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1.1 Rationale for this handbook
The global health environment is becoming
increasingly complex. Social, demographic and
epidemiological transformations fed by globalization, urbanization and ageing populations pose
challenges of a magnitude that was not anticipated
three decades ago. In addition, recent global
health security threats such as the Ebola virus
disease or Zika virus outbreak, and the growing
mismatch between the low performance of health
systems and the rising expectations of societies,
are increasingly becoming a cause for political
concern. This often leads to countries prioritizing,
or re-prioritizing, efforts towards strengthening
health systems, moving towards universal health
coverage (UHC) and implementing the idea of
health in all policies.1
Countries recognize that these calls for efficiently
strengthening health systems and improving
health security must be translated into robust,
realistic, comprehensive, coherent and well
balanced health policies, strategies and plans.
In the post-Millennium Development Goals
(MDGs) era, they also recognize that in pluralist,
mixed, public-private health systems, these
policies, strategies and plans have to relate to
the entire health sector and cannot be limited
anymore to “command-and-control” plans for
the public sector.
Functional health systems that deliver high quality
services to the population are the main priority for
governments. Achieving this requires permanent,
well-structured and dynamic processes, with a
true consensus between the demand and supply
of services, as well as between governments,
services providers and the population. A solid,
evidence-informed policy dialogue is the only
real way to achieve this in the 21st century.2,3,4

Furthermore, it is now widely understood that
national health policies, strategies and plans
(NHPSPsI) extend much beyond “health care”,
i.e. clinical personal services, and cover the
broad public health agenda, including disaster
preparedness, risk management and the International Health Regulations, encompassing
action on the social determinants of health and
the interaction between the health sector and
other sectors in society.
In the face of both these gradual and acute
changes over the past decade, NHPSPs, and
more importantly the process of developing
the NHPSP, need to be adapted and given a
different focus. This handbook attempts to
address that need.
In the context of the Paris, Accra and Busan
principles of effective development cooperation,
it is also widely recognized that in countries
that receive significant external aid, NHPSPs
are increasingly seen as crucial for making aid
more effective.
It is recognized that, during the MDGs era,
plans or policies did not always fulfill their
promises; this was often because of design
deficiencies or implementation failures. It was
common to observe that national plans were
not inclusive, not comprehensive enough, often
imbalanced and incoherent with the wide variety
of health problems to be tackled. Often, there
was a disconnect between national plans and
the broader national development policies or
policy frameworks, health financing strategies
and macroeconomic policies.

I The terms “policy”, “strategy” and “plan” are used interchangeably
by WHO, following a WHO Global Policy Group meeting and decision
in 2009.
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1.2 Context in the 21st
century
1.2.1 Sustainable development
goals, strengthening
health systems and
universal health coverage

Strategizing
means
designing
plans and
policies to
achieve a
particular goal
related to the
health of a
nation.

This handbook builds on the experiences gathered
by WHO and its partners during the MDGs era.
It presents the way of developing NHPSPs from
a new pluralistic perspective, and it advocates
for policy dialogue as a means to ensure inclusiveness and the participation of both service
providers and the population in debates and the
decision-making process with the government,
as well as in the follow-up, monitoring and
evaluation of NHPSP implementation.

As the world shifts from the MDGs to the Sustainable Development Goals (SDGs), governments
are afforded a tremendous opportunity to better
engineer the development of their countries. This
is particularly relevant in the health sector, as
countries make progress towards universal health
coverage (UHC), i.e. ensuring that all people have
access to needed promotive, preventive, curative
and rehabilitative health services, of sufficient
quality to be effective, while also ensuring that
people do not suffer financial hardship when
paying for these services.5 In other words, this
entails reducing the gap between access, need
for and use of services, improving quality, and
improving financial protection (see Fig. 1.1).
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This handbook aims to make the case that
strategizing – meaning designing plans and
policies to achieve a particular goal related to
the health of a nation – is absolutely critical in
the 21st century. It is not only recommended
by the Member States of the World Health
Organization (WHO), but is also feasible for all
countries in all settings.
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Reduce cost
sharing and
fees

Extend to
non-covered

Include
other
services

Direct
costs:
proportion
of the
costs
covered

current pooled funds
Services:
which services
are covered?

Population:
who is covered?

