Better Health Outcomes through Mentoring and Assessment (BHOMA) where there was 

increased acceptance and adaptation to changing conditions, which makes it difficult to interpret 

findings (Mutale et al., 2017). There are often unintended consequences that trigger new cycles of 

action and the context also interacts with the intervention, influencing the effects (Mutale et al., 

2017). Samuels et al. (2017), note that the drivers of governance at the micro/meso/macro levels are 

interrelated and also interdependent. Drivers at different levels are often transversal, e.g. 

“community engagement can make a difference to service delivery, but only in the presence of 

appropriate and effective meso- and macro- level systems and processes” (Samuels et al., 2017: 

1028).  

 

There is an increasing volume of theoretical literature offering frameworks, but these are often not 

operationalised in studies or used to support interpretation; many of the studies found are not 

grounded in theory. Interestingly, governance is often measured by its absence – the existing studies 

and the debate around knowledge gaps highlight governance failure as a cross-cutting issue 

(Abimbola et al., 2017), linked to work on the other system domains. Documented outcomes are 

often in the context of better functioning health systems which are able to collect and use data, and 

which may be more equipped to improve health from the start.  

 

Issues generic to other areas of health systems research involve difficulties in managing time lags of 

reforms, which complicate establishing a causal relationship.  

 

Evidence on effects 

Domain 1. Governance and leadership–centred interventions 

A global review by Ciccone et al. explored the evidence on empirically-tested associations between 

governance policies and characteristics, and health outcomes in LMICs (Ciccone et al., 2014). It 

identified 30 studies exploring community initiatives. Four studies examined the impact of 

governance interventions, the rest were cross-sectional or descriptive. Fourteen studies tested the 

association of governance with under-five mortality rates, while other indicators included life 

expectancy, maternal mortality, and immunisation coverage. 
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Fourteen studies indicated significant and positive associations between governance and health 

outcomes. Governance reforms directly led to improvements in outcomes in only 9 studies, while in 

5 there were positive but indirect effects, acting in conjunction with contextual factors. A further 

four studies demonstrated that governance interventions act on other system functions and 

structures through spill-overs. This includes the degree to which these interventions are responding 

to local needs and values, the level of community empowerment and trust, and their fit with existing 

economic and political structures. Thus, the authors emphasise that many of the studies suggest that 

health governance cannot be separated from improvements in developmental governance, political 

regimes and values (e.g. as measured through a country governance score such as Political Rights 

Index or World Bank Governance Index). The rest of the studies revealed either mixed findings about 

the association between governance and health (n=6), no association between governance and 

health (n=4) or had inconclusive results (n=2).  

 

Governance mechanisms engendering positive associations with health outcomes include leveraging 

civic engagement in health systems (in shaping locally responsive provision but also priority setting 

and needs assessment) and promoting better accountability mechanisms throughout the system. 

This corroborates findings from other studies (Samuels et al., 2017; Rohde et al., 2008). Examples of 

concrete initiatives that were successful include community monitoring processes to improve 

accountability of providers, community dialogues and interventions to generate service delivery 

improvements, equity-focused and pro-poor primary healthcare reform, or decentralisation (a shift 

of authority to local governorate and village councils in Egypt and local authorities in Brazil). A subset 

of studies statistically explored the association between overall governance across multiple 

countries, using the World Bank Governance Index (political stability, government effectiveness, rule 

of law, regulatory quality, control of corruption, and voice and accountability) or Quality of 

Government (QoG) and health. The authors report that there were mixed results on the relative 

influence of the form of government (democratic, autocratic) versus the nature of institutions 

(bureaucratic, informal) on achieving better health outcomes. Also, several studies conclude that 

strategies other than governance may be an important influence on environmental factors or 

processes leading to health improvement. In particular, certain contextual factors, concurrent 

interventions and structural elements may trump the influence of governance on health outcomes, 

such as the availability of foreign aid and the penetration of interventions into rural areas. Hence, 

governance by itself is not guaranteed to improve health, and its role in the larger system of human 

development and health care delivery deserves further research. This reflects the somewhat mixed 

evidence from the literature on the link between overall governance and health sector governance 

despite its intuitive validity. Importantly, macro-level associations between these two constructs 

may reflect the political environment or a country’s history and are not necessarily a result of a 

specific government policy that can be replicated elsewhere.  

 

Moving on from reviews towards specific government-centred programmes, Better Health 

Outcomes through Mentoring and Assessment (BHOMA) is a well-documented, complex governance 

and leadership-focused set of interventions aiming to strengthen the health system in three districts 

in Zambia (Mutale et al., 2017; Mutale et al., 2018; Mutale et al., 2013; Mutale et al., 2014; Mutale 

et al., 2017). The intervention aims to achieve an impact on mortality and service utilisation (data on 

mortality are forthcoming). It operates across three systems levels. At district level, a Quality 

Improvement team provides support and mentoring on developing clinical skills, applying clinical 

guidelines, and optimal and responsive patient management. Although it is a multifaceted 

intervention that seeks to improve health outcomes through adherence to clinical protocols and 

quality assurance, the major mechanisms for achieving impact is through mentoring, teamwork 
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involving different types of cadre (community health workers, PHC providers, managers, community 

representatives) and ongoing support—for this reason it is listed under Domain 1 (Governance and 

leadership-centred interventions). At the health facility level, practical steps to improve the quality 

of care include providing resources and leadership training on management, financing, and supply 

chain. They are supported by community health workers, providing preventive services, helping 

patients navigate through the system, providing diagnosis, triaging and information collection and 

management services, and linking to other health system actors such as Neighbourhood Health 

Committees (NHCs) and Traditional Birth Attendants (TBAs). The intervention was evaluated using 

mixed methods which involved a cluster randomised trial and qualitative research, for which a 

balanced scorecard was developed and validated.  

 

Following 12 months of intervention implementation, the study found significant mean differences 

between intervention and control sites in the training domain, adult clinical observation domain and 

health information domain, which were significant when adjusted for district and baseline scores 

(Mutale et al., 2014), but no difference in governance (assessed through an index), service 

satisfaction and health worker motivation scores. The follow-up qualitative study demonstrated that 

the BHOMA intervention improved the quality of service regardless of the study district, health 

facility type and duration of the intervention. There were tangible improvements with more 

resources and better patient management at facility level, as well as an improved community follow-

up of patients who missed appointments with more traditional birth attendants referring patients to 

the health centres. The community health workers and clinic supporters were key to the operation 

of the intervention, with active roles in patient tracing, registration, triaging, diagnosis, and 

appropriate referral, and also in data management (Mutale et al., 2017). They were seen to alleviate 

the burden on the health workers. Overall this led to reduced perceived barriers to accessing 

services. However, there were some variations across districts and health facilities. For example, the 

intervention had a more pronounced impact in the rural Luangwa district compared with Kafue and 

Chongwe, which had a broader range of larger facilities operating vertical programmes and were less 

able to respond to the increase in demand due to BHOMA and the adherence to the clinical 

protocols, leading to bottlenecks and long waiting times. Community participation was also better in 

the rural district, especially where traditional leaders were fully engaged with the intervention. 

However, there are issues around sustaining these results after the end of the incentive payments. 

 

Another significant initiative is the Zambia Management and Leadership Academy (ZMLA), an in-

service leadership and management course aiming to improve health system governance aspects 

such as orientation towards strategic goals, accountability and transparency (Mutale et al., 2017). 

Before and after assessments showed significant increases in knowledge and skill levels after each 

workshop (measured through a survey), increased perceived capacity to engage in human resource 

management and leadership activities, and perceived improvements in the workplace environment. 

No major improvements were found in accountability and ethics. The qualitative methods 

demonstrated that shared vision, teamwork and coordination have improved more in facilities 

where the lead manager had been trained. The disruption to routine services was minimal. The 

impact on patient care is not yet assessed for this intervention, but analytical work is under way. 

Doherty at al. reports on the evaluation of the Oliver Tambo Fellowship Programme as convened by 

the University of Cape Town, South Africa (Doherty et al., 2018). This is essentially a health 

leadership training programme offering an innovative mix of technical training (up to a post-

graduate diploma), management training and leadership training. Mentoring, empowering and 

connecting the participants through networking events and reflective practice formed a key part of 

the training, with the ultimate aim of enabling the participants to become ‘change agents’ when 
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returning to practice. Impact on health outcomes is not yet fully assessed, but the authors report 

improvements in management competence and motivation, and there are reports of improved 

system performance and tangible management and service delivery changes. Practice-informed 

health leadership training was seen to make a vital contribution to leadership capacity development, 

and it was suggested that the government human resources department could be involved in 

continued mentorship for alumni as a vehicle to improve practice.  

 

 

Domain 2. ‘Governance plus’: Interventions paired with interventions in other blocks 

Almost all described interventions under other building blocks include governance-centred 

elements. For example, in an extensive systematic review of health systems facilitators and barriers 

to the integration of HIV and chronic disease services (n=150 studies), Watt et al. (2017) 

demonstrated that integrating services requires joint planning, coordination of management 

systems and leadership training. A major cross-cutting domain ‘leadership, stewardship, 

management and organisational culture’ was critical in facilitating or inhibiting integration and 

improving patient-level health and social outcomes. Three areas were particularly important. First 

was leadership and political commitment to implementing integration, which often entailed 

significant upfront and on-going resources. This included setting an explicit goal and having a vision 

and clearly defined strategy for integrating services. Second, a change of governance arrangements 

(including structures and processes) and on-going support for implementation by frontline managers 

and staff was found to be a critical facilitator of integration. Proactive engagement of multiple 

stakeholders (both in and outside the health system, including users and their families) and a shared 

vision for the objective were also considered key, particularly during scale up, in relation to viability 

and sustainability. At a practical level, diverging treatment and care guidelines and protocols, 

administrative processes (e.g. for prescribing, data recording and sharing) were reported to disrupt 

successful service integration in many studies.  

 

A final but essential factor was the need for a ‘change in organisational culture’ – this is often less 

tangible but emerged in many studies. A conducive culture is often most obvious when it is absent, 

e.g. where there is a clash of organisational cultures. An example was given of seeking to integrate a 

service based on a behavioural, patient-centred approach with other more medicalised services, 

with the two cultures often competing. All these challenges clearly relate to different elements of 

the governance and leadership building block.  

 

Another governance-related theme that interacted with delivery, human resource, financing and 

information strategies was the need to develop patient-centred models of care which involved 

supporting patient and families to overcome stigma, fear of dual diagnoses, side effects of 

treatment, breaches of confidentiality or any issues related to marginalisation—all presenting major 

barriers and shown to lead to poor outcomes (poor health outcomes, adherence and co-

morbidities). Reorienting the system and using patient peer-to peer support appeared to promote 

use of integrated care services. This linked to another important cross-cutting theme, the need for 

effective and appropriate communication, building relationships and collaboration. It involves a 

multitude of formal and informal relationships, vertical and horizontal links within teams and 

between teams, across different levels of care, e.g. coordinated management and clear referrals. 

The collaborative models of working are more effective in the context of institutional support and 

trust, with the mutual exchange of information and negotiation around any emerging barriers to 

integration. 



Health systems strengthening evidence review  21 February 2019 

 

Another example is a review by Bright et al. (2017), who systematically reviewed strategies to 

increase access to health services among children in LMICs and to identify multiple governance-

related interventions. These are often stand-along interventions (women’s groups, educational 

interventions with community participation, etc.) or linked to particular building blocks (e.g. home 

visits by CHWs to weigh children and liaise with GPs to follow up on abnormalities and ensure free 

consultations if required).All of this requires governance inputs including collaboration across levels, 

shared plans and referral procedures, and information sharing. Bright et al. also describe ‘combined 

interventions’ aimed at service delivery improvement but involving an array of activities: health 

worker training and support, health systems improvements, family and community support and 

awareness campaigns, deployment of village health workers, and integration of HIV and 

immunisation services. There were also ‘combined interventions’ primarily targeted at education 

and awareness raising involving women’s groups, health education for families, health promotion, 

the identification of sick newborns in the community by CHWs, training of staff, illness management, 

reporting and community development. The combined elements had an explicit governance and 

health systems strengthening focus. The authors report mixed impacts of each type of intervention 

on service coverage, utilisation and outcomes, and remark that ‘the lack of sufficient data on 

combined interventions may reflect the challenges faced in evaluating them’. 

 

Domain 3. Governance policies and programmes for ‘whole-system’ change  

National system-wide programmes 

A set of eight papers and one multi-

component project demonstrate how 

comprehensive policies have led to 

improved health outcomes toward health 

goals at the macro level. Often the 

studies seek to capture the functioning of 

the whole system, with improvements in 

multiple outcomes over long periods of 

time, exploring the nature, scope and 

sequencing of policies. In all these 

studies, governance was identified as the 

single most important factor for improved 

health and access to services – acting 

independently and also supporting other 

health system functions.  

 

The Good Health at Low Cost (GHLC) 

project examined why some countries achieve better health outcomes than can be expected at their 

income levels and when compared other countries in their respective regions (Balabanova et al., 

2013; Balabanova et al., 2011). The project involved case studies examining the experiences of 

Bangladesh, Ethiopia, Kyrgyzstan, Tamil Nadu (India) and Thailand, seeking to understand the 

contribution of factors related to the health system, to social determinants of health, and to the 

context (political, economic, social, geographical) which may explain the advances in maternal and 

child health. Effective governance—as a targeted set of interventions or intersecting all other 

blocks—was a key factor. Specifically, it included political vision and windows of opportunity to 

initiate reform (often triggered by political crises), early national plans, operationalised goals and 

deliverables, and enactment of appropriate regulations. Continuity and coherence of reform plans 

Key cross-cutting drivers of improved outcomes (GHLC 

study) 
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and strategies appeared key. Another aspect was the presence of stable bureaucracies with capacity 

to implement comprehensive and coherent reform packages, and with flexibility to adapt policies 

and learn through feedback loops. Health systems managing engagement and implementing 

coordinated action with the private and voluntary sectors and working across public sectors were 

also key.  Systems to protect the poor (through benefits packages or stratified insurance packages) 

led to improved accountability and population support.  

 

Samuels et al. report the results of a study of the drivers of health systems strengthening in 

Mozambique, Nepal and Rwanda, again countries seen as performers in the area of maternal and 

child health, and predominantly identified strategies related to leadership and governance, 

manifested at the macro, meso and micro levels (Samuels et al., 2017). The literature review 

synthesis identified three types of governance-related drivers of well-functioning health systems and 

which impact on health advances. The first is good governance at the macro level, operationalised as 

the capacity and ability to design and implement effective policies and programmes. Within this 

domain, specific steps included effective leadership supported by political will and ownership of 

policy and implementation process, and evidence-based decisions that reflect best practice and 

health needs, regulatory and accountability mechanisms and promoting alignment and collaboration 

among actors. Rohde et al. (2008) and Kuruvilla et al. (2014) are two other key papers focused on 

whole system governance and who identify similar aspects (Rohde et al., 2008). Effective and 

committed leaders accompanied with sustained (donor) funding had positive effects on maternal 

and child health (Samuels et al., 2017). At the meso level, inter-sectoral partnerships, as well as 

decentralisation and task-shifting, emerged as critical. Partnerships across public provision of 

education, water and sanitation and other sectors at this level have been shown to promote 

improvements in health, equity and efficient use of resources (Samuels et al., 2017; Kuruvilla et al., 

2014). This allows successful leveraging of resources. 

 

At the service interface level, community-centred models and accessible and appropriately trained 

and incentivised local health providers play a central role in all study countries. Community 

ownership and participation is identified as a particularly important driver of increased service 

utilisation, identifying local health priorities and locally-grounded pragmatic solutions to health 

system deficiencies. Locally-owned institutions promote accountability and local governance and 

they are often channelled via an enhanced role for the CHWs. The authors suggest that this ‘whole-

system’ approach -exploring how the drivers work at the three levels and their interdependencies 

(vertical and transversal relationships) - is key to strengthening systems and promoting improved 

health and population outcomes.  

 

The experience of one of the GHLC countries—Bangladesh—was further explored in The Lancet 

series on Bangladesh: Innovation for Universal Health Coverage (November 22, 2013, 

https://www.thelancet.com/series/bangladesh). Chowdhury et al. examined ‘The Bangladesh 

paradox: exceptional health achievement despite economic poverty’ (Chowdhury et al., 2013), 

arguing that the root cause of the large reductions in maternal and child mortality, despite 

malnutrition and low use of essential services, can be traced to a pluralistic health system. This 

includes many stakeholders implementing locally-adapted interventions, ‘women-focused, equity-

oriented, nationally targeted programmes, such as those in family planning, immunisation, oral 

rehydration therapy, maternal and child health, tuberculosis, vitamin A supplementation, and 

others’. Both this and the GHLC study (Balabanova et al., 2013) emphasise the key role of (mostly 

female) CHWs performing home visits to deliver priority services to each household. A high level of 

literacy among women, female’s empowerment (Balabanova et al., 2013), a good road infrastructure 

https://www.thelancet.com/series/bangladesh
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and domestic and government-supported manufacturing of essential drugs, have been key despite 

the low level of national income and high inequality (Balabanova et al., 2013).  
 

Gilson et al. (2017) explored the development of the health system in the Western Cape, charting 

the nature and sequence of its transformation since 1994. This represents an experience of a ‘whole-

system’ long-term intervention (the provinces in South Africa institute and manage their own 

systems), with governance being central to this process. The analysis demonstrates that among the 

key characteristics that facilitated reform was the continuity of policy development toward 

overarching goals, with each policy or intervention building on the previous one to ensure 

momentum was sustained.  Strong technical leadership, stability of the institutional framework, 

clear roles and insulation of senior management from turnover in the political sphere are all also 

important. This process was supported by increased budget allocation for health and increased 

efficiency, made possible through strategic and innovative use of resources. This was the result of 

strategic oversight, planning and management. 