Fig. 1.1 Moving towards UHC6

UHC will only be achieved by its target date of
2030 if consistent and comprehensive health
systems are developed, ones which are able to
deliver on health outcomes and the well-being of
the populations they serve. In particular, strong
health systems are essential to ensure both
individual and global public health security. As
sharply illustrated during recent health emergencies in West Africa, or natural disasters in
Nepal and the Philippines, health systems must
also be prepared to guarantee the health security
of the population and the resilience of societies.

Health system strengthening (HSS) efforts thus
must be scaled up immediately. HSS is the
process of identifying and implementing the
changes in policy and practice in a country’s
health system (institutions, people and actions),
so that the country can respond better to its
health and health system challenges.7 HSS
implies mobilizing or better prioritizing the
allocation of financial resources for health, as
well as building the capacities of health systems
in a variety of institutional, economic, fiscal, and
political contexts.
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Strategizing
for health
relates to SDG
3 but also to
other SDGs
such as SDG 1
(Poverty), SDG
4 (Education,
SDG 5 (Gender
equality) or
SDG 8 (Inclusive economic
growth and
decent jobs).

Health systems and their strengthening are seen
as the foundational set of policies, institutions,
actions, approaches and tools, required to achieve
the goals of UHC and the SDGs. Attaining these
goals will, in turn, make essential contributions
to global health security and resilient societies,
equitable health outcomes and well-being, and
inclusive economic growth —a dynamic further
illustrated in Fig. 1.2 below. Realistically, strategizing for health needs to build on solid financial
evidence and a stable financial perspective, as
discussed in the next section.

Fig. 1.2 A framework for UHC as part of the SDGs
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Box 1.1

Key concepts for the HSS agenda
A health system is the aggregate of
all public and private organizations,
institutions, and resources mandated
to improve, maintain or restore health.
This includes both personal and population services, as well as activities
to influence the policies and actions of
other sectors to address the political,
social, environmental, and economic
determinants of health.
Health system strengthening is the
significant and purposeful efforts to
improve the performance of existing
health systems.
Resilience reflects the ability of health
systems and institutions and societies
to absorb disruptions, adapting and
responding as needs evolve and the
wider context changes. Resilience is
a dynamic objective, captured over
time as systems progressively build
capacities to effectively respond to
future shocks.
Health security has two separate
dimensions—individual and collective.
Improving individual health security
aims at reducing individual vulnerability
to health risks through trusted access
to safe and effective health services,
products, and technologies. Collective
health security at the global level
involves reducing the vulnerability of
societies to health threats that spread
across national borders.
Universal health coverage is the goal
that all people and communities receive
needed quality health services (including prevention, promotion, treatment,
rehabilitation, and palliation) without
financial hardship.

Chapter 1 Introduction

7

1.2.2 The fiscal gap and the importance of domestic resources

NHPSPs need
to be guided
by better and
more efficient
use of existing
domestic
resources, and
by a very strategic and very
well reflected
allocation of
the expected
additional future domestic
resources.
This requires
increased accountability of
all concerned
stakeholders,
with strong
policy dialogue
at the highest
level.

Estimates of the resources required to strengthen
health systems point to a stark financial gap.
In 2015, WHO estimated that the minimum
investment required in the health sector for
countries to attain the SDGs by 2030 is USD 55
billion per year.II Of this annual amount, according
to the The Taskforce on Innovative International
Financing for Health Systems, between two thirds
and three quarters— USD 40 billion—must be
spent on HSS efforts.8
The global HSS gap of USD 40 billion per year
demands additional resources, as well as a
realignment of existing resources. One cannot
expect that this gap, mainly located in low and
middle income countries, will be covered by
external aid. Indeed, in 2013, the total combined
amount of funding for HSS from all international
sources was just over USD 2.3 billion, whereas
funding for disease-specific programmes such
as HIV/AIDS, tuberculosis or malaria amounted
to USD 34 billion.9 It is unrealistic to expect a
twenty-fold increase in external aid for HSS
to reach the required annual funding targets.
Consequently, this gap will need to be covered
by domestic funding (government and household
contributions).
As echoed in the 2015 Addis Ababa Action
Agenda,10 the growing use of domestic resources
for financing the health sector signifies that
governments must make smart choices in

II WHO estimates 2016, based on the 2009 Financing for Development
Conference.