 

Importantly, change occurred across all of the building blocks of the health system. For example, 

strengthening PHC involved health worker training, rehabilitating infrastructure, and improving 

medicine supply chains, which was made possible by governance restructuring with higher-level 

hospitals assuming new roles. The system transformation involved a shift from disease-control to 

comprehensive health care, despite the fact that some programmes, such as the HIV/AIDS 

programme, retained some elements of a vertical accountability model. It involved both reforms of 

the ‘hardware’ (physical resources, delivery models, human resource/drug supply, organisational 

changes), and the health system’s ‘software’ – both the ‘tangible software’ of developing routine 

managerial processes and planning and the ‘intangible software’ of values and norms. The 

hardware/software combination of reforms has been credited with sustaining strategic policy 

directions and ensuring stability and space for maintaining routines as well as experimentation. This 

process was associated with a significant increase in provincial per capita expenditure and utilisation 

of district services, with a 60% increase in PHC utilisation over a 12-year period (1999/2000–

2010/11) and increased use of district hospitals over a five-year period, above the population growth 

rate. Coverage and retention within many essential programmes (e.g. ART) also improved. 

 

This conceptualisation of governance transformation illuminates the multi-faceted processes 

involved in ‘whole-system’ governance change processes. This experience echoes closely the main 

findings of the Good Health at Low Cost project (Balabanova et al., 2013). Interestingly, some 

countries initiated this ‘whole-system’ transformation with a comprehensive and multi-faceted 

national plan (in Kyrgyzstan after the collapse of the USSR and subsequent political change, and 

following the influx of donor funds into Ethiopia) while others, such as the Western Cape, followed a 

gradual transformation that evolved over time. In that setting ‘whole-system change’ implied ‘a 

series of interrelated processes of adaptation and development, working across the multiple levels 

of the system and engaging multiple actors’ (Gilson et al., 2017). Both patterns respond to specific 

political contexts and windows of opportunities that shape the governance initiatives that are 

possible during any given time period.  

 

Governance need to be understood as a continuous process of designing, adapting and refining 

policies. In this sense, it is difficult to establish a cause and effect, but instead the attention should 

be on the pathway and its characteristics. This has underpinned the Overseas Development Institute 

(ODI) Development Progress project, which undertook case studies, including quantitative data 

synthesis, to explore drivers of progress across a range of sectors, including the social determinants 



Health systems strengthening evidence review  24 February 2019 

of health and wellbeing in Nepal, Rwanda, Mozambique, Cambodia and Sierra Leone (ODI, 2019). 

The project found a two-thirds reduction in under-fives mortality between 1990 and 2015 as a result 

of a comprehensive set of interventions (accelerated coverage of reproductive, maternal and child 

health indicators made possible through external funding). However, declines were also facilitated 

by often parallel investments and initiatives to improve coverage of essential services such as 

immunisation, nutrition, food security, access to clean water, and poverty reduction. 

 

Continuing the analysis in Rwanda, Thomson et al. (2018) undertook a multi-method analysis of the 

impact of a health systems strengthening intervention on maternal and child health outputs and 

outcomes in rural Rwanda 2005–2010. They demonstrated that integrated interventions that span 

the building blocks of the health system (investments in infrastructure, supply chain, health 

management information system, provider training and incentives, free essential services for the 

poorest), can expand coverage and lead to further significant improvements in infant and under-five 

mortality in the (rural) intervention areas, compared to the country average in 2005-2010. 

Composite coverage of child health interventions increased from 58% to 75% in the intervention 

area and from 59% to 74% in the other rural areas. Under-five mortality declined by an annual rate 

of 12.8% per 1,000 live births in the intervention area, against a decline of 8.9% in other rural areas. 

Improvements were most marked among the poorest households. The authors conclude that 

(locally-adapted) integrated health systems strengthening interventions can offer considerable 

advantages compared to vertical programmes, leading to a rapid expansion of service coverage and 

relatively rapid and dramatic improvements in population health outcomes. The analysis also found 

that such interventions help to narrow the inequalities in coverage and outcomes in the society. 

However, given the multiple funding sources, the role of the government in coordinating multiple 

partners and aligning strategies and resources can be critical. 
 

A new study of child survival across four African countries emphasises several core, underlying 

factors for improvement—all relating to the role of strong health governance and leadership in 

maternal, neonatal and child health (Haley et al., 2019).  

 

Health governance and broader administrative interventions (decentralisation) 

Health system governance initiatives are often part of a package of administrative decentralisation. 

However, there is scarce evidence on the impact of decentralisation on health outcomes. Panda and 

Thakur’s systematic review from India found mixed evidence for the impact of decentralisation on 

health systems: ‘effective management practices may facilitate a shift to decentralized local health 

systems rather than vice versa’. They noted that decentralisation may appear to affect performance 

positively or negatively as a result of other background factors (e.g. decentralisation did not alleviate 

the problems of retaining the PHC cadre in rural Nigeria as it delayed the timely payment of salaries 

and de-incentivised staff to work in rural PHC facilities) (Panda and Thakur, 2016). This mixed effect 

was also seen in a review by Sumah et al. (2016). Panda and Thakur quote a study by Khaleghian, 

who used cross-country time series data to assess the effect of decentralisation on immunisation 

coverage and found better coverage in decentralised settings in low-income countries, while the 

opposite was the case in middle-income countries (Khaleghian, 2004). The Panda and Thakur review 

found that, on balance, the effect of governance interventions implemented in decentralised 

schemes largely depends on context and quote a study by Atkinson and Haran that found only a 

tentative association between decentralisation and improved performance (for five of our 22 

performance indicators), suggesting that ‘good management practices led to decentralized local 

health systems rather than vice versa, and that ‘any apparent association between decentralization 

and performance could be an artefact of the informal management’. The authors of that study 
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conclude that ‘the wider political structure strongly influenced the performance of local health 

systems’ (Atkinson and Haran, 2004).  

 

Perks et al. (2006) reported on a comprehensive PHC programme in a remote province of Lao PDR 

that focused on strengthening district health management, in addition to improving access to health 

facilities and integration of primary health care activities. Over the course of more than a decade, 

the programme increased service access and service utilisation and decreased infant, child and 

neonatal mortality (Perks et al., 2006).  

 

The second observational study compared performance of centralised and decentralised providers in 

rural areas of Mexico, and found that households served by centralised providers reported less 

regressive out-of-pocket expenditure and higher utilisation of preventive services (Vargas 

Bustamante, 2010).  

 

Sumah et al., systematically reviewing the literature on the implications of decentralised governance 

of health care on equity in health, health care and health financing, found nine studies (Sumah et al., 

2016). Similar to the review from India, it found mixed impacts for decentralisation, suggesting that 

it could either lead to equity gains or exacerbate inequities. The authors suggest that the impact of 

decentralisation is mitigated by socio-economic disparities and the health system context, and 

depends on pre-existing inequalities. This was the case in China where decentralisation may have 

increased the existing inequalities in access to health care, and through this the inequalities in health 

outcomes, however, this process occurs in the context of large socio-economic factors that influence 

health which are a ‘contributory factor’ to the problems emerging in decentralised China. Similarly, 

where there are large financial barriers to access, decentralisation can lead to inequities in health 

financing between sub-national jurisdictions, requiring substantial central government transfers and 

cross-subsidisation. The impact of decentralisation is also dependent on other reform packages that 

are implemented in parallel. 

 

Conclusion 

The literature exploring health systems governance demonstrates that interventions and policy 

change in this area can improve health, access to services and responsiveness ( 

Table 2). Initiatives to improve how health systems are governed and perform often address what is 

understood to be the essence of health systems strengthening.  

 

There is an increasing body of evidence that suggests that governance-specific interventions, 

including civil participation and engaging community members with health service structures and 

processes, can lead to tangible health improvements, as well as improved service uptake and quality 

of care. Leveraging collaborative models involving different stakeholders and health units and other 

sectors to work towards a clear objective – managing a particular service or unit - is found to achieve 

results. Capacity development and mentoring is particularly important to enable this process. 

Leadership and management training remains a key ingredient in improving governance and health 

systems strengthening in LMICs. Context here is critical, e.g. government acceptance of shifting 

authority to community organisations or shared societal values in line with pro-equity and gender 

equality policies.  

 

Given this context-dependence, the fluidity of the governance intervention and the time lags 

involved, the opportunity to apply randomised designs is limited and methods are mostly qualitative. 
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Few studies (such as BHOMA) are able to take mixed methods approaches. The studies from South 

Africa and Kenya demonstrate the value of longitudinal qualitative work in ‘learning sites’ to obtain a 

better picture of the impact of governance on intermediary and health outcomes.  

 

Furthermore, most interventions in other blocks have a governance component – as each of these 

functions needs to be regulated, managed, resourced, and monitored. Each function is strengthened 

by a good governance framework, such as a delivery model that involves supported community 

members, or a human resource intervention that relies on policy on promotion and deployment and 

responsive management. Investments cannot seek to separate these, and on the contrary, should 

attempt to mainstream governance in all funding and programmatic streams.  

 

The set of studies demonstrating whole-system change (which is growing) is somewhat difficult to 

interpret. These are overarching health systems strengthening policies often involving 

comprehensive programmes that intersect with almost all building blocks. However, there has been 

a clear emphasis in the relevant literature that governance is the single most important factor in 

these programmes and has underpinned all interventions that have ultimately led towards 

improving health and progress towards universal coverage. Health system governance and broader 

good governance have been credited with achieving improvements even where resource inputs 

have been insufficient; the Good Health at Low Cost study and other work have demonstrated that 

achievements in access and health outcomes were sought and attained even during crises (e.g. the 

Asian financial crisis, tsunami, flooding, the fall of a communist regime and a political revolution etc.) 

and despite countries being at a lower level of wealth than their neighbouring countries (Kuruvilla et 

al., 2014; ODI, 2019). In fact, such crises may have promoted partnerships and political momentum 

that has enabled innovative and coordinated solutions. The concept of whole-system governance 

approach involves: political elites invested in change and taking into account windows of 

opportunity, a national plan, comprehensive and coherent reform programmes addressing multiple 

building blocks over significant periods of time and allowing for lesson learning, and policy 

adaptation to changing the environment.  

 

Evidence on what governance interventions and polices are best suited to which contexts is still 

limited, especially in conflict, post-conflict countries, and those transitioning from aid or under 

different political arrangements. Furthermore, a more in-depth understanding of the informal 

systems that govern the behaviour of all health systems actors (patients, providers and bureaucrats), 

which shape their actions and determine whether health policies and interventions achieve their 

intended outcomes, is still underway. Another key gap in knowledge is what happens after the 

governance-specific or cross-block interventions end - what is the longer-term impact on 

sustainability, equity and empowerment of local actors? An emerging area of debate on potentially 

effective interventions is how ICT and mobile technology enable implementation of governance 

improvements, enforcement of rules (e.g. a large-scale online platform for submitting health-sector 

related complaints is being implemented in Indonesia) and equip progressive actors to implement 

innovations. No studies in this area were identified.  

 

A more pragmatic strategy to improve governance and leadership is to ensure that actions in all 

health systems functions/blocks are appraised in terms of their impact on governance. This can lead 

to designing data collection mechanisms and indicators that allow for comprehensive assessment of 

governance, the inputs required but also conceptualising the plausible pathways from improved 

governance to accelerated health improvements and coverage. Efforts in this area have so far lagged 

behind work on other systems functions. 
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Leadership & 
governance 

 
 

Service access  
& coverage 

Service quality 
& 

responsiveness 

Improved health Equity of 
outcomes 

Financial 
equity and 

risk 
protection 

Cost-
effectiveness 

Key references Overall comments on field, including important spillover 
effects and contextual factors 

 
 
 
Domain 1.  
 
Governance 
and 
leadership–
centred: 

Governance - 
immunisation 
coverage 

Responsiveness 
to community 
needs, values 

14 studies 
indicated positive 
associations 
between 
governance and 
health outcomes 
(<5 mortality rate, 
life expectancy, 
maternal 
mortality). (9 
direct link, in 5  
indirect, acting 
with contextual 
factors). 

? ? None? Reviews/multi- 
country:  
Ciccone et al., 2014  
Samuels et al., 2017 
Rohde et al., 2008 
 

 

Mixed evidence on link between governance and outcomes, 
it appears that it is mediated by community/end user buy-in 
where there is a fit with local needs, values and 
participation (e.g. community monitoring, accountability). 
Impact of governance initiatives is often indirect – via spill 
over to other building blocks, Even where there is a link 
between governance and outcomes, it is rooted in effective 
local governance, social development and community 
empowerment. The impact of governance is constrained by 
availability of aid and coverage of interventions. 
Mixed results on association between national governance 
and improving outcomes, and hard to replicate.  

 Perceived 
reduced barriers 
to accessing 
services (better 
patient 
management, 
follow-up, team 
work across types 
of health 
workers) 

Improved 
quality of care 

Results are not yet 
available (aims to 
measure impact 
on mortality) – 
forthcoming 
papers 

   Better Health 
Outcomes through 
Mentoring and 
Assessment (BHOMA) 
(Mutale et al., 2017; 
Mutale et al., 2018; 
Mutale et al., 2013; 
Mutale et al., 2014; 
Mutale et al., 2017) 
ZMLA, Mutale et al., 
2017  
Doherty et al., 2018 

 

Positive or neutral changes in health system performance 

indicators, and in some outcomes (further analysis is 

forthcoming). Some negative effects (adherent to protocols 

led to longer waiting times). Community mobilisation and 

engagement of traditional leaders are key intermediating 

factors.  

Reported improvements of human resource capacity, 

management competence, motivation, with indicated 

plausible associations with improved system performance, 

management and operation; no impact on outcomes 

measured. 

 
 
 
Domain 2.  
 
‘Governance 
plus’: 

Mixed but 
examples of 
impact in specific 
contexts (the 
contribution of 
governance is 
difficult to 
establish) 

Mixed but 
examples of 
impact in 
specific 
contexts (the 
contribution of 
governance is 
difficult to 
establish) 

Mixed but 
examples of 
impact in specific 
contexts (the 
contribution of 
governance is 
difficult to 
establish) 
 

Some - - Watt et al. (2017) 
review 
Ciccone et al., 2014 
review  
Bright et al., 2017 
review 

Interventions across blocks/ combined but with a 
governance focus/spill over of governance/ leadership 
interventions common – seen as critical in facilitating or 
inhibiting integration. Indications that it has improved 
health and social outcomes. 
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Leadership & 
governance 

 
 

Service access  
& coverage 

Service quality 
& 

responsiveness 

Improved health Equity of 
outcomes 

Financial 
equity and 

risk 
protection 

Cost-
effectiveness 

Key references Overall comments on field, including important spillover 
effects and contextual factors 

 
 
Domain 3.  
 
National 
system-wide 
programmes 
 

Yes – on maternal 
and child health, 
neglected tropical 
diseases (but the 
contribution of 
governance is 
difficult to 
establish) 

Limited Yes – on maternal 
and child health, 
neglected tropical 
diseases (but the 
contribution of 
governance is 
difficult to 
establish) 

Yes Yes - GHLC, Balabanova et 
al., 2013;  
Balabanova et al., 
2011 
Samuels et al., 2017 
Rohde et al., 2008 
Kuruvilla et al., 2014  
Chowdhury et al., 
2013 
Gilson et al., 2017 
ODI, 2019 
Thomson et al., 2018 
Haley et al., 2019 

Most whole-system studies emphasise the core role of 
governance in achieving intermediary and health outcomes. 
Governance is seen not only to support each building block 
but also to be the underlying framework for effective 
implementation. Link is made with political governance, 
through the link to political commitment for effective 
programmes. Multiple effects on health systems 
strengthening established. 
 

 

Health 

governance 

and broader 

administrative 

interventions 

(decentralisati

on) 

 

Mixed - 

governance acts 

within 

decentralisation 

 Mixed 
(governance acts 
within 
decentralisation) 

 Limited –
(governanc
e acts 
within 
decentralisa
tion) 

 Panda and Thakur, 
2016 review 
Khaleghian, 2004 
Atkinson and Haran, 
2004 
Perks et al., 2006 
Vargas Bustamante, 
2010 
Sumah et al., 2016, 
review 

Health system governance initiatives are often within the 
context of health system decentralisation. Evidence of 
improved coverage, outcomes and financial protection in 
specific contexts. 

 

Table 2: Summary table on effects of governance interventions 

javascript:;
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Workforce 

Kinds of interventions included and interlinkages between them 

Shortages of health workers are reported in most countries, especially LMICs – sometimes as a 

consequence of migration to HICs to address their shortages.  Workforce supply is largely a function 

of training output, attraction to jobs – with pay being a major factor which is largely dependent on 

financing - and the mechanism of recruiting and selecting, without excluding sections of society, 

appropriately skilled health workers into the labour market and more specifically into health 

institutions.  A final factor affecting workforce supply is the ability to retain skilled health workers at 

particular institutions or in the health labour market more generally.  

 

A second major challenge with the workforce is the distribution of health workers to ensure 

equitable access to services, with the major areas affected by maldistribution in LMICs being remote 

rural locations. The distribution of health workers is managed through effective deployment systems 

and, in some cases, additional incentives. 

 

The third area of challenge is the performance of health workers. While the focus is often primarily 

on the individual, the organisation of work, the management, supervision and appraisal of health 

workers and ensuring that competencies are updated are all needed to improve health workforce 

performance.  Because of the shortage of skilled health workers, employers have taken to 

reorganising the skills mix of the workforce or reallocation of work often to lower cadres in a process 

known as task-shifting or task-sharing, linking efficiency gains to improving workforce supply. The 

effectiveness of the health workforce is dependent on other health systems components such as 

information, finance and leadership and governance, and collaboration in the health sectors. 

 

A key characteristic of effective human resource management is the use of linked and coordinated 

human resource management (HRM) interventions (Buchan, 2004). Coordination is also needed 

between HRM and other health systems components such as information, finance and governance.  