These issues of misallocation and inefficient
use of domestic resources in many low- and
middle-income countries underline the cruciallyimportant role of better strategizing and planning
domestic resources in order to improve the health
and well-being of populations. NHPSPs need
to be guided by a better and more efficient use
of existing domestic resources, and by a very
strategic and very well reflected allocation of the
expected additional future domestic resources.
This requires increased accountability of all
concerned stakeholders, with strong policy
dialogue at the highest level. As discussed in
the next section, to achieve these objectives,
strategizing national health in the 21st century
clearly needs to be inclusive of all relevant
actors and sectors.

III In 2013, out-of-pocket expenditures represented 49% of total
health expenditures in this group of countries, while public
expenditures represented only 39% of total health expenditures.
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determining how and where investments are
made. In 2013, domestic resources represented
75% of total health spending in fragile states
and low-income countries, and more than 95%
in middle-income countries.11 Notably, however,
these domestic resources are often not optimally
distributed, neither geographically nor among
various income quintiles. Out-of-pocket expenditures remain unacceptably high.III This trend also
suggests the need to reduce fragmentation and
duplication among the different programmes,
thereby increasing efficiency within and outside
the health sector.
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Box 1.2

Why are sound NHPSPs so important?
The evidence from Africa
In the 2016 WHO report Public financing for
health in Africa: from Abuja to the SDGs,12
WHO concluded that “For every USD 100 that
goes into state coffers in Africa, on average
USD 16 is allocated to health, only USD 10
is in effect spent, and less than USD 4 goes
to the right health services.” The authors
assessed that four key areas need to be
addressed to overcome this situation:
1.

the de-prioritization of health in the
context of increasing revenues;

2.

funding inconsistency and the lack of
predictability of both domestic and
external resources for health;

3.

budget underspending;

4.

misallocation of resources.

The development of sound health policies
and strategies through intersectoral (wholeof-government) and intrasectoral inclusive
policy dialogue with all health stakeholders
(whole-of-society) is the way forward. In other
words, to address the above-mentioned key
issues, robust NHPSPs that reflect the vision,
formalize the agreements, and put implementation aspects down on paper, need to be
developed. They must be well prioritized and
reflect the needs and the demand for health
services, with resource allocation orientated
towards UHC objectives. They need to clearly
specify health sector goals and be anchored
in strong political agreements to improve
consistency and predictability. NHPSPs must
be well translated into operational plans and
budgets that will allow for full implementation. They also need to be well monitored
and transparently evaluated for increased
accountability and transparency.

Chapter 1 Introduction

9

1.2.3 A whole-of-government and a whole-of-society approach to
policy dialogue (see Box 1.3)
Linked to the evolution of democratic and
human right values in national debates, and
supported by more rapid, real-time communication offered by the media in the age of the
internet, governance has evolved towards a
whole-of-government and a whole-of-society
approach: improving health and well-being is
no longer the role of the public health sector
only, and no longer only under the purview of

the ministry of health (MoH) (see Box 1.4). In
other words, all sectors are part of the UHC road
to success, and all stakeholders, beneficiaries,
providers and the state must be involved in its
design, implementation and follow-up. By thus
taking on an increased role in defining the “what”
and the “how”, health actors accept increased
responsibility and accountability for delivering
results on agreed targets.

Fig. 1.3 Structuring the policy dialogue14

Elections

s
er

tn

r
Pa

CSOs
NGOs

Government
policy

Political
parties’
programmes

State:
Politicans and
policy-makers
s
es

n
ve

o

sp

Re

i
ns

Re
po In
Ov Co
rt fo
er m
in rm
si pa
g, a
gh ct
t, : D and tion
an ir
Lo ,
d ec
bb
Re tiv
yin
so es
g
ur ,
ce
s

n

tio

a

g
e: e
ic gr
Vo e Ag
c
n
re

e
ef
Pr

Clients/
citizens

Go
ver
po nmen
licy t
l

na
tio
titu m
ins refor

bie

s

Cl
ie
n
pa and ts
tie
nt
s

Lo
b

Pa
rtn

er
s

Private
sector

Elections

OP

I
1

B

10

ME

PS

PC

SP
C

SA

DS

Lobbies

n

tio

za

li
ra

t
en
ec

D

Private
sector

Client Power: Technical Input and Oversight

Providers

Services

Clie
nt
and s
ien
ts

pat

Os
CS Os
NG

cal
liti ’
Po rties mes
pa ram
g
pro

DC

IA

LR

n

atio

s
rali

ent
Dec

l
na
sio ns
fes iatio
o
r
p soc
as

CSOs
NGOs

institutional
reform

Strategizing national health in the 21st century: a handbook

Professional
associations
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Box 1.3