These elements were used to guide the development of a review on HRM – in this case in post-

conflict contexts – by Roome et al. ( 2014) as shown below, which highlights some of the key 

intervention areas within HRH. 

 

Table 3: Framework for analysing HRM publications  

 



Health systems strengthening evidence review  30 February 2019 

Source: Roome et al. 2014 
 

Many HRH interventions also follow the labour market structure (see figure below). 

 

Figure 1: Policy levers to shape health labour markets 

Source: https://www.who.int/hrh/resources/global_strategy2030en-printversion.pdf 
 

 

 

Discussion of links to HSS 

As indicated in the figure below, human resources are a core component in enabling the realisation 

of UHC and health system goals, with different HR dimensions enabling or blocking the reality of 

service delivery. In addition, HR policy directly affects leadership capacities and performance, linking 

to governance. 

 

 

 

 

 

 

 

 

 

https://www.who.int/hrh/resources/global_strategy2030en-printversion.pdf
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Figure 2: Dimension of universal health coverage pertaining to human resources for health: effective 
coverage  

Source: Campbell et al., 2013: 854 

  

State of the literature 
The human resources field has a well-developed menu of prioritised actions, as reflected in policy 

documents such as the Workforce 2030 (WHO, 2016), which emphasise the importance of HR goals 

not only for health systems and health but also the wider economy. Much evidence synthesis has 

already fed into global agenda setting, including studies linking health workforce density with health 

outcomes (Castillo-Laborde, 2011). However, studies of specific HSS interventions for HR tend to be 

short term, missing on longer term effects. More macro interventions – for example, the 

effectiveness of creation of HRH observatories, of HRH strategies, or approaches to strengthening 

HR information systems – are under-evaluated. 

 

Evidence on effects  

Recruitment and selection 

Recruitment to public service is often seen as an opportunity for nepotism and patronage (Lewis, 

2006). There are also problems of ineffectiveness and delays as well as poorly controlled selection 

processes as found in the health service in India (Purohit and Martineau, 2016). Whereas political 

bias was found in recruitment in post-conflict Rwanda, it was reported that there was some 

improvement in this situation when the Public Services Commission was established in 2002 (UN, 

2010). However, since mid-2000 donors have become more open to funding health worker salaries 

under certain conditions and these programmes have been able to bypass normal government 

recruitment systems to fast-track and regulate the recruitment process e.g. (Adano, 2008).  The 

Kenyan Emergency Hiring Plan, funded by PEPFAR, managed to rapidly recruit 830 new staff in 2007, 
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and evaluation showed this led to increased access to services (Fogarty et al., 2009).  A much bigger 

scheme was introduced in Malawi, with funding from DFID and Global Fund. Recruiting across 11 

priority cadres, the health workforce was increased by 53% between 2004 and 2009. Using the Lives 

Saved Tool (LiST) the evaluators calculated that 13,187 lives had been saved due to increased 

coverage (O’Neil et al., 2010). However, a review of other similar funding arrangements to increase 

staffing  found that there was a lack of information on the determination of payment rates, 

negatives consequences and, most importantly how payments – and therefore staffing – would be 

sustained at the end of the grant period (Vujicic et al., 2012). 

 

Interest has grown in understanding labour market dynamics, which influences recruitment into, 

movements within and exits from organisations at one level and the labour market as a whole at a 

higher level (e.g. McPake et al., 2013; Scheffler et al., 2016). A number of labour market studies 

were carried out at country level by WHO around 2013, but this activity appears to have stopped 

and has recently restarted (see https://www.who.int/hrh/labour-market). There has been significant 

research into roles in leadership and the delivery of health services by women which has identified 

occupational segregation and disadvantage regarding pay rates, career pathways and decision-

making power (Magar et al., 2017).  This has an important impact on the availability and efficiency of 

the use of human resources.   

 

Since the 1990s there have been attempts to improve workforce planning by getting a clear estimate 

of need using Workload Indicators of Staffing Need (WISN). The process was computerised and 

guidelines developed by WHO in 2010 (WHO, 2010). Since then, there have been numerous reports 

of the use of the methodology and a review of experiences in four African countries. The main 

findings were that the approach was helpful in giving more accurate information on staffing needs 

which can be used for determining staffing norms and standards. The approach is, of course, reliant 

on accurate staffing data which some countries may not have and there is limited expertise available 

for using the WISN methodology (World Health Organization, 2016). Nevertheless, the approach 

continues to be used (Asamani et al., 2018). While these studies and methodologies do not improve 

workforce effectiveness on their own, they can inform strategies to improve planning, recruitment, 

deployment and retention and are therefore a sound investment. 

 

Deployment 

The systems of deployment – the initial posting and subsequent transfer to other posts – is subject 

to the same risks of “capture” as recruitment and selection (Schaaf and Freedman, 2015; Purohit et 

al., 2016), given the value of jobs and their location. It is particularly problematic for filling posts in 

remote rural areas. This prompted WHO to commission evidence-based recommendations to 

address this challenge (WHO, 2010). The recommendations covered four key areas (see below) and 

example strategies are provided for each area. The evidence for each recommendation was 

reviewed using the GRADE system and designated as “low” quality as most was derived from 

observational studies. 

 

 

 

 

 

 

https://www.who.int/hrh/labour-market
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Table 4: Categories of interventions used to improve attraction, recruitment and retention of health 
workers in remote and rural areas. 

Source: WHO, 2010 

 

The recommendation is that several strategies should be bundled together to produce a more 

coherent approach to addressing the problem. Early testing of these guidelines in Europe and Asia 

included improved staff distribution as an outcome (Buchan et al., 2013). The evidence still remains 

weak for this complex area of intervention (Behera et al., 2017), though it is understood that WHO is 

now planning a review of the 2010 guidelines. There are few examples of attraction and retention 

strategies that are tracked over time. The Zambian Health Worker Retention Scheme (ZHWRS) for 

rural areas, which started in 2003, was initially financed by the Dutch government and initially only 

targeted doctors. This was deemed to be successful in attracting 68 Zambian nationals into remote 

posts (Koot and Martineau, 2005). However, a later evaluation of the programme when it had 

expanded to cover a larger number of cadres concluded that it had failed to decrease attrition rates 

and increase recruitment of critical health care service providers (Gow et al., 2013). 

Another way of filling posts in underserved areas is through the use of a bonding mechanism, usually 

tied to repayment of training costs (Frehywot et al., 2010).  Studies in a number of countries, e.g. 

Turkey and Thailand, demonstrated improved staffing in rural areas. One study in South Africa 

reported that better staffing levels led to shorter waiting times and better support to outlying clinics 

(Reid, 2003). 
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Workforce performance  

Much effort has been invested in ensuring health workers have the competencies they need, but the 

challenge is then to support and encourage the use of them to provide effective service delivery.  

While a lot of research covers what motivates staff (Borghi et al., 2017) , there is less evidence on 

what managers can do to improve workforce performance. On the ‘support’ side there is evidence 

that audit and feedback, as well as managerial supervision, lead to improvements in service quality 

but to little difference in patient outcomes or utilisation of services (Ivers et al., 2012; Bosch-

Capblanch et al., 2011). Supervision can lead to improved productivity (Frimpong et al., 2011). The 

effects of educational outreach visits and continuing education meetings on professional 

performance have been found to be small (O’Brien et al., 2007; Forsetlund et al., 2009). 

There has been increasing interest in linking financial reward to performance. This may reward the 

organisational or the individual – or both. A Cochrane review carried out in 2012 found that the 

evidence was too weak to draw conclusions about the effectiveness in improving performance 

(Witter et al., 2012). A study in Pakistan found that the scheme was seen as more of a salary top-up 

with little relation to individual performance. In fact, there were negative side-effects related to 

team work and sustainability (Witter et al., 2011). While pay for performance demonstrates a good 

integration between the health system’s components of finance and human resources, it is often 

difficult to determine the effect on individual health workers. However, Baral et al carried out a 

study using performance-based management with a financial component but carefully observed the 

effect on individuals. They found that there was a significant increase in job satisfaction (which 

would lead to improved performance), but importantly there was a significant decrease in 

absenteeism – a major impediment to workforce performance. Improved health worker 

performance was linked to increased immunisation coverage and increases in ante-natal check-ups 

(Baral et al., 2018). Individual performance contracts have been introduced in a number of countries 

across public service for senior cadres, for example in Kenya and Cambodia, where in the latter case 

this helped reduce absenteeism and informal payments (Vujicic et al., 2009), though implementation 

of such schemes has been problematic, for example in Malawi (Tambulasi, 2010) and Sierra Leone 

(Martineau and Tapera, 2012). While some form of performance-based incentive may be 

appropriate in stable contexts, this becomes more problematic in conflict or crisis-affected 

environments where regulatory systems may be weak (Witter et al., 2012). 

 

Other approaches to improving performance include working at the organisational level and 

developing a culture of performance. A study of a well-performing hospital in Ghana identified 

teamwork, recognition and trust as key elements of the organisational climate which led to 

organisational commitment (Marchal et al., 2010). This kind of ‘organisational development’ 

approach is broad and takes time and has not been tested on a wider scale.   

 

Vasan et al. reviewed interventions to support and improve performance of primary health care 

workers. They differentiated five approaches: 1. supervision, 2. mentoring, 3. tools and aids, 4. 

quality improvement methods and 5. coaching.  They found evidence of improvements in service 

quality and increased service coverage but due to the variation in approaches, comparability of 

interventions and transferability of results was limited (Vasan et al., 2017). The most extensive 

review of strategies of improving workforce performance has been carried out by the Health Care 

Provider Performance Review project (www.hcpperformancereview.org) (Rowe et al., 2018).  This 

examines strategies that go beyond the normal human resource management scope including 

community support, strengthening infrastructure, group problem-solving etc. The quality of 

evidence is mostly moderate to weak. A key finding is the importance of combinations of strategies, 

http://www.hcpperformancereview.org/
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such as of training and supervision. These combinations had larger effects than single strategies. 

There is some evidence about impact on service quality. A searchable database of interventions is 

available on the website.  

 

The effects of educational outreach visits and continuing education meetings on professional 

performance have been found to be small (O’Brien et al., 2007; Forsetlund et al., 2009), although 

studies reported positive impact of improvement teams on service uptake and quality in maternal 

health services (Mwaniki et al., 2014) and of a leadership development course for physiotherapists 

on service coverage (Pascal et al., 2017). 

 

Perrier et al. assessed the effectiveness of multi-faceted interventions encouraging the use of 

systematic reviews in clinical decision making. Of two trials from middle-income countries one found 

no impact on professional practice change, the other reported improvement in service quality 

(Perrier et al., 2011). In a review on tailored interventions to address determinants of practice, the 

effect was shown to be variable and small (Baker et al., 2015). 

 

There is limited evidence on interventions for hiring, retaining and training district health system 

managers. In a review published in 2013, Rockers et al. included only two studies and found that 

private contracts with international NGOs lead to improved service uptake but no effect on health 

outcomes, while intermittent training courses led to improvements in performance. Similarly, a trial 

investigating the impact of a management strengthening intervention, including workshops and 

follow-up meetings, reported positive impacts on workforce strengthening and service delivery 

(Martineau et al., 2018). 

 

Skills mix/task-shifting 

Task-shifting became popular with HIV/AIDS programmes because of the high level of available 

funding and the low availability of more highly-skilled health personnel. A guide book has been 

developed by WHO for task-shifting for HIV/AIDS programmes (WHO, 2007) and an electronic guide 

on Maternal and Newborn Health (WHO, 2012). In a review of task-shifting and sharing in the area of 

Maternal and Reproductive Health, Dawson et al claim that “shifting obstetric surgery, anaesthesia 

and abortion tasks may not compromise performance or patient outcomes”, but that more support 

and incentives may be needed for people taking on new roles (Dawson et al., 2014: 396).  It is 

possible to deliver programmes safely and effectively and expand coverage using task-shifting (Polus 

et al., 2015) but the operationalisation of such programmes can be challenging (Okyere et al., 2017). 

 

A systematic review in 2018 identified 122 reviews (Scott et al., 2018), indicating the importance of 

this approach to reorganising the way work is done. The review focused on the design and 

operations of the CHW programmes, but not the impact. General HR practices such as training, 

supervision and logistical support were identified as being important to the success of the 

programmes. CHW programmes have been found to promote more equitable access (McCollum et 

al., 2016). Their programmes being properly integrated with the wider health system and the 

programme being properly embedded in the community are important factors (Woldie et al., 2018). 

A review of 39 systematic reviews of community health volunteers in 2018 (Woldie et al.) reported 

that ‘most concluded the services provided by CHVs were not inferior to those provided by other 

health workers, and sometimes were better. However, CHVs performed less well in more complex 

tasks such as diagnosis and counselling. Their performance could be strengthened by regular 

supportive supervision, in-service training and adequate logistical support, as well as a high level of 
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community ownership. The use of CHVs in the delivery of selected health services for population 

groups with limited access, particularly in LMICs, appears promising. However, success requires 

careful implementation, strong policy backing and continual support by their managers’. 

 

The key findings are reflected in the table below, structured using the same headings as above. 

 

Conclusion 

There is increasing understanding of the political economy of HRM in the public sector, but other 

than contracting out functions like recruitment, there are no clear ways of avoiding nepotism and 

patronage in the recruitment and selection processes. The increased use of labour market analysis is 

assisting the development of relevant recruitment (and retention) strategies. Evaluations are only 

available for donor-funded initiatives for increasing recruitment and, though effective in the short 

term, there are challenges of sustainability. Strong evidence on strategies for attracting and 

retaining staff, particularly in underserved areas, is still lacking. The HRM literature points to the 

need for integrated strategies for improving workforce performance and evidence of this has been 

found by researchers, but this then poses difficulties for researchers to identify what combination of 

strategies works in what contexts. Research on organisational development is perhaps more 

promising for delivering change, but whereas it may work in smaller semi-autonomous institutions, 

it is likely to be more challenging across a whole ministry as the introduction of performance 

contracts has shown. Research on work organisation and job design – in particular in relation to task-

shifting – is helpful for specific cadres and areas of service delivery.     
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Table 5: Summary table on effects of HRH Intervention 

Health 
workforce 

topic 

Service 
access & 
coverage 

Service quality 
& 

responsiveness 

Improved 
health 

Equity of 
outcomes 

Financial 
equity and 

risk 
protection 

Cost-
effectiveness 

Key references Overall comments on field, including important spillover 
effects and contextual factors 

 
Recruitment 

and 
selection 

+ + Estimated 
by one 
study 
using the 
Lives 
Saved 
Tool 

none none none Adano, 2008 
Fogarty et al., 2009 
Vujicic et al., 2012 
 

Much work is being done on understanding how to expand 
the workforce, but evaluations are only available for 
donor-funded initiatives 

 
Deployment 

+ none none none none none WHO, 2010 
Buchan et al., 2013 
Behera et al., 2017 
 

Most of the evidence is relatively weak and only supports 
increased service access and coverage 

 
Workforce 

performance 

none + none none none none Witter el al., 2012 
Rowe et al., 2018 
Bosch-Capblanch et al., 
2011 
Marchal et al., 2010 

Evidence of the effects of interventions is generally weak. 
A combination of strategies to improve workforce 
performance is recommended 

Skills 
mix/task 
shifting 

+ Many not lead 
to a reduction 
of quality 

none none none none WHO, 2012 
Scott el al., 2018 
McCollum et al., 2016 
 

In LMIC this is largely used for increasing the availability of 
service in response to shortages of professional health 
workers.  There may not necessarily be a loss in quality 
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Financing 

Kinds of interventions included and interlinkages 

Within the health financing literature, interventions are often grouped according to the health 

financing ‘functions’. For example, in a recent review of health financing in fragile and conflict-

affected states (Witter and Bertone, 2018), thematic analysis followed the table below. 

 

Table 6: Thematic framework for health financing interventions 

Main element 

of health 

financing 

 

Theme (and sub-themes that are included) 

 

 

 

 

 

 

Revenue raising 

/ pooling 

Public spending  

 tax mobilisation level, progressiveness, government allocation to 

health sector 

Private spending 

 (OOPS, catastrophic expenditures, informal payments, etc.) 

External aid  

 trends in aid levels, aid dependency, coping with too little or too 

much funding, aid coordination and effectiveness, influence of 

external actors 

Insurance / mutuelles 

User fees, exemptions and targeted exemptions 

Health Equity Funds 

Aid coordination mechanisms 

 Health Pooled Funds / Multi-donor Trust Funds / technical assistance 

/ etc. + transitional funds 

 

 

 

Purchasing 

Active or passive purchasing  

 fragmented purchasing, or no purchasing at all  

Contracting  

 contracting in, contracting out 

Performance-based financing 

Resource allocation  

Provider payments 

Demand-side financing (vouchers, cash transfers etc.) 

Benefit 

packages & 

service 

provision 

Regulation, especially of non-state providers  

Basic packages of health services  

Role of the private sector / non-state actors, NGOs 

 role in service provision, coordination (or not) at local level, etc. 

Cross-cutting 

issues 

Governance  

 transparency and accountability, capacity of local institutions, 

legitimacy of the state, policy processes and windows of opportunity, 

path dependency  

Public financial management  

 fragmented PFM / cash flows and procurement done in parallel, 

input-based budgeting, lack of links between plans and expenditure, 

etc. 
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Adapted from: Bertone et al. 2019 
 

It is important to note, first, that interventions rarely fit cleanly into only one functional area, e.g. 

PBF often combines features of resource mobilisation, pooling, purchasing and influencing benefits 

package entitlements for specific populations. Secondly, the interlinkages with other health system 

‘pillars’ is clear – for example, provider payments are a core interest for health financing, but also an 

important topic for health staff. Finally, reforms are commonly introduced as complex packages 

(with more than one change, even within the health financing arena), which are also dynamic, with 

reforms being introduced in waves and modified over time, all of which challenges any attribution of 

effect. 

 

Discussion of links to HSS 

The discussion of inputs and HSS is highly relevant to the health financing area. Does the addition of 

resources – for example, via increased donor funding or through a specific mechanism such as 

conditional cash transfers – constitute a strengthening of the system? Clearly, this is not necessarily 

the case, however, the way in which such funding is provided may, in some cases, provide benefits 

such as better targeted public expenditure or increased responsiveness. The important question is, 

therefore, less about the type of intervention (its formal label), and more about how it is designed, 

implemented and iteratively managed over time, contributing to the development of positive 

functional features and core health financing capacities. WHO has recently been trying to define 

these positive functional features. The table below gives a summary. 

 

Table 7: Guiding principles for health financing reforms in support of UHC (in summary form) 

1. Revenue raising (RR) 

Move towards a predominant reliance on public/compulsory funding sources  

(i.e. some form of taxation) 
(RR1) 

Increase predictability in the level of public (and external) funding over a period of 

years 
(RR2) 

Improve stability (i.e. regular budget execution) in the flow of public (and 

external) funds  
(RR3) 

2. Pooling revenues (PR) 

Enhance the redistributive capacity of available prepaid funds (PR1) 

Enable explicit complementarity of different funding sources  (PR2) 

Reduce fragmentation, duplication and overlap  (PR3) 

Simplify financial flows  (PR4) 

3.  Purchasing services (PS) 

Increase the extent to which the allocation of resources to providers is linked to 

population health needs, information on provider performance, or a combination  
(PS1) 

Move away from the extremes of either rigid, input-based line item budgets or 

completely unmanaged fee-for-service reimbursement 
(PS2) 

Manage expenditure growth, for example by avoiding open-ended commitments 

in provider payment arrangements 
(PS3) 

Move towards a unified data platform on patient activity, even if there are 

multiple health financing / health coverage schemes 
(PS4) 
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4. Benefit design and rationing (BR) 

Clarify the population’s legal entitlements and obligations (who is entitled to what 

services, and what, if anything, they are they meant to pay at the point of use) 
(BR1) 

Improve the population’s awareness of both their legal entitlements and their 

obligations as beneficiaries 
(BR2) 

Align promised benefits, or entitlements, with provider payment mechanisms (BR3) 

 

These form a first level set of indicators for judging health financing interventions in relation to their 

likely contribution to UHC. UHC’s intermediate and final goals (see below) indicate whether a health 

system is strong, in the sense of being able to deliver full, fair, quality health care coverage with 

financial protection.   

 

 

Figure 3: UHC goals and intermediate objectives influenced by health financing policy 

 

Source: (Kutzin et al., 2017) 

 

It is, however, important to recognise the very different contexts which are faced across LMICs. In 

some of these settings (e.g. acute crises or gradual collapse of functions), appropriate goals for 

health financing may be not so much advancing UHC but preventing loss of gains – for example, 

preventing a reversal of financial protection as budgets collapse and out of pocket payments replace 

them (Witter and Bertone, 2018). Whether this is regarded as HSS is debatable, however, it may be 

the right strategy in specific contexts, as we highlight above. 
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State of the literature 

The literature on health financing comes with similar health warnings to other areas of health 

systems research: 

 

 Variable focus: some interventions are studied more than others, reflecting a range of factors, 

including donor interest, feasibility etc. Having more studies on a topic does not necessarily 

indicate its higher priority – for example, Witter and Bertone (2018) note that ‘the literature on 

health financing in fragile states focuses quite heavily on some countries – Afghanistan being by 

far the most highly documented – while others receive very little attention. Equally, some topics 

have received much more research attention than others, with aid coordination dominating, and 

some topics such as purchasing, quality of care, provider regulation, resource allocation, 

efficiency, and data and financial management systems are either totally or relatively neglected, 

perhaps because these are seen as less urgent issues in FCAS settings. They are, however, 

arguably equally or more critical to health financing and systems performance here’. Similarly, 

there is a bias towards what are seen as new interventions (like PBF or demand-side financing), 

which often receive considerable funding and study attention, while ‘older’ approaches have 

often not been fully evaluated.  

 Quality issues: It is also important to note the variable quality of studies reviewed, especially in 

FCAS contexts (Witter,2012). Many are hampered by poor data quality, given the challenging 

settings (Woodward et al., 2016), and a significant proportion are conducted by designers and 

implementers of health financing reforms and are therefore not independent. Many are 

commissioned by external agencies and there is therefore likely a neglect of smaller, local and 

more home-grown reforms (Witter and Bertone, 2018). Silos are also observed: the literature on 

fragile and post-conflict settings also tends to be distinct from that oriented towards 

humanitarian settings, mirroring organisational and funding differences. Many studies are also 

carried out shortly after implementation, when unrealistic early ‘pilot’ effects are observed, or 

when interventions are not yet fully bedded in. Longer term studies, though much fewer, should 

be given more weight in evidence reviews. 

 Interpretation: Lack of robust evidence is no indication of lack of effect, given the points above 

and some of the challenges of evaluating complex interventions in dynamic settings. Equally, 

however, evidence of effects is not necessarily generalisable to other settings, given contextual 

differences and widespread heterogeneity of design of interventions, even those falling under 

one label of ‘type’ of intervention. What is important, therefore, as highlighted by realist 

methodology, is to understand how certain mechanisms of change (e.g. increasing motivation of 

staff, increasing responsiveness of managers, enabling more effective working conditions to 

provide quality care) can be triggered and sustained (and at what cost) in different 

environments. 

 

Evidence on effects 

With all of the above health warnings in mind, some key findings (non-comprehensive, given the 

broad sweep of topics) are reflected in the table below, structured according to key health financing 

topics and our outcomes of interest.
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Table 8: Summary table on effects of health financing interventions 

Health 
financing 

topic 

Service 
access & 
coverage 

Service quality 
& 

responsiveness 

Improved 
health 

Equity of 
outcomes 

Financial 
equity and 

risk 
protection 

Cost-
effectiveness 

Key references Overall comments on field, including important spillover 
effects and contextual factors 

 
 
 
 
 
 
 
 

Public 
spending 

 

+ + + 
A number of 
studies 
using cross-
country 
analysis 
found 
negative 
relationship
s between 
public 
health 
expenditure 
and life 
expenditure
, and child 
and infant 
mortality in 
particular. 
Less 
relationship 
found for 
maternal 
mortality 

+ + Limited 
evidence for 
LMICs 

Makuta and O’Hare, 
2015 
Farag et al., 2013 
Rana et al., 2018 
 
 
 

Quality of governance is a mediating factor, with the power 
to double elasticities in one study. 
 
As would be expected, relationships are more powerful for 
lower income countries. 

 
 
 
 
 
 

Private 
spending 

 

Negative 
impact, if 
out-of-
pocket, as is 
the bulk of 
private 
expenditure 
in LMICs  

Mixed Mixed -
positive 
impact on 
health 
outcomes of 
higher total 
private 
spend in 
some 
contexts, 

- - Limited 
evidence for 
LMICs 

Novignon et al., 2012 
Rad et al., 2013 
Raeesi et al., 2018 
 
 
 

High private spend has implications for whole of health 
market structure, so substantial spill overs for HRH etc. 
Equally, the market structures will strongly influence 
outcomes of spending and its efficiency. 

https://www.ncbi.nlm.nih.gov/pubmed/23266896
https://www.ncbi.nlm.nih.gov/pubmed/30012137
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3533939/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3937925/
https://www.ncbi.nlm.nih.gov/pubmed/30159286


Health systems strengthening evidence review  43 February 2019 

Health 
financing 

topic 

Service 
access & 
coverage 

Service quality 
& 

responsiveness 

Improved 
health 

Equity of 
outcomes 

Financial 
equity and 

risk 
protection 

Cost-
effectiveness 

Key references Overall comments on field, including important spillover 
effects and contextual factors 

though to a 
lesser 
extent than 
public. 
Negative or 
neutral in 
others (e.g. 
one study in 
EMRO).   

 
 
 

External aid 
 

+ + + 
Positive but 
small 
effects 
found for 
indicators 
like under-
iMR. 

+ + Limited 
evidence for 
LMICs 

Negeri and 
Halemariam, 2016 
Gyimah-Brempong, 
2015 
Marty et al., 2017 
 
 

Debate about substitution with domestic financing.  Clearly, 
the aid delivery approach is key – harmonisation with public 
priorities and systems are key, especially for more aid-
dependent states (e.g. FCAS). 
Internal distribution (geographically) is a key factor. 

 
 
 

Health 
insurance 

+ Mixed, 
depending on 
design 

No strong 
evidence of 
impact on 
health 
outcomes 
(also under-
studied) 

Largely 
depends on 
subsidies 
being 
available to 
support 
enrolment 
of low-
income 
groups 

Mixed, 
coverage 
can be 
shallow, 
leaving 
household 
still exposed 

Limited 
evidence for 
LMICs 

Spaan et al., 2012 
Escobar et al., 2010 
Sood et al., 2014  
Ekman, 2004 
Acharya et al., 2012  
Comfort et al., 2013  
 

Social health insurance can have significant system effects, 
linked to separation of functions and more explicit packages. 
Coverage of the informal sector a major challenge however. 
Costs and institutional development requirements a 
challenge, especially in low-income settings. 
Consensus that community health insurance does not 
provide large-scale protection and coverage, however, some 
countries have adapted the model at scale (e.g. Rwanda). 
Private health insurance inequitable. 

 
 
 
 
 

User fee 
exemptions 
and waivers 

+ Mixed, much 
depends on 
whether 
services are 
fully and timely 
reimbursed 

+ 
Evidence for 
modest 
improveme
nt 
(depending 
on 
outcomes, 
study 

Mixed, 
potentially 
pro-poor  

+ 
Dependent 
on 
population 
and service 
group 
targeted for 
exemptions; 
systems for 

Limited 
evidence for 
LMICs 

Qin et al., 2019 
Lagarde and Palmer, 
2008 
Hatt et al., 2013 
Witter, 2009 
Witter et al., 2016 
Leone et al., 2016 
 
 

System effects depend on implementation; potential for 
damaging effects on facility functionality and staff 
motivation/quality of care if introduced without effective 
support and funding, as has often occurred. Complementary 
reforms are needed to ensure access is equitable and quality 
of care high.  
 
In humanitarian contexts, consensus that fees should be 
removed for essential care packages; however, transition 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4827911/
https://pdfs.semanticscholar.org/a3ad/1bb92046cce92304dc186bee1329e0ef9270.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5321384/
https://gh.bmj.com/content/3/Suppl_3/e001087
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2649541/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4021702/
https://www.emeraldinsight.com/doi/abs/10.1108/S0731-2199%282009%290000021013
https://equityhealthj.biomedcentral.com/articles/10.1186/s12939-016-0412-y
https://www.ncbi.nlm.nih.gov/pubmed/26823178
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Health 
financing 

topic 

Service 
access & 
coverage 

Service quality 
& 

responsiveness 

Improved 
health 

Equity of 
outcomes 

Financial 
equity and 

risk 
protection 

Cost-
effectiveness 

Key references Overall comments on field, including important spillover 
effects and contextual factors 

population 
etc.) 

allocating 
waivers 
generally 
suffer from 
conflicts of 
interest 

 
 

post-conflict can be challenging. 

 
 
 

Health Equity 
Funds 

+ Limited 
evidence 

Limited 
evidence 

+ + Limited 
evidence; 
model also 
not tested in 
many settings 

Flores et al., 2013 
Jacobs et al., 2018 
 
 

Introduced to circumvent conflict of interest challenge for 
exemptions (health staff not wanting to give waivers as 
reduces facility income, or selecting inappropriately). Only 
tested in a few countries, most especially Cambodia, in part 
due to active role of donors and NGOs post-conflict. 
Potential for HEFs to become purchasing agencies more 
broadly. As for most HF interventions, relies on 
complementary measures on demand and supply side for full 
effectiveness 
 

 
 
 
 

Aid 
coordination 
mechanisms 

 

+ Limited 
evidence 

Limited 
evidence – 
some 
encouraging 
case studies 
for SWAps, 
but limited 
counter-
factuals 

Limited 
evidence, 
depends on 
how 
funding is 
used 

Limited 
evidence 

Limited 
evidence 

Commins et al., 2013 
 
 

Various mechanisms, including sector-wide approaches, joint 
assessments and sector budget support (more common in 
stable settings) and multi-donor trust funds or virtual pooling 
in FCAS settings. Gains from harmonisation are important in 
principal, especially in weaker systems, but overall evidence 
is mixed due to variety of forms and contexts. May by-pass, 
more than build, systems in FCAS settings. 
 
Important links to public financial management (feasibility of 
these mechanisms link to strength of PFM) and to wider 
governance issues (confidence in public systems, 
relationships between key actors etc.), as well as strength of 
health information systems for reporting/accountability. 
 

 
 
 
 

Purchasing 
reforms 

Limited 
evidence 

Limited 
evidence 

Limited 
evidence 

Limited 
evidence 

Limited 
evidence 

Limited 
evidence 

Busse et al., 2007 
Tangcharoensathien 
et al., 2015 
 

Relatively little empirical study of impact of support to 
reforms of purchasing (e.g. purchaser-provider split, or 
support to development of purchasing capacity), though 
some encouraging case studies (e.g. from Thailand), where a 
package of reforms including SP produced gains.  
Impact will depend on design and market conditions, 

https://www.ncbi.nlm.nih.gov/pubmed/24189447
https://equityhealthj.biomedcentral.com/articles/10.1186/s12939-018-0803-3
https://academic.oup.com/heapol/article/30/9/1152/663037
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Health 
financing 

topic 

Service 
access & 
coverage 

Service quality 
& 

responsiveness 

Improved 
health 

Equity of 
outcomes 

Financial 
equity and 

risk 
protection 

Cost-
effectiveness 

Key references Overall comments on field, including important spillover 
effects and contextual factors 

especially degree of competition.  
Shift in focus more recently towards more cooperative 
models, given complexities and uncertainties of health 
markets.  
Strong links to PBF and contracting – see below. 

 
 
 
 
 
 
 
 

Contracting 
out/in 

 
 

Potentially 
positive, but 
limited 
evidence 

Unclear – 
depends on 
available 
suppliers and 
competition 

Limited 
evidence 

Limited 
evidence 

Limited 
evidence, 
though 
some 
positive 
impacts 
highlighted 
in recent 
systematic 
review 

Limited 
evidence 

Odendaal et al., 2018 
 
 

The recent systematic review concluded that: ‘contracting 
out healthcare services may make little or no difference in 
people’s use of healthcare services or to children’s health, 
although it probably decreases the amount of money people 
spend on health care. We need more studies to measure the 
effects of contracting out on people’s health, on people's use 
of healthcare services, and on how well health systems 
perform. We also need to know more about the potential 
(negative) effects of contracting out, such as fraud and 
corruption, and to determine whether it provides advantages 
or disadvantages for specific groups in the population’. Only 
two studies were eligible for inclusion. Many studies are 
commissioned by donors and lack independence. Most 
studies focus on coverage to neglect of other dimensions. 
Links to other contractual approaches, like PBF, also 
commonly seen as vehicles for expanding the role of the 
private/PNFP sector. FCAS settings face clear institutional 
difficulties with contracting; however, due to gaps in 
coverage and donor engagement, contracting is a common 
modality in FCAS settings, especially post-conflict. 

 
 
 
 
 
 

Performance-
based 

financing 

+ 
Some 
indicators 
respond 
better in 
general – 
where 
within 
provider 
scope and 
less effort. 

Mixed,  current 
debate about 
how to enhance 
focus on QoC 
within PBF 
design 
(emphasis 
hitherto having 
been quite 
structural, not 
outcomes-

Mixed. 
Some 
modest 
improveme
nt but many 
indicators 
not 
impacted. 

Mixed Mixed. 
Often 
combined 
with fee 
removal. 

Limited 
evidence and 
mixed. 

Witter et al., 2012 
Blacklock et al., 2016 
Zeng et al., 2018 
Borghi et al., 2015 
Eichler et al., 2013 
 

First systematic review of PBF in LMICs highlighted weak 

evidence – since then, there has been a large growth in the 

literature and the review is being updated (due for 

publication 2019). Preliminary findings highlight highly 

heterogeneous evidence (settings and levels of the schemes 

but also study designs and therefore quality of evidence), 

however, emergent evidence on systemic effects (especially 

in relation to increased autonomy for providers and some 

greater emphasis on data systems). Effects on health 

outcomes are mixed. The few recent cost-effectiveness 

https://www.cochrane.org/CD007899/EPOC_paying-for-performance-to-improve-the-delivery-of-health-interventions-in-low-and-middle-income-countries
https://www.healthaffairs.org/doi/10.1377/hlthaff.2014.0608
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Health 
financing 

topic 

Service 
access & 
coverage 

Service quality 
& 

responsiveness 

Improved 
health 

Equity of 
outcomes 

Financial 
equity and 

risk 
protection 

Cost-
effectiveness 

Key references Overall comments on field, including important spillover 
effects and contextual factors 

Some 
services, 
like FP, have 
not 
responded 
well to date. 

focused) analyses have been sceptical or mixed, e.g. input-based 

support was more cost-effective in a recent study in Zambia, 

compared to PBF. 

 
 

Resource 
allocation 

Potentially all but robust empirical impact assessments are limited Diderichsen, 2004 
Pearson, 2002 
Ensor and Weinzierl, 
2007 

Relatively thin literature on this, mostly focused on 
introduction of resource allocation formulae and 
prioritisation of spend (generally normative, not empirical 
studies of impact of reforms). 
Reforms have tended to be linked to governance changes, 
e.g. decentralisation (as in Tanzania’s TEHIP programme), i.e. 
linked to change in decision-making and budgeting. 
 

 
 
 
 

Provider 
payments 

Limited empirical evidence from LMICs, though clearly potential for impact. Existing studies 
tend to focus on outcomes such as efficiency and costs. 
 

Moreno-Serra et al., 
2009 
Barnum et al., 2007 
World Bank, 2010 
 
 
 

Generally blended payment methods are needed to balance 
goals of efficiency, quality, managing risk and promoting 
quality.  Again, the literature is more normative and OECD-
focused, though some country case studies exist, especially 
China, mainly focused on cost containment. Also, studies 
assessing reforms in transitional economies post-FSU. 
Such studies highlight the importance of an efficient delivery 
system, if provider payments are to work well (e.g. primary 
care orientation, focus on cost effective packages, provider 
organisation), as well as the interaction with wider incentives 
(e.g. multiple payers of providers) and factors such as 
professional ethics. 

 
Demand-side 

financing  
(e.g. 

vouchers, 
conditional 

cash 
transfers, 

unconditional 
cash 

+ 

Most 
studies 
report 
increased 
utilisation, 
although 
the degree 
of response 
is 

Hampered 
by poor 
quality of 
care; some 
accompanie
d by 
measures to 
address 
this. 

Limited 
evidence. Some 
schemes, like 
Mexico’s, find 
health gains 
from a 
combined 
package of 
measures. 

Often 
targeted at 
poor but 
equity 
impact not 
always 
measured. 
Under-
coverage 
and leakage 

Rarely 
studied. 

Costs vary and 
overhead costs 
often high. 
Limited cost-
effectiveness, 
though positive 
results for one STI 
programme in 
Nicaragua, and 
for mixed package 

Borghi et al., 2005 
Alfonso et al., 2015 
Bellows et al., 2011 
Glassman et al., 2013 

A review of literature on DSF for SRH in LMICs highlights 
important preconditions for effectiveness, including many 
systemic factors: correct identification of demand-side 
barriers to use; adequate supply-side capacity and quality; 
the right economic conditions; appropriate design of 
package; the right size of transfers; motivated and 
incentivised suppliers; institutional capacity; strong political 
leadership; simple payment systems; and good collection 
and use of evidence. 
 

http://siteresources.worldbank.org/HEALTHNUTRITIONANDPOPULATION/Resources/281627-1095698140167/Chap8DiderichsenRAforHlthEqtyFinal.pdf
https://assets.publishing.service.gov.uk/media/57a9d719e5274a0f6c000042/19_Allocating-public-resources-for-health.pdf
https://is.muni.cz/el/1456/jaro2007/KVEKZD/um/W6/financovani_anglicky.pdf
http://siteresources.worldbank.org/INTCHINA/Resources/ProviderPayment_es.pdf
https://academic.oup.com/heapol/article/30/1/88/565734
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Health 
financing 

topic 

Service 
access & 
coverage 

Service quality 
& 

responsiveness 

Improved 
health 

Equity of 
outcomes 

Financial 
equity and 

risk 
protection 

Cost-
effectiveness 

Key references Overall comments on field, including important spillover 
effects and contextual factors 

transfers, in-
kind) 

sometimes 
lower than 
expected, 
suggesting 
either low 
price 
elasticity of 
demand, 
poor 
implementa
tion of 
policies 
and/or the 
presence of 
other (non-
financial) 
barriers to 
service use 

reported. 
Universal 
schemes  
often 
captured by 
better off.  

in Uganda (DSF 
plus quality 
improvement) 

Regulation Potentially all but robust empirical impact assessments are limited Kumaranayake et al., 
2000 
Azimova et al., 2016 
Patouillard et al., 
2007 
 

Often discussed in relation to the private sector, see below. 
Typically focused on individual providers, rather than the 
market as a whole. Few studies of impact of regulatory 
reforms in LMICs on health systems and health (a few 
focused specifically on pharmacy regulation). 
Implementation and funding of regulatory activities are also 
challenging in most LMICs. Strong linkages with governance, 
as well as HR and professional regulatory bodies.  

Basic or 
essential 

packages of 
health 

services 

Potentially all but robust empirical impact assessments are limited Glassman et al., 2016 
Petit et al., 2013  
WHO, 2008 
Watkins et al., 2017 

Recent literature focused in FCAS settings. Used to focus 
limited resources on core services and align donors. 
Commonly combined with contracted out services to NGOS 
in post-conflict settings. Providers need to be adequately 
trained, resourced and incentivised to implement the chosen 
services, otherwise the package may have little resemblance 
to services actually provided. Literature is focused on 
package design, less on impact of their introduction.  

Reforms to 
public/ 

No specific reforms are relevant here – this domain relates more to market structure and is 
influenced by a wide variety of system and wider features. 

Wiysonge et al., 2017 
Morgan et al., 2017 

Private formal, informal and PNFP sectors play an important 
role in many areas of service delivery, though typically more 

https://www.tandfonline.com/doi/full/10.1080/23288604.2016.1124171
https://www.who.int/healthsystems/topics/delivery/technical_brief_ehp.pdf
https://www.ncbi.nlm.nih.gov/books/NBK525285/
https://www.ncbi.nlm.nih.gov/pubmed/27358251
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Health 
financing 

topic 

Service 
access & 
coverage 

Service quality 
& 

responsiveness 

Improved 
health 

Equity of 
outcomes 

Financial 
equity and 

risk 
protection 

Cost-
effectiveness 

Key references Overall comments on field, including important spillover 
effects and contextual factors 

private roles 
and mix 

Limwattananon, 2008  
Mackintosh et al., 
2016 
Soderlund, et al., 
2003 
Basu et al., 2012 

 

pro-rich in their users. Many interventions above, such as 
regulation and contracting, are tools to influence the role of 
the private sector. Across the health system, training, 
supplies, governance, all need to address the role of different 
sectors. Comparative analysis of performance by different 
sectors ‘do not support the claim that the private sector is 
usually more efficient, accountable, or medically effective 
than the public sector; however, the public sector appears 
frequently to lack timeliness and hospitality towards 
patients’. 

Public 
financial 

management 
 

Potentially all but robust empirical impact assessments are limited Goryakin et al., 2017 
Cashin et al., 2017 
Piatti-Funfkirchen 
and Schneider, 2018 
 
 

This topic links to extra-sectoral issues, especially 
coordination with MoF on reform of PFM systems more 
generally. Recognised recently as an important 
facilitator/barrier to potential reforms, and as an important 
driver of efficiency in the health system.  Can include 
technical interventions such as MTEFs, or reforming budget 
structures, or more participatory approaches, linking strongly 
to governance reforms to increase accountability, reduce 
corruption, or decentralise. Not many robust impact 
assessments but see wider governance section. 

https://journals.plos.org/plosmedicine/article?id=10.1371/journal.pmed.1001244
https://www.odi.org/sites/odi.org.uk/files/resource-documents/11463.pdf
http://apps.who.int/iris/bitstream/handle/10665/254680/9789241512039-eng.pdf?sequence=1
https://www.tandfonline.com/doi/full/10.1080/23288604.2018.1513266
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Conclusion 

Financial resources and the systems and modalities through which they flow are a key factor in how 

effective (and strong, using the various criteria) health systems are. As a lubricant of all other 

functions, the interlinkage between reforms to financing and other system areas is also clear. The 

many types of interventions with potential HSS effects are clear from the (very synthetic) table 

above. However, it is important to note that many apparently different mechanisms can achieve 

similar changes, hence the emphasis on underlying functions and the recent definitions of desirable 

practices in relation to these. HSS monitoring should focus more on trends towards these desirable 

features than formal labels, which often hide heterogeneity of design. Within most health financing 

interventions is a bundle of activities, which trigger different mechanisms in different contexts. 

Evaluation is rarely able to separate their individual contributions. Moreover, the commitment to a 

process, quality of implementation and iterative learning are key to effectiveness, thus asking 

whether ‘x intervention’ works may not be meaningful. 

 

All of the topics outlined above have significant potential to strengthen health systems – and, put 

another way, if neglected, have significant potential to undermine health systems, as illustrated by 

the many health system assessments which highlight the challenges raised by health financing 

blockages1. Evidence strength is variable, but often linked to difficulty of gathering evidence. The 

main intervention which by design is seen as unlikely to further the various objectives of coverage, 

equity etc. is community-based health insurance. However, schemes with this label have still met 

with some success through successful pooling approaches, in some contexts (Kutzin, 2012). Hence 

the importance of considering function and wider context, not just form. 

 

Health information  

Kinds of interventions included and interlinkages   

Health Information systems (HIS) include health data sources required to plan and implement 

national health strategies. These include electronic health records for patient care, health facility 

data, surveillance data, census data, population surveys, vital event records, human resource 

records, financial data, infrastructure data, and logistics and supply data. Health information can 

inform the planning and targeting of national and subnational health programs to support the 

achievement of health equity and universal health coverage. 

 

HIS strengthening is the implementation of one or more interventions targeting one or more 

components of the HIS to improve the quality and use of data for decision making at all levels of the 

health system. It consists of a range of technical, behavioural, and organisational interventions. The 

output of a strengthened HIS is the improved availability of high-quality data used on a continuous 

basis for decision-making at all levels of the health system. Developing, adapting, and deploying new 

information technologies may help service providers perform their jobs more efficiently and with 

higher quality. Information technology supports may also help providers contact patients or convey 

health promotion messages, ultimately improving adherence to treatment and better treatment 

outcomes (Hatt et al., 2015).   

 

                                                             
1
 Also by the increasing number of national health financing strategies, which aim to produce more focused and effective 

reforms in this area (Kutzin et al., 2017) http://apps.who.int/iris/bitstream/10665/254757/1/9789241512107-eng.pdf. Whether 

these are successful in HSS is yet to be established. 

http://apps.who.int/iris/bitstream/10665/254757/1/9789241512107-eng.pdf
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The HIS is often included as a component in health systems interventions that cut across several 

building blocks, such as district level strengthening initiatives (Mutale et al., 2018) but these 

interventions can be localised. Some effects are reported in other sections. Health information is 

also increasingly seen as an important element to facilitate Learning Health Systems (English et al., 

2016).  

 

State of the literature and evidence on effects 
We identified a few papers that draw linkages between investments in key support functions, such 

as information systems, and health outcomes or access. However, there is a logical progression from 

support functions that are shown to be effective on intermediate indicators and improving access to 

effective health services. Current evidence discusses the role of HIS in strengthening health systems, 

including monitoring, data management and application, and the development of e-health agendas. 

Reviews identify the need for developing trained health workers in informatics, involvement of 

stakeholders, adaptation to local needs, strong leadership and policy direction for improving health 

information, and the use of routine health information systems (RHIS) to increase capacity over time 

(Akhlaq et al., 2016; Wagenaar et al., 2016; Luna et al., 2014).  

 

A large programme of work by Measure Evaluation (2017) makes the case for the importance of 

health information system strengthening (HISS). Aqil, Lippeveld and Hozumi (2009) observe that 

measuring the impact of improved RHIS on health system performance is an ‘unexplored, but crucial 

frontier in terms of attracting more investment and countering criticism of RHIS’s ability to improve 

health system performance’ (Aqil et al., 2009: 222). They propose the PRISM framework for 

measuring the impact of Routine Health Information System performance on the health system, and 

these tools have been piloted in a range of countries. PRISM places HIS strengthening efforts in the 

context of the familiar logic of monitoring and evaluation (M&E), where the output of HIS 

strengthening efforts is an improved HIS and the outcome is improved health system performance. 

The ultimate impact of these efforts is the improved health status of the population. The PRISM 

framework also describes three separate factors that are part of the inputs: technical, behavioural, 

and organisational. 
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Figure 4: Health information system strengthening model 

Source: MEASURE Evolution, 2017 

 

This framework proposed by Measure Evaluation (2017) builds on the work of the PRISM model and 

contains similar features but at a scale focused on all elements of the HIS. The health information 

system strengthening model (HISSM) consists of four areas: the human element, the enabling 

environment, information generation, and HIS performance. Interlinkages with other key areas of 

the health system, in particular human resources and their ability and motivation to maintain high 

quality HIS, are stressed.   

 

The authors note the need to test and implement this model in a range of countries to build an 

evidence base on HIS strengthening, to align with contextual factors and to understand the dynamics 

within different health systems. They conclude “Existing HIS interventions and gaps in HIS 

strengthening can also be identified and documented using the HISSM. If undertaken for multiple 

countries, this can provide us with information to illuminate the dynamic nature of HIS 

strengthening” (Measure Evaluation, 2017: 34). 

 

A review conducted by Hatt et al. (2015) identified two broad categories of information technology 

supports: e-health (use of information technology for health care) and m-health (delivering health 

services with the aid of mobile electronic devices). M-health has been excluded from this report as it 
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is less clearly a health systems strengthening intervention per se, but the findings on e-health are 

summarised here. Two systematic reviews of e-health interventions were identified. One review 

assessed studies on a wide variety of e-health interventions, including the use of electronic health 

records, laboratory and pharmacy management information systems, patient scheduling and 

tracking systems, clinical decision support tools, and research data collection systems (Blaya et al., 

2010). The authors found few rigorous evaluations and little direct evidence related to service 

utilisation or health status, but concluded that studies suggest promise for e-health as a means of 

improving provider efficiency, timeliness and accuracy of patient care data, and increased patient 

and provider satisfaction. A second review explored whether improved provider access to electronic 

information sources (such as online databases) improved provider behaviours or patient outcomes 

but found few relevant studies and did not detect significant associations (McGowan et al., 2009). 

 

At a more detailed intervention level, studies assessed the development of health information 

systems and their impact on health and service quality. Some studies examined HIS and data 

collection and dissemination through the establishment of monitoring and data collection tools. A 

study from Papua New Guinea (Rosewell et al., 2017) concludes that using mobile technologies 

(“mhealth”) and GIS in the capture and reporting of National Health Interview Survey (NHIS) data in 

Papua New Guinea provided timely data required for malaria elimination. With the eNHIS, malaria 

case reporting shifted from aggregated sub-national reporting to individual geo-located cases 

reporting and is reported as timely and complete. All malaria control stakeholders can access the 

data and there are simple to use programme management tools. All data can be mapped to health 

facility or village level so that transmission foci can be visualised and responses targeted. Data 

aggregation, analysis, outbreak detection, and regular reporting are automated. The authors 

conclude that increased long-lasting insecticidal nets use  and treatment of pregnant women is likely 

to decrease rates of maternal anaemia and low birth weight babies, although their study does not 

quantify this impact. Whilst this is a study that only focuses on one disease outcome, it 

demonstrates the value of timely and reliable health information for health outcomes, which 

investments in strengthening health information systems would bring.  

 

Another study examined data collection and improvements in service provision through the 

development of a HIS in Nepal, consisting of a home-to-facility electronic health record platform for 

rural municipalities. The study reports that the intervention resulted in increased coverage amongst 

targeted populations (Citrin et al., 2018). Key aspects of the approach include community healthcare 

workers continuously engaging with populations through household visits every three months and 

community healthcare workers using digital tools during the routine course of clinical care. CHWs 

continually engaged with the population through household visits, and data was utilised for 

programme improvement as well as population health monitoring. The study considered the 

creation of a community advisory board and a monthly data system for direct use by CHWs to be 

effective. The community advisory board consisted of local community members and public officials 

and met bi-annually to provide advice and feedback. The monthly data system for direct use by 

CHWs provided regular data quality review sessions. The aim of data quality assessment was to track 

programmatic progress and challenges, identify patterns and deviations of care delivery, and 

monitor health outcomes among the catchment area population. Clean summary data was then 

visualised on topographical maps and provided to CHWs (Citrin et al., 2018). 

 

A study in Belize (Graven et al., 2013) identified the impact of a patient-centred health information 

system on mortality. Using eight disease management algorithms, Belize implemented a country-
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wide system which was found to be low cost ($3 CAN per Belizean citizen per year), and mortality in 

these eight diseases was reduced whilst health care expenditure was stabilised (Graven et al., 2013).  

 

Studies assessing the implementation of HIS in combination with the strengthening of primary 

health care in Laos (Perks et al., 2006) and with IMCI in Egypt (Rakha et al., 2013) considered 

appropriate technical assistance, political commitment, strong partnerships with international 

partners and donors, and involvement of academia as key components of success. These studies 

report that improved access and health outcomes were achieved as a result of the dual 

implementation HIS and service delivery strengthening.  

 

Conclusion 

There is a limited evidence base on the impact of investments in HIS on long-range health outcomes 

or intermediary health indicators (Table 9). However, there is increasing interest in this area. There is 

also a plausible argument that stronger health information can improve the functioning of a health 

system. Evaluations that connect the functioning of HIS with specific interventions without 

combining HIS with other forms of service delivery would allow researchers and practitioners to 

better understand how data and monitoring improves quality and other health outcomes. Further 

research should also focus on resourcing and technical evaluations of health system and outcome 

measures, building theory, and providing reliable paths for investment in countries where new 

interventions are prioritised (Measure Evaluation, 2017).
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Table 9: Summary table on effects of health information and supply chain interventions 

Health 
Information 

Systems 

Service 
access & 
coverage 

Service quality 
& 

responsiveness 

Improved 
health 

Equity of 
outcomes 

Financial 
equity and 

risk 
protection 

Cost-
effectiveness 

Key references Overall comments on field, including important spillover 
effects and contextual factors 

 
Interventions 
to strengthen 
or standardise 

HIS 

N/A +  +  More 
effective 
programmes 
in 
disadvantage
d areas 

none none Rosewell et al., 2017 
Hatt et al., 2015 
Measure Evaluation, 
2017 
Aqil et al., 2009 
Citrin et al., 2018 
 

 HIS is fundamental part of health system 
infrastructure. 

 HIS interventions are poorly researched and 
written up.  

 They are highly vulnerable to “verticalization” and 
other health interventions often come in 
conjunction with changes to HIS which may not be 
system wide or dealing with a broad package of 
services.  

 
Interventions 
to strengthen 

the supply 
chain 

 + +  +   +  none none Barton et al., 2016 
MSH, 2014 
Nunan and Duke, 
2011 

 Supply chain strengthening has been a key 
intervention of many health programmes but has 
been poorly researched and written up.  

 Large sums of money have been put into this field 
by GHIs such as GAVI and GFATM but there has 
been little evaluation.  
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Supply Chain  

Kinds of interventions included and interlinkages 

 

“A key view from the Global Fund’s experience… has been that… simply supplying life 

saving commodities without concomitant investment to strengthen health systems… will 

not create robust supply chains capable of meeting future demands and challenges.   

Without strong health systems, countries will not have the weapons they need to combat 

their burden of disease.  This has been evident in the historic fight against HIV, for 

example, and more recently with the Ebola outbreak in West Africa, where inadequate 

health facilities, staffing and supply systems facilitated the spread of the deadly virus.” 

(Barton et al., 2016) 

 

It is recognised that a key limitation in health systems is effective supply chains (Barton et al., 2016).  

Functioning health supply chains are essential to achieving health programme goals such as 

increasing availability of medicines, improving quality of health services, and delivering commodities 

cost-effectively. Inefficiencies in supply chain management (SCM) are linked to increased costs of 

medicines for patients, proliferation of falsified or substandard medicines, stock-outs, and wastage. 

Ensuring that essential pharmaceuticals and other medical inputs are available and affordable to 

patients when needed is critical to high quality service provision and improvements in health status. 

Interventions may include improvements to SCM to reduce stock-outs and loss due to expiration, 

bulk or pooled procurement of medicines to obtain lower prices and increase affordability, training 

of pharmacists and providers to improve stock management and prescribing practices, and others 

(Hatt et al, 2015).  

 

The Global Fund has been a key actor in supply chain strengthening in the recent two decades, 

alongside other Global Health Initiatives such as GAVI and PEPFAR (High-Level Independent Review 

Panel on Fiduciary Controls and Oversight Mechanisms of the Global Fund to Fight AIDS, 

Tuberculosis and Malaria, 2011). Barton, Duncan and Clark (2016) estimate that between $1.3 billion 

and $1.5 billion have been invested in supply chain strengthening over the last 10 to 15 years. 

However, we have not been able to identify many studies that assess the impact of investments in 

supply chain strengthening on health outcomes or access to health care. Barton, Duncan and Clark 

have concluded that the lack of evidence for impact can also be due to the manner in which the 

money has been invested – “investments have been overwhelmingly fragmented, disjointed and 

piecemeal, without strategic purpose”.    

 

State of the literature and evidence of effects 

Hatt et al. (2015) were only able to identify one systematic review which focused specifically on 

pharmacy system interventions and their effects on health indicators. Due to the low yield of articles 

from the HSE database, they performed a dedicated search in PubMed and identified other 

systematic reviews. However, none of the reviews included any studies linking pharmaceutical 

systems strengthening, supply chain management or commodity security initiatives to mortality or 

other health outcomes. We have supplemented the information from these reviews with a search of 

the grey literature, which yields some country-specific and donor-specific insights to this area of HSS.  

 

Studies that are able to make a link to health outcomes/ intermediary measures include Nunan and 

Duke (2011), which reviewed the effectiveness of pharmacy interventions to improve the availability 
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of essential medicines at the primary health care level. They identified one randomised multi-centre 

trial conducted in Cameroon, Nigeria, and Uganda on “community-directed interventions” (defined 

as programmes where communities establish their own, locally-appropriate measures to ensure the 

supply of medicines, and local leaders take responsibility for the on-going facilitation of the system). 

These interventions resulted in significantly increased coverage of vitamin A, anti-parasite drugs 

(Ivermectin), and appropriate malaria treatment. Another observational study from Tanzania 

assessing community-directed interventions also found increased availability of anti-parasite drugs, 

but not vitamin A. Supervisory programmes aimed at improving stock management practices at 

health facilities in Zimbabwe were found to result in better stock management indicators and 

improved drug availability in a randomised controlled trial, although this latter finding was not 

statistically significant (Nunan and Duke, 2011). There is some evidence from observational studies 

in Nepal and India that training pharmaceutical staff results in fewer drug stock-outs (Nunan and 

Duke, 2011). 

 

Hatt et al. (2015) found three reviews assessing the problems faced in the health commodity supply 

chain (Arney and Yadav, 2014; Faden et al., 2011) but little focus on interventions to address these 

problems. Faden et al. (2011) find several studies linking active pharmaceutical management by 

health insurance agencies to increased use of medicines as well as adherence to longer term 

treatment protocols. Huff-Rousselle (2012) in a narrative synthesis of available documents, and to 

some extent Arney and Yadav (2014) using a case study approach, suggest that pooled procurement 

(at a national or international level) may serve to reduce the procurement price of drugs, help 

ensure quality, limit procurement-related corruption, and possibly increase access to drugs, among 

other benefits. 

 

Zavila (2018) conducted a scoping review and found several studies in the grey literature which 

demonstrate effective methods to improve ‘last mile’ supply chain problems.  In particular, she 

highlights the potential for private sector solutions to be useful in the context of supply chain 

management, alongside the lack of formal implementation research, in an area that is much 

discussed and in which there is heavy investment. Some of the studies identified provide a link to 

health access/outcomes.  

 

In Malawi, Shieshia et al. (2014) found that a combination of mobile health technology to support 

supply chain strengthening – “c stock “– reduced stock-out rates and lead times for health 

surveillance assistants’ resupply in the implementation of Integrated Community Case Management. 

This is a good example of an intervention that crosses more than one “building block” by introducing 

integrated community case management via health surveillance assistants and supporting them 

using c stock to strengthen their drug supply chain.  

 

Moves to involve the private sector in the storage and delivery of pharmaceuticals in countries such 

as Malawi, Nigeria and Kenya have delivered greater consistency in delivery and stocking rates and 

this intervention can be seen to have a beneficial impact on health access/ outcomes (Barton et al., 

2016). In Malawi, nearly 100% of commodities were delivered to over 640 facilities within a 10-15-

day distribution window, whilst in Nigeria a third-party logistics provider delivers HIV programme 

commodities to over 5,000 facilities. These data are not linked to improvements in health access or 

health outcomes, but quality of care is improved by reliable supply chains, and a link to improved 

health services can be expected without other health systems failures (Barton et al., 2016).  
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The Supply Chain Management System (SCMS) of Management Sciences for Health (MSH), funded 

by the US President’s Emergency Plan for AIDS Relief (PEPFAR), has used a pooled procurement 

system for HIV and AIDS commodities across 22 countries. The high volume and frequency of 

procurement, averaging $25 million with 260 deliveries, has allowed SCMS to develop close working 

relationships with suppliers and freight forwarders. These collaborative relationships are argued to 

have increased the efficiency of procurement by SCMS (Management Sciences for Health, 2014).  

In Ethiopia, in 2010 the Pharmaceutical Fund and Supply Agency (PFSA) implemented the Integrated 

Pharmaceuticals Logistics System (IPLS) to improve the management of pharmaceutical supplies 

through more refined record keeping, storage, and availability. IPLS provided training to improve 

communication between supervisors and suppliers in order to better monitor supplies stocks. By 

2014, availability of essential medicines increased from 65% to 89% (Annis and Ratcliffe, 2019). 

Linked to supply chain strengthening is the issue of quality of laboratory services and here Alemnji et 

al. (2014) describe a collaboration to build sustainable laboratory capacity within Africa but are not 

able to provide any evidence of impact.   

 

Conclusion 

Supply chain strengthening is an area that has benefitted from large investments in recent years, 

particular due to the interest of global health initiatives in strengthening supply chains for their 

commodities. There is anecdotal and grey literature evidence of success, in particular with reforms 

which have moved supply chain management to a greater distance from centralised control. There is 

also evidence of considerable scope for private sector involvement. However, evidence that formally 

links investments in supply chain to greater access to health care or better outcomes is scarce. It is 

not clear whether the lack of evidence is due to a perception that it is not needed or a difficulty in 

implementing research on this topic at scale.  

 

Service delivery 

Kinds of interventions included and interlinkages 

Strategies to strengthen health services are aimed at improving the provision, quality, utilisation, 

coverage, efficiency, and equity of health services, with the view to improving effectiveness and 

achieving the intended health outcomes. There is a wide range of systems strengthening 

interventions that focus on service delivery, both on the supply side and to a lesser extent on the 

demand side. The spectrum of interventions is large, from disease-focused interventions, the design 

and provision of packages of services (e.g. IMCI) to service redesign (e.g. strengthening community 

level delivery of health services), organisational strengthening (e.g., improvement of referral systems 

and quality improvement initiatives), the implementation of complex and multi-component 

interventions, and the provision of patient-focused integrated care models. On the demand side, 

strengthening strategies generally involve demand generation programmes at community level, and 

in some cases co-production of services. Supply and demand strategies can also be combined as 

exemplified in the Community‐based Health Planning and Services (CHPS) in Ghana (see Box 1).  

 

https://www.msh.org/our-work/projects/supply-chain-management-system
http://www.pepfar.gov/
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Table 10: Overview of main service delivery interventions 

Main service 

delivery 

interventions 

 

Theme (and sub-themes that are included) 

 

 

Community-

based delivery 

Community health workers 

Interventions delivered close to home by health professionals 

Immunisation camps 

Mobile clinics 

Community-directed treatment 

Primary Health Care reforms 

Integration of 

care 

 Integration of HIV services  

 into maternal and child health services 

 into family planning services 

 into primary health care services 

Integration of mother and child health care 

Integration of other health services 

Strengthening 

referral chain 

 

Specific packages 
Integrated Management of Childhood Illness  

Integrated Community Case Management of childhood illness  

Quality 

improvement 

Public oversight strategies 

Provider strategies: Human resources 

Provider strategies: Performance improvement or input management 

Provider strategies: Public provider reorganisation 

Household and community empowerment 

 

 

Discussion of links to HSS 

The majority of health systems strengthening interventions aim directly or indirectly at improving 

the provision of effective health care services. There are many challenges faced by HSS programmes, 

including the poor assessment of needs; lack of coordination between different levels of services 

(community, primary care, and secondary care); deficient care continuum; inefficient utilisation of 

resources; inadequate quality and performance monitoring; and the coordination with siloed disease 

specific programmes that may or may not use or interact with existing routine services.  

Box 1: Community‐based Health Planning and Services (CHPS) 

Community‐based Health Planning and Services (CHPS) is a national health policy initiative adopted in 1999 
by the Ghana Health Service (GHS). The initiative set out to improve access to primary health care (PHC) in 
geographically hard‐to‐reach and underserved areas in rural districts. The aim of CHPS was to reform the 
PHC system with a shift from facility‐based and outreach services to community‐based care provided by 
resident nurses, and trained volunteers from local communities. A community health nurse (CHN) or a 
community health officer (CHO) is stationed at the compound and is tasked with providing preventative, 
health promotion‐oriented services as well as curative care for community members. Community health 
volunteers (CHVs) support CHOs and CHNs through assistance with community mobilisation and health 
education among other activities (Nyonator et al., 2005). 
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Strengthening primary care services, and the implementation of effective strategies to outreach 

underserved populations, is viewed as central to strengthening systems (see WHO framework 

below).  However, PHC systems in LMICs remain heavily marked by fragmentation of service 

delivery, and generally HSS support has been piecemeal and focused on particular disease 

programmes. 

 

Recently WHO has emphasised that “UHC and people centred integrated health services should be 

regarded as interdependent and mutually reinforcing if the goals of UHC are to be realized”. 

Achieving people-centred and integrated health services is regarded as central to sustainable health 

systems in LMICs. This hypothesises that effective health service delivery needs to deliver a 

“continuum of health promotion, disease prevention, diagnosis, treatment, disease management, 

rehabilitation and palliative care services, through the different levels and sites of care within the 

health system (including informal, public and private service provision), and according to their 

needs”2, working with communities.  

 

Integration increasingly features in approaches to HSS.  However, a recent review by Le et al. (2016) 

on health service integration on the path to universal health coverage showed that in LMICs most 

interventions that demonstrated some evidence of impact were a package of one or more medical 

conditions and the shift of service provision from specialist to primary care level, often in relation to 

scaling up specific programmes. These were more tightly focused on diseases than health systems 

(e.g. HIV, integrated management of childhood diseases), although they could potentially contribute 

to improved service delivery.  

 

                                                             
2 https://www.who.int/healthsystems/topics/delivery/en/ 

https://www.who.int/healthsystems/topics/delivery/en/
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Figure 5: Framework on integrated people-centred health services: an overview 

Source: https://www.who.int/servicedeliverysafety/areas/people-centred-

care/Overview_IPCHS_final.pdf?ua=1  

 

https://www.who.int/servicedeliverysafety/areas/people-centred-care/Overview_IPCHS_final.pdf?ua=1
https://www.who.int/servicedeliverysafety/areas/people-centred-care/Overview_IPCHS_final.pdf?ua=1
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Evidence on effects 

Table 11: Summary table on effects of service delivery interventions 

Service delivery 
topic 

Service 
access & 
coverage 

Service quality 
& 

responsiveness 

Improved 
health 

Equity of 
outcomes 

Financial 
equity & 

risk 
protection 

Cost-
effectiveness 

Key references Overall comments on field, including important spillover 
effects and contextual factors 

Strengthening 
services at the 

community 
level 

 

+ + + 
 

  + Hatt et al., 2015 
Schiffman et al., 2010 
Mbuagbaw et al., 2015 
 
 

Wide range of interventional packages. 

 
 

iCCM 
 

+ +  0   + Guenther, 2017 
Kalyango, 2013 
Daviaud, 2017 
 
 
 

Intervention includes strengthening supervision of frontline 
workers and ensuring reliable supply of medicines. 
Success dependent on support, workload, feedback and drug 
supply. 

 
PHC 

+  +    Geissler et al, 20156 
McPake et al, 2015 

Successful programmes use CHWs with regular contact with 
all households, collaborations with communities, strong 
referral capabilities and provision of first-level hospital care. 

IMCI Mixed 
evidence 

+ +   + Gera et al, 2016 
 

Results depend on the quality of training and provision of 
systematic supervision or feedback. 

 
Integration of 
HIV services 

+ + +   + Lindegren et al 
Sweeney, 2012 

No effects if affected by staff absences and irregular supply 
of essential commodities. 
Links to wider health system interventions such as training 
workers, strengthening laboratories, harmonising patient 
flows and improving infrastructure. 

Mother and 
child health 
integration 

+  +    Rahman, 2012 
de Jongh et al., 2016 
Macinko et al., 2006 

Most effective interventions included training, and demand 
generation components. 

Other 
integration 

studies 

+ + + +  + Le et al., 2016 Integration enhances well established systems rather than 
fundamentally changing care outcomes. 

Quality 
improvement 

+ low 
certainty 

+ low certainty + low 
certainty 

   Peters et al., 2009 Transferability of strategies limited.  

Strengthening 
referral chain 

      No studies conducted in 
LMIC identified 
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Strengthening community-level delivery of health services 

We identified 11 individual studies and seven reviews that covered aspects of community-level 

delivery of health services, including community health workers, strengthening primary health care, 

mobile clinics and integrated community case management of childhood illness (iCCM).  

Hatt et al included eight reviews on strengthening health services at the community level in their 

evidence review for USAID. They found good evidence that interventions to strengthen health 

services available closer to communities reduced perinatal, newborn and under-five mortality, and 

maternal morbidity but less evidence of effects on maternal mortality. Additionally, they reported 

that CHW programmes had been shown to increase uptake of care for malaria, pneumonia and 

diarrhoea, health behaviours such as breastfeeding, and long-acting contraceptive methods (Hatt et 

al., 2015). In the following paragraphs we consider additional studies and reviews that were 

identified in our search. 

 

Two economic evaluations and six reviews focused on community-based intervention packages for 

maternal, neonatal and child health. Mbuagbaw et al. conducted a review including 34 trials and 

Schiffman et al. reviews including nine large-scale controlled studies, covering a wide range of 

interventional packages. These reviews provided evidence that community-based interventions 

reduced mortality for women (Schiffman et al., 2010), mortality (Mbuagbaw et al., 2015; Schiffman 

et al., 2010) and morbidity for babies (Mbuagbaw et al., 2015) and improved care-related outcomes 

(Mbuagbaw et al., 2015). A review focusing on the effect of interventions on access to health 

services among children in LMICs reported that delivery of services close to home improved uptake 

of services (Bright et al., 2017). Sibley et al. found only four studies providing insufficient evidence to 

establish the effectiveness of training traditional birth attendants for improving pregnancy 

outcomes, although they found potential to reduce peri-neonatal mortality when combined with 

improved health services (Sibley et al., 2007). A review on interventions delivered by lay health 

workers intended to improve maternal or child health or the management of infectious diseases - 

including 82 studies (only 27 of which were conducted in LMIC) - concluded that lay health workers 

provided promising benefits in promoting immunisation uptake and breastfeeding, improving 

tuberculosis treatment outcomes and reducing child morbidity and mortality when compared to 

usual care (Lewin et al., 2010). 

 

Community-based health programmes are particularly effective in increasing treatment coverage. A 

systematic review identified specific strategies with the largest positive influence on treatment 

coverage. These were strategies that increased community participation in and ownership of 

distribution activities, such as community-directed distribution, incentives to increase distributor 

motivation and distribution along kinship networks (increases of 26.2%, 25.3% and 24.4% 

respectively). Door-to-door distribution and community-based delivery were found to demonstrate 

the highest absolute post-intervention coverage (100% and 94.5% respectively). (Deardorff et al., 

2018) 

 

Two economic evaluations analysed the costs for community-based maternal and newborn care 

(CBMNC). In Malawi, the cost per mother visited for a standardised 100,000 population at 95% 

coverage was estimated to be US$6.1 (Greco et al., 2017). In a multi-country analysis, the annualised 

set-up and running financial costs of a CBMNC programme was estimated to be less than US$1 per 

capita in six out of seven countries even in rural, hard to reach populations. In five out of six 

evaluated countries, the programme would be highly cost-effective even if it only achieved a 

reduction of one neonatal death per 1000 live births (Daviaud et al., 2017). 
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Five studies evaluated integrated community case management of childhood illness (iCCM). ICCM is 

a strategy of training community health workers based in villages to treat malaria, suspected 

pneumonia and diarrhoea. Additionally, the strategy focuses on strengthening supervision of 

frontline workers and ensuring a reliable supply of medicines (Unicef & WHO, 2012). In 

Mozambique, the introduction of iCCM improved timeliness of treatment (63.9% received treatment 

within 24 hours of symptom onset compared to 37.5%) and service quality (61.3% of children 

received the correct drug within 24 hours compared to 26.0%) (Guenther et al., 2017). In Uganda, 

children in intervention areas were more likely to receive prompt and appropriate antibiotics for 

pneumonia symptoms and were less likely to have increased temperature on day four compared to 

children in control areas (Kalyango et al., 2013). In Sierra Leone, only the coverage of appropriate 

treatment of fever increased, whereas changes for diarrhoea and pneumonia were not significant 

and neither was the change in under-five mortality. The researchers reported though that a 

reduction of morbidity was likely given that the trend in timely and equitable access, appropriate 

treatment, quality of care, community recognition of CHWs and utilisation over time showed the 

expected progress  (Ratnayake et al., 2017).  

 

Evaluating the quality of iCCM implementation, Hailu et al found that 60% of health posts were well 

implemented but only 26.8% were staffed with the recommended number of health workers (Hailu 

et al., 2018), while Bagonza et al. found that only one in five (21.7%) of CHWs performed optimally. 

Their performance was both associated with the support health workers received from the 

community, local leadership and family members as well as wider health system issues such as 

workload, receiving feedback and experiencing drug stock outs (Bagonza et al., 2014). A community 

health worker-based programme for elderly people with hypertension was found to improve service 

quality and access to affordable health care in Indonesia (Rahmawati and Bajorek, 2015).  Kojima et 

al reported that a mobile medical clinic for prenatal care and sexually transmitted infection 

prevention increased access to educational sessions, integrated antenatal care (ANC) and HIV/STI 

testing for pregnant women (Kojima et al., 2017).   

 

The strengthening of primary health care systems, including the scale up of the health extension 

workers, has also been a notable strategy in increasing primary care services coverage and 

improving health outcomes in Ethiopia. Although there is some evidence of increased coverage for a 

number of health services (e.g. immmunisation and reproductive health)  (Annis, 2019) and some 

evidence of narrowing of inequities (Memirie et al., 2016), there remains limited rigorous evaluation 

to date demonstrating evidence of health outcomes.  McPake et al evaluated community-based 

practitioner programmes in Ethiopia, Indonesia and Kenya as being cost-effective with an 

incremental cost per life year gained of I$999, I$3396 and I$82 respectively (McPake et al., 2015). 

 

A programme providing primary health care through integrated microfinance and health services in 

five countries in Latin America was found to improve four dimensions of healthcare access 

(geographic accessibility, availability, affordability and acceptability) (Geissler & Leatherman, 2015). 

Perry et al reviewed four community-based primary health care programmes that had demonstrated 

reductions in infant and under-five mortality. They found several shared characteristics of these 

successful programmes, such as utilisation of CHWs who maintain regular contact with all 

households, strong collaborations with the communities, strong referral capabilities and the 

provision of first-level hospital care (Perry et al., 2006). 
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Integrated management of childhood illness (IMCI) 

IMCI is a strategy developed by WHO, the United Nations Children’s Emergency Fund (UNICEF) and 

other agencies to reduce child mortality and morbidity. It includes three main components: 1. 

improvement in the case management skills of health care staff through provision of locally-adapted 

guidelines on IMCI and activities to promote their use; 2. improvement in the overall health care 

system required for effective management of childhood illnesses, and 3. improvement in family and 

community health care practices (Gera et al., 2016).  

 

Our search identified one review and 12 additional individual studies looking at the effects of IMCI 

on intermediate and long-range outcomes. Not all of the included studies implemented all three 

IMCI components and implementation varied which limited direct comparability. 

 

A review including four studies concluded that there was low-certainty evidence that IMCI reduced 

child mortality and neonatal mortality if interventions for the neonatal period are included. They 

found no effect on nutritional status and little or no effect on vaccine coverage (Gera et al., 2016). 

Two randomised-controlled trials conducted in Bangladesh and India reported increased service 

uptake from appropriate providers for severe neonatal and childhood illnesses (Arifeen et al., 2004; 

Mazumder et al., 2014), reductions in prevalence of diarrhoea and pneumonia (Mazumder et al., 

2014) and an increase in service quality measured as the mean index of correct treatment for sick 

children (Arifeen et al., 2004). 

 

Increased service quality was also reported in observational studies evaluating IMCI (Bryce et al., 

2005; Kader, 2013; Rakha et al., 2013; Schellenberg et al., 2004). Additionally, IMCI was found to 

reduce the proportion of underweight children in Nigeria (Ebuehi, 2009), double the annual rate of 

under-five mortality reduction in Egypt (3.3% vs 6.3%) (Rakha et al., 2013), decrease mortality rates 

in Tanzania by 12% (Armstrong Schellenberg et al., 2004) and lead to reductions of 49% and 42% in 

infant and under-five mortality respectively in Mozambique (Edward et al., 2007). 

 

Contrary to these results, Huicho et al did not find a correlation between IMCI implementation and 

outpatient utilisation, vaccine coverage, mortality or nutrition indicators (Huicho et al., 2005). As 

possible explanations the researchers proposed the low quality of training, insufficient supervision 

and insufficient budgeting at national or departmental levels (Huicho et al., 2005). Setting minimum 

standards of quality for training and implementing systematic feedback was reported as a factor for 

success by several studies (Arifeen et al., 2004; Bryce et al., 2005; Rakha et al., 2013; Schellenberg et 

al., 2004), and struggles in scaling-up and larger human resources issues as problems faced when 

implementing IMCI programmes (Bryce et al., 2005). 

 

Two studies evaluated the cost-effectiveness of IMCI. Prinja et al. found the implementation of IMCI 

to be very cost-effective with an incremental cost of USD 34.5 per Disability-Adjusted Life Year 

averted from a health system perspective and USD 24.1 per DALY averted from a societal 

perspective (Prinja et al., 2016). Manzi et al. evaluated the economic cost of a mentorship and 

enhanced supervision programme to improve quality of IMCI at USD 2.95 per additional child 

correctly diagnosed and USD 5.30 per additional child correctly treated (Manzi et al., 2018).  

 

Integration 

The concept of “Integration” is complex and not easily defined. It generally involves multi- 

component interventions aiming at responding to patients’ needs through the delivery of multiple 
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health services and/or integrated pathways, either in one visit, one location or by the same team, in 

a coordinated manner. It can also refer to adding a new component to an existing service.  

Integration-focused interventions involve a varying number and range of health systems building 

blocks. The review included 22 papers, out of which there were 18 individual papers and five 

reviews. A Cochrane review (Dudley, 2011) identified five randomised trials and four controlled 

before-and-after studies, focused primarily on HIV, reproductive health and maternal and child 

health. It concluded that adding on services probably increases service utilisation but found no 

evidence that it improved health status outcomes, such as incident pregnancies. 

 

HIV services integration 

Fourteen studies, including seven reviews, evaluated the impact of integration of HIV services into 

either maternal and child health services, including family planning, or primary health care services. 

The majority of the studies (six reviews, two individual studies) focused on integration of HIV 

services into maternal and child health services, particularly ANC and family planning services and 

generally reported positive results. A review by Lindegren et al included 20 studies and found 

positive effects on antiretroviral therapy (ART) initiation, contraceptive use, HIV testing and quality 

of services (Lindegren et al., 2012). An increase in ART enrolment was also found by two other 

reviews (Suthar et al., 2013; Tudor Car et al., 2011). Looking at attrition rates between women 

testing HIV positive in pregnancy-related services and accessing long-term HIV care, a review by 

Ferguson et al included 20 studies and reported that full integration of HIV care and treatment 

services into pregnancy-related services increased women’s uptake (Ferguson et al., 2012). 

Increased coverage of HIV testing, particularly among difficult-to-reach populations through 

integration of HIV testing and counselling into routine maternal and child health services, was also 

found in a qualitative study in Tanzania (An et al., 2015).  

 

Car et al reported limited evidence of the effectiveness of integrated programmes (Car et al., 2012). 

Spaulding et al reported generally positive or mixed results of the effect of linking family planning 

with HIV/AIDS services in their review which included 16 studies (Spaulding et al., 2009). A study in 

Mozambique found no difference in follow-up of HIV-exposed infants after integration. A review by 

Haberlen at al. (2017) included 14 reviews and showed that although integration was associated 

with more effective contraceptive method prevalence and better knowledge, there was insufficient 

evidence to evaluate its effects on unintended pregnancy or achieving a safe and healthy pregnancy. 

According to Geelhoed et al, potential effects might have been overshadowed by structural 

healthcare system limitations, such as staff absences and irregular supply of essential commodities 

(Geelhoed et al., 2013).   

 

Integration of HIV care and treatment into general health services, community-based care or 

primary health care was evaluated by one review and five individual studies. A review on the cost-

effectiveness of integration, including 46 studies, found HIV integration into sexual and reproductive 

health services, integrated tuberculosis and HIV services, as well as HIV integration into primary 

healthcare to be cost-effective (Sweeney et al., 2012). 

 

Further reported outcomes are an increase in access to HIV services and uptake of ART (Harris et al., 

2008; Pfeiffer et al., 2010; Price et al., 2009), declines in hospitalisation rates at health facilities that 

offered HIV care (Price et al., 2009), and decreases in other sexually transmitted infections (Jiang et 

al., 2011). 
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In terms of impact on other services, there is mixed evidence with studies reporting no effect on 

other services (Price et al., 2009) and others an increase in waiting times (Deo et al., 2012). 

Integration into primary care was often linked to wider health system interventions such as training 

workers, strengthening laboratories, harmonising patient flows and improving facility infrastructures 

- often made possible by the use of HIV-focused funding (Deo et al., 2012; Harris et al., 2008; Jiang et 

al., 2011; Pfeiffer et al., 2010; Price et al., 2009). 

 

Mother and Child Health services integration (MCH) 

We identified two reviews and four individual studies that covered interventions primarily targeting 

the integration of Mother and Child Health Care (MCH). Individual papers included in the review 

aimed at using integration to improve the coverage, quality and health outcomes of MCH-related 

health services. Interventions described were multi-faceted and involved a combination of new and 

improved health services, including strengthened continuum of care referral pathways between 

different levels of the health systems - from pregnancy to post-delivery (Rahman, Moran et al. 2011), 

from pregnancy to neonatal and child health (Emond, Pollock et al. 2002, Findley, Uwemedimo et al. 

2013) - and a wide health system multi-component intervention over many years (Doherty, Zembe 

et al. 2015). All interventions described had a strong component of demand generation, involving 

the development with and delivery of health services at households and community level. 

Interventions also involved strengthening the majority of health systems building blocks, including 

human resources, infrastructure and pharmaceuticals. 

 

We found medium to good evidence that the majority of these integrated interventions had a 

positive impact on health outcomes and utilisation of services. Improved health outcomes included 

significant reduction in perinatal mortality by 36% in Bangladesh (Rahman, Moran et al. 2011), 

decline in infant mortality from 90 to 50 per 1000 and 160 to 84 for child mortality in Northern 

Nigeria, (Findley, Uwemedimo et al. 2013), and a reduction in infant mortality from 60 to 34 per1000 

in Brazil over the period (Emond, Pollock et al. 2002). The impact of the larger (Catalytic Initiative) 

intervention implemented over many years in ten districts in Malawi was modelled using the LiST 

Methodology and showed a reduction in the infant mortality rate from 219 (range of 189-249) to 

119 (range of 105-132) over 10-15 years. As none of these studies used a randomised controlled 

trial, all studies noted limitations in proving causation and recognised other contextual factors might 

have biased the results. Changes in service utilisation (ANC, immunisation facility-based delivery, 

etc) were reported by all studies, and were large and significant in several studies (Rahman, Moran 

et al. 2011, Findley, Uwemedimo et al. 2013). 

 

The two reviews predominantly evaluated the impact of adding specific intervention(s) to an existing 

care   platform. The De Jongh study (de Jongh, Gurol-Urganci et al. 2016) showed that nine of the 

twelve reviews included studies related to the integration of HIV and ANC platforms, and found 

limited evidence that integrated delivery of services resulted in improved uptake and utilisation of 

services (mostly a positive effect on uptake of STI and HIV services), leading in some cases to lower 

rates of infection. Similarly, the review (Wallace, Dietz et al. 2009), which investigated integrated 

delivery of immunisation services with other services (ITNs, VitA, family planning), either routinely or 

as part as campaigns, demonstrated some beneficial increase in uptake in services but no health 

outcome data was available. 
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Broader health systems integration interventions 

Two papers reported on systems wide integration interventions. The Belize Integrated Patient-

Centred Country Wide Health Information System (BHIS) was a large scale implementation of an 

information management system embedded quality improvement featuring eight protocol disease 

domains (Graven et al., 2013). The Hopital Albert Schweitzer's integrated system in Haiti provided a 

set of multi-faceted interventions that involved community-based primary health care services (e.g. 

HCW peer-to-peer health education, community involvement, home visits, staff training 

immunisation, nutrition, HIV and TB prevention and treatment programmes, as well as micro-credit 

support) (Perry et al., 2006). 

 

Mortality data for the eight BHIS disease management algorithm domains declined significantly and 

expenditure on public healthcare stabilised. The integrated hospital care intervention study provided 

good evidence that a well-developed system of primary health care, with outreach services to the 

household level, integrated with hospital referral care and community development programmes, 

can reduce child mortality (respectively 58% less and 76% in the intervention areas in under-five 

children and children aged 12-19). Similarly, population coverage of targeted child survival services 

was generally 1.5-2 times higher in the intervention area compared to rural Haiti. 

 

Other integration studies 

A 67-article review of service integration found that integration improved care processes and 

timeliness of care usually led to a reduction in costs and positive effects on user satisfaction. 

However, these improvements were incremental, suggesting that integration was more likely to 

enhance already well-established systems than fundamentally change outcomes (Le et al., 2016). A 

study that investigated the effects of integrating primary chronic care with primary healthcare 

activities in the Philippines showed some evidence of positive change on glycaemic control, including 

significant reductions in HbA1c, waist-hip ratio and waist circumference as well as improvement in 

staff knowledge and skills (Ku and Kegels, 2014). Another study exploring the integration of male 

reproductive health services into Health and Family Welfare Centers in Bangladesh showed limited 

evidence of an increase in service uptake (Al-Sabir et al., 2004). 

 

Quality improvement 

Quality improvement strategies can involve a range of components. Peters et al. conducted a review 

of strategies to strengthen the performance of health organisations in LMIC involved 98 studies, and 

categorised them according to the following organisational strategies: public oversight (e.g. 

contracting out, accreditation), provider-human resources (e.g. training, peer support, personal 

development), provider-performance improvement or input management (e.g. guidelines, 

supervision, audit, financial or pharmaceutical management, monitoring), provider-public provider 

reorganisation (e.g. decentralisation, integration) and household and community empowerment 

(community education, community empowerment). Peters et al. concluded that strategies are not 

likely to be reproducible in detail across countries. Provider-based performance improvement 

strategies were found to have a large effect, although because of the limited comparability between 

studies it was not possible to define more successful or sustainable approaches (Peters et al., 2009). 

An overview of systematic reviews found few studies that had been conducted in LMICs and many of 

the included studies had variable effects (Althabe et al 2008). 
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If quality improvement strategies are adapted to the local context and address underlying problems, 

they can have positive effects on coverage (Doherty et al, 2009; Bardfield et al, 2015, Youngleson et 

al, 2010), service quality (Bardfield et al., 2015, Youngleson et al, 2010) and health outcomes 

(Youngleson et al., 2010). These successful interventions included performance measurement, 

establishment of areas for improvement and development of ideas for change, as well as on-going 

coaching and mentoring.  

 

Conclusion 
Overall, we face challenges in generalising findings given the heterogeneity of interventions 

targeting service delivery. In addition, many studies do not provide sufficient details on the 

intervention itself and its components and how it was implemented. Despite these limitations, there 

is reasonable evidence that multi-component interventions, and notably those whose constituent 

components reinforce each other, are associated with higher effectiveness. This is particularly 

evidenced in the case of comprehensive service integration where, when the aim is to improve the 

whole continuum of care delivery - including services redesign, demand generation and quality 

improvement through supervision, data management and pre-service training - integration is more 

likely to lead to positive health outcomes, service utilisation and sustainability.  

 

Conversely, when the intervention is designed predominately as a means to increase uptake of a 

specific and often siloed service (e.g. HIV uptake), without investment in broader health systems 

components (e.g. governance and training), impact is more limited or unknown.  Similarly, so called 

“package” interventions (e.g. IMCI) often have an effect on increasing uptake but evidence on health 

outcomes was mixed. The role of community engagement in the design and implementation of the 

interventions also came out from the review as an ingredient of higher effectiveness of interventions 

reviewed.  Briggs et al, 2006 note in their review, the vast majority of integration efforts focus on the 

supply side, with little consideration for the demand (Briggs and Garner, 2006). 

 

Finally, it must be noted that the context in which interventions are set matters to their 

effectiveness and sustainability and are not easily replicable or scalable. This means that beyond the 

effectiveness of an HSS intervention on service delivery, one needs to gain an understanding of 

processes and expected mechanisms of change. 
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Conclusion 

This review has examined evidence for what works in HSS. Initially, a more systematic approach was 

planned but as the review was conducted under time pressure and initial searches did not turn up 

the full range of expected results, a more directed approach was added, working from frameworks 

for the different health system blocks and searching for relevant evidence, bearing in mind the 

outcomes of interest and drawing on existing expertise within the group. This approach has the 

advantage of highlighting evidence gaps more clearly. 

 

The lack of clarity around the central concept of HSS complicates the task of reviewing the literature, 

which is also potentially vast, so this review is indicative, rather than complete. Potential elements 

within definitions include elements relating to scope (cutting across pillars; tackling more than one 

disease), scale (having national reach; cutting across levels of the system), sustainability (effects 

being sustained; addressing blockages) and effects (impacting on outcomes, equity, and risk 

protection). All of these are relevant. We focused on measures with cross-cutting implications and 

which at least aim to create or support longer-term health systems improvements. However, we 

note that in some circumstances, supporting or preventing collapse in health systems may be an 

appropriate response (e.g. in emergency settings). It also became clear in the course of the review 

that substantial reforms or interventions in any health system block tend to have spill-over effects 

on the whole system (intended and unintended), which enlarged the literature to be examined. 

 

There are many health system frameworks, all with their own limitations. Although our interventions 

all have implications beyond their ‘block’, the review is structured along the lines of WHO’s building 

blocks, with studies of some of the more complex interventions included under governance, given 

the broad implications of governance as a sphere.  

 

Overall, there is reasonably strong evidence of HSS interventions producing beneficial effects on 

system outcomes in the right circumstances, including: 

 

 civil participation (engaging community members with health service structures and 

processes),  

 leveraging collaborative models involving different stakeholders and health units and other 

sectors to work towards a clear objective,  

 bundled retention packages for health staff in underserved areas, 

 most interventions within health financing, though the importance is less the formal 

labelling of arrangements than shifting towards accepted good practices in revenue raising, 

pooling, purchasing and provision, 

 many of the service delivery reforms, including strengthening community-level services, 

introducing integrated care packages such as IMCI and ICCM, PHC strengthening, service 

integration (especially comprehensive approaches) and some quality improvement 

initiatives, and 

 complex interventions targeting multiple areas within a larger scale reform initiative. 

 

Other areas look highly promising but are less well studied – these include many of the initiatives 

within supply chain strengthening, for example, and information systems. 
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It is also important to consider the costs or benefits foregone of not investing in HSS – this is well 

understood by most development actors but rarely systematically documented. For example, there 

are indications that corruption is a pervasive problem that not only undermines the effectiveness 

and equity of health systems but also has a major impact on outcomes; a 2011 study estimated that 

140,000 child deaths per year may be linked to corruption (Hanf et al., 2011). It is expected that 

addressing it requires actions and policies in all system blocks and levels, as well as changing social 

norms and culture and social determinants of health (Mackey et al., 2018; World Bank, 2015). 

However, investment in anti-corruption (including that of major donors) has mainly had a narrow 

focus on accountability and transparency, and a systematic review found weak evidence of 

effectiveness for the most common anti-corruption interventions (Gaitonde et al., 2016). Similarly, it 

is essential to recognise and address the negative effects of disease-specific HSS programmes on 

routine services in order to achieve more effective mobilisation of longer-term investment towards 

health systems. For example, repeated “campaign” strategies targeting specific health problems 

displace funding that could be used to strengthen systems; avoiding this can interrupt an inefficient 

modus operandi. 

 

In considering the case for HSS, it is important to note that the overall literature is highly skewed 

towards better funded areas, with more external support and interest, which means that local level 

innovations and smaller projects are neglected. We also highlight the tendency to evaluate what are 

seen as ‘new’ initiatives, while many important areas of potential reform are overlooked if seen as 

‘more of the same’3, even though not well studied or understood. It also appears that more 

‘operational’ topics, such as SCM and HIS, do not receive the same research and evaluative 

attention. Finally, more complex packages of measures, even if potentially more powerful, are 

harder to evaluate and also to publish on, leading to a bias towards studies of discrete investments. 

Many studies focus on one element within health systems and fail to describe the wider effects of an 

intervention, thus inadvertently ‘verticalising’ what is in fact an HSS intervention (this links back 

perhaps to the greater ease of publishing on more specific topics). 

 

More significantly, within most interventions is a bundle of activities, which trigger different 

mechanisms in different contexts. Evaluation is rarely able to separate their individual contributions, 

which is a challenge to generalising from existing studies. This highlights the need to use a wider 

range of research methods, including realist evaluation and theory-based evaluation4, which is able 

to draw conclusions on contributions, if not attribution, as well as longitudinal studies and mixed 

methods. 

 

Few studies make the link between HSS interventions and health outcomes.  This is mainly because, 

by definition, HSS interventions are working on component parts of the system, and so the obvious 

outcomes to look at are systemic and not health-related.  All interventions have complex theories of 

change relating to ultimate health system goals, but these can be summarised in a set of over-

arching health system process goals (see figure below). If projects, programmes or reforms 

contribute to these it is reasonable to assume, other things being equal, that they will improve the 

overall health system and its outcomes.  

 

                                                             
3
 A point well made here: https://www.tandfonline.com/doi/full/10.1080/23288604.2018.1513265 

4
 For example: Witter, S. et al. (2018) The Free Health Care Initiative in Sierra Leone - evaluating a health system reform, 2010-2015. 

International Journal of Health Planning and Management, p. 1-15 

https://www.tandfonline.com/doi/full/10.1080/23288604.2018.1513265
http://rdcu.be/EMOU
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Figure 6: HSS framework and process goals 

Source: The authors
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Given the cost of randomised designs, the fluidity of interventions and contexts, the methodological 

challenges, including time-lags, and the issues raised above about generalisability, it may make sense 

to work from plausible interventions which have demonstrated good progress in relation to HSS 

process goals in prioritising support. System strengthening will also always entail concern for how 

any specific intervention is adapted to and works with the existing system, not only to ensure its 

long-term sustainability but also to support, rather than undermine, system resilience. Paying 

attention to system software - such as trust in relationships or leadership processes and values  - is 

critical in this regard (Cleary et al., 2018; Gilson et al., 2017). 

 

In relation to the research question on the sum and the parts of HSS, our review does not suggest 

that interventions always have to tackle more than one building block to have an impact on health 

service access or outcomes.  Lasting impact on any part of the system is important and the cross-

cutting nature of its impact can be derived from the dynamics of the system itself. Investment in a 

stronger health information system will, if it works, deliver a stronger health system because of the 

inherent and multiple connections to other blocks. Furthermore, these reforms do usually have 

minor parts that address the other system components, even though this is not always well reflected 

in the evaluations.  

 

In terms of how reforms play out in different settings, this is hard to state in categorical terms. A 

recent review of health financing in FCAS settings, for example, found that the general principles of 

good health financing practice still applied in these settings – in fact, were even more key, given the 

urgent resource constraints - which are highly heterogeneous between one another in any case 

(Witter & Bertone, 2018). The sequencing of interventions might be somewhat different and the 

focus of investments was also different (reflecting donor confidence and the local health markets 

etc.). Equally, countries in transition often still face institutional weaknesses which might be 

associated with lower income countries. Each context, therefore, has to be approached with 

sensitivity to its unique history and features. 

 

Factors highlighted across the studies which are likely to increase HSS success include political 

commitment to a process, shared societal values, taking advantage of windows of opportunity, 

sustained commitment, coherent reform programmes, quality of implementation and iterative 

learning and adaptation. The role of community engagement in the design and implementation of 

the interventions also came out as an ingredient of higher effectiveness in interventions reviewed, 

as did capacity development and mentoring.  

 

This review focused on HSS interventions (not on qualities of a strong health system per se) but the 

wider literature on resilience and learning health systems is part of a broader body of knowledge 

identifying some desirable general features for strong and resilient health systems, such as 

adaptability, good collaborative mechanisms and intelligence gathering (Barasa et al., 2018), which 

can be fostered by features such as staff commitment, community cohesion and organisational 

flexibility (Alameddine et al., 2019). 

 

In terms of areas for further research and evaluation, we note that: 

 

 Supply chains and information systems appear more reliant on grey literature and donor 

reports and would merit more thorough assessment.  

 Large-scale evaluation of national reform implementation and impact is important. Much 

of what we have identified is small scale, and district-based or project-based.   
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 We continue to need to reach consensus on definitions of HSS interventions and evaluation 

that are operational, including how to capture the cross-cutting elements of interventions 

(using and HSS lens in evaluation). 

 Evidence of what interventions and polices are best suited to which contexts is still limited, 

especially in conflict, post-conflict countries, and those transitioning from aid or under 

different political arrangements.  

 Furthermore, a more in-depth understanding of the informal systems that govern the 

behaviour of all health systems actors (patients, providers and bureaucrats), which shape 

their actions and determine whether health policies and interventions achieve their 

intended outcomes, is valuable.  

 Another gap in knowledge is what happens after the specific or cross-block interventions 

end - what is the longer-term impact on sustainability, equity and empowerment of local 

actors?  
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Appendix 1: Review methods  
 

Search Strategy 

The following search string, #1 AND #2 AND #3, was used. Seven databases were searched on 

October 31st 2018. These include Ovid MEDLINE(R), Ovid Embase, Ovid Global Health, Web of 

Science, McMaster University Health Systems Evidence, Cochrane, and Campbell Collaboration 

Library. 

 

#1 (health AND system*) AND (strengthen* OR reform OR intervention OR policy OR 

policies OR evaluation OR review OR program* OR project OR scheme) 

#2 ((human AND resources) OR staff* OR doctors OR nurses OR midwives OR community 

health workers) OR (finance OR financing) OR (governance OR administrat* OR 

management) OR (governance OR leadership) OR information OR (products OR vaccines 

OR technologies) OR (service AND (delivery OR infrastructure)) 

#3 (low-income countr* OR middle-income countr* OR LMIC* OR LIC*) OR (transition* 

AND countr*) OR (conflict AND countr*) OR (fragile AND countr*)  

 

The search string was originally tested with two additional lines which aimed to increase the number 

of studies on integrated interventions and studies that listed HSS specific interventions, listed below. 

After testing these terms, however, the results had low sensitivity. 

 

#2 integrated OR cross-cutting OR multi-component 

#4 (service AND delivery) OR workforce OR training OR financing OR safety OR (pay AND 

performance) OR (partnership OR collaboration) OR access OR (capacity AND building) OR 

(sector-wide approach OR SWAp) OR (district AND system* AND strengthen*) OR (risk AND 

protection) OR (supply AND chain*) 

 

Grey literature was explored using a top-down approach, with team members providing reports and 

other relevant documents. Backwards citation tracking was conducted for key reviews.  

 

Screening  

Five reviewers conducted screening and data extraction. Title and abstract screening was conducted 

on Abstrackr by uploading search results after removing duplicates. If a study was set in a relevant 

country, described an intervention that can be defined as health systems strengthening or reviewed 

studies that describe health systems strengthening interventions, and reported at least one of the 

specified intermediate or long-range outcomes, it was included in full-text screening. Intermediate 

outcomes included service access, service coverage, and service quality and safety. Long-range 

outcomes included improved health (covering morbidity and mortality), equity of 

outcomes/distributional effects, cost-effectiveness, responsiveness (such as patient-centeredness), 

and social and financial risk protection.  

 

Studies were either included for full-text screening, excluded, or marked as ‘maybe’. Studies marked 

as ‘maybe’ were reviewed in a second round of screening by one of the reviewers.  

 

  



Health systems strengthening evidence review  96 February 2019 

Quality Appraisal 

Quality appraisal was conducted for all included studies during data extraction. Questions focused 

on whether the study had a clear and appropriate research question(s); the methodology was 

appropriate to answer the research question(s); the data were collected in a way that answered the 

research question; the sample was adequate; the outcome measure(s) were clearly defined and 

valid; data analysis was sufficiently rigorous; there was a clear statement of findings; and whether 

limitations were identified and accounted for. For each of these questions, the full list of which is 

listed in Appendix B, a study was marked as “Yes fully”, “Yes partially”, or “No”. 

 

Studies received a score of 2 for “Yes fully”, 1 for “Yes partially”, and 0 for “No”. Studies that 

received a score greater than 12 were categorized as high quality, those receiving a score between 6 

and 12 were categorized as moderate quality, and those with a score less than 6 as low quality.  

  

Analysis 

Analysis was focused on interventions that report health outcomes, longer-term system effects (e.g. 

more than five years), and cost information. The review also incorporates analysis of the context of 

HSS interventions, for instance, fragile states and countries in transition. Although the review 

includes interventions in LMICs, it focuses on LICs and DFID priority countries in particular.  

 

Bibliographic overview 

Characteristics of included studies (from initial search; i.e. excluding later more purposive search) 

In the initial review 96 studies were included and 88 studies were excluded after data extraction. 

Subsequently, 97 studies were added by the research team under the categories leadership and 

governance (n=21), workforce (n=11), financing (n=55), service delivery (n=4), health information 

systems (n=3), and supply chains (n=3).   

 

Included studies were published from the year 2000 to 2018, with the number of studies gradually 
increasing from 2008 to 2017. The years that generated the most included studies were 2017 (n=29) 
and 2013 (n=21). Studies were excluded during data extraction if they did not report the outcomes 
of an intervention (n=30), did not target one or more building blocks or include spill-over effects in a 
different building block (n=32), did not describe or evaluate an intervention (n=18), the full text was 
not available (n=3), was not available in English (n=3), or if they did not evaluate an intervention in a 
low- or middle-income country (n=2).  

 

Included studies represent a range of study designs. Most studies were reviews, including both 

systematic and non-systematic/literature reviews (n=64), quantitative studies (n=47), and mixed 

methods studies (n=21). Fewer qualitative studies (n=7) and case studies (n=1) were included due to 

their inability to report outcomes. There were very few quasi-experimental (n=7) and randomised 

controlled trials (RCTs) (n=5) included in this review since they primarily focused on interventions 

that did not aim or result in the strengthening of health systems. Rather, these studies most often 

evaluated smaller-scale interventions that did not implicate or influence the larger health systems 

within which they operated. Two studies conducting economic evaluations that looked at 

supervision strategies and community-based practitioner programmes were included, as were five 

studies conducting cost-effectiveness analyses that evaluated IMCI and treatment for tuberculosis. 

The following chart shows the design of included studies. 
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All studies evaluated or described interventions in low- and middle-income countries (LMICs). The 

World Bank’s classification was used to categorise countries as low-income, lower-middle income, 

upper-middle income, or middle-income (World Bank, 2018). This classification uses gross national 

income (GNI) per capita for the previous year and is updated annually on July 1st with an adjustment 

for inflation. The majority of studies were conducted in low-income countries and are described in 

70 included studies, with interventions in lower-middle and upper-middle countries described in 58 

and 35 included studies respectively. Studies that did not specify the country(ies) in which an 

intervention was implemented are listed below as “Country(ies) unknown” (n=51). The following 

chart shows the country classifications of included studies. 

 

 
Many studies evaluated or described interventions that were implemented in fragile and conflict-

affected countries. DFID’s classification for fragile and conflict-affected countries was used to classify 

studies during data extraction (DFID, 2017). This classification is based on DFID’s fragile states list, 

ODA-eligible countries neighbouring ‘high fragility’ states excluding China and India, and DFID’s 

regional programmes in fragile regions. It provides a useful differentiation between countries with 

low fragility, moderate fragility and high fragility, and countries that neighbour high-fragility states. 

The studies included by this review primarily focus on interventions in moderate-fragility countries 

(n=40) and countries with neighbouring high fragility (n=40), followed by countries with low fragility 

(n=25), and high-fragility states (n=15).  

 

This review included studies on interventions that either focused on two or more building blocks 

(WHO, 2007) or reported spill-over effects in multiple building blocks. A large majority of studies 
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focused on services (n=82) and workforce (n=76). Common cross cutting interventions targeted both 

services and workforce, many of which focused on IMCI and community-based health workers. Most 

of these studies examined the dual provision of services with the training and/or supervision of 

health workers, and commonly evaluated the quality of services provided. Other common 

combinations include studies focusing on financing (n=74) and governance (n=33), which often 

examined how health financing schemes interacted with health system administration and 

governance. These include studies on district-level financing, decentralisation, and cost-effectiveness 

of the provision of services in primary health care and for IMCI. Studies also focused on both 

information (n=15) and technology (n=13), most often evaluating technical interventions that either 

targeted or resulted in increased availability of information and improved responsiveness. The 

following chart shows the building blocks targeted in included studies. 

 

 
Intermediate outcomes reported include service quality and safety (n=46), service coverage (n=38), 

service access (n=27), service uptake (n=9), and service delivery (n=1). Service quality and safety was 

commonly reported by the included studies as a general increase in quality of the services provided 

after or during an intervention, although most studies were unable to detail how quality improved. 

Service coverage, access, and uptake were commonly reported either as a general increase, similar 

to improvements in quality, or with quantitative data. Service delivery was only reported as an 

intermediate outcome in one study.  

 

The long-range outcomes reported by included studies primarily consisted of improved health 

covering morbidity and mortality (n=73). Studies reporting improved health were generally able to 

provide quantitative and/or detailed descriptions of how the health of targeted populations 

improved. Other long-range outcomes were not as prominent, and include cost-effectiveness (n=16), 

social and financial risk protection (n=14), equity of outcomes/distributional effects (n=11), and 

responsiveness (n=6). There may be a difficulty in measuring such outcomes in low- and middle-

income countries without more in-depth research into how health service delivery adapts, for 

instance in the case of responsiveness, and without access to data which may not be available in 

lower-resourced health systems, for instance in the case of equity of outcomes.  

 

Only studies retrieved from the electronic literature search were assessed for quality. Most included 

studies were ranked as high quality (n=74) by the data extraction team, with fewer studies ranked as 

moderate quality (n=19) and low quality (n=3). Many low and moderate quality studies were 

excluded because they did not report outcomes. The high quality of included studies suggests that 
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while the current evidence base on health systems strengthening in LMICs is lacking, especially with 

regards to conducting evaluations of system-wide interventions and reporting reliable and 

generalisable outcomes, existing research provides some robust evidence which may be analysed 

and applied to policy and practice.  