Policy dialogue: a fundamental process for
the development of truly “whole-of-society”
and “whole-of-government” NHPSPs?13
Policy dialogue can be defined as the “set
of formal and informal exchanges aimed at
facilitating policy change, influencing policy
design and fostering further processes for
decision-making where stakeholders of the
different health system levels participate
and contribute”. It is an iterative inclusive
process connecting the technical to the
political, addressing the aspirations of the
people, involving multiple stakeholders
aimed at questioning and changing formal
or informal policy, strategy and plans or
addressing specific health issues to have
maximum (public) health impact through
a face-to-face and interactive discourse.
In the health sector, the entry points for policy
dialogue can be very diverse. The entry point
may be an issue that has arisen in the course
of a policy process that provokes dialogue,
often (but not always) due to the sensitivity or
the wide-reaching consequences of the policy.
It can be the emerging need for reforms,
national or sub-national political debates,
technical challenges, or even operational
problems related to health systems or disease
control activities. Examples of such entry
points are health system reform, fiscal policy,
health financing strategies, coordination of
stakeholders within and outside of the health
sector, health accounts, human resources
for health, service delivery models, and
drug pricing strategy, among many others.

Recent policy dialogue
processes at
country level
have demonstrated that
flexibility is
key to supporting strategic
interventions.
A MoH should
be capable to
adapt its policy
orientations to
the evolution
of the national
situation as
well as to the
transformation
of the outside
world.

Ideally, a robust policy dialogue leads to key
policy decisions with the buy-in and ownership of a wide range of stakeholders – this
is crucial because policy implementation
is directly dependent on buy-in from at
least those stakeholders who are involved
in implementation. Stakeholder ownership
is invaluable and is, among other things, a
consequence of having a voice in the policy
process. It includes any communication
(informal consultations, electronic correspondence, corridor meetings, among
others) or contact between people who are
ultimately contributing in some way, shape,
or form to a process which culminates in a
policy decision. Policy dialogue provides a
means to enhance mutual understanding
of problems and to expand trust between
partners by providing a platform to clarify
expectations and agree on commitments.
Policy dialogue also offers a way to increase
accountability, more effectively implement
policies, and more rapidly respond to barriers
or challenges that are ideally addressed in a
collective and collaborative manner.
Ensuring continued participation of all the
actors necessitates innovation to allow
dialogue outside the formal frameworks
and spaces that constitute formal dialogue
processes.
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Box 1.4

Overview of health system governance in Cabo Verde 201614

ARFA
IGAE
NQI
Responsiveness

INPS

Ad-hoc commissions:
EML, Pricing of services

IGS
DGF

MSSS
Prime Minister’s Office
M of Economy
M of Finance

DNS

State and
decision-makers

DS

Constitution
“Lei de Base”
Other laws and regulations

Directives
Resources
Supervision

Government health sector
strategic plan

Other ADECO activities
incl media relations

Health budget
lump sum
reimboursements

ADECO on Conselho
National de Soude

Human resources
training and
deployment

Health issues in assembly
Union rep on INSP board

Medical and
Pharmaceutical Orders

Citizen voice
Parliamentary
group

Service
providers

Citizens

ADECO
Unions
Patients

Reporting
Lobbying

Patients’
power

Services

Complaints (hospitals, INPS)

Essential package of
health services

Patients satisfaction surveys

Other health
services

ADECO dialogue with
hospitals and RS

How do participation and inclusiveness play out
in practice? A recent analysis of health stakeholders and major health governance issues in
Cabo Verde demonstrates the sheer plethora of
actors involved in the health sector. The graphical and visually “busy” representation above
makes it strikingly clear how overwhelming
the health policy arena can be. The illustration

Health accounts
Performance indicators
Public hospitals
Regional hospitals
Health centres
Private clinics
Private pharmacies
EMPROFAC
INPHARMA

Medical, nursing
and other schools

elucidates how complex a simple stakeholder
analysis can be, with multiple actors, multiple
interests and a multiplicity of relationships and
connections between them. It also drives home
the point that the health policy playing field is
no longer necessarily dominated by the public
sector, and that participation and inclusiveness
must be structured and managed.

Chapter 1 Introduction

13

© WHO /Stèphane Saporito

The national and in some cases international
stakeholders need to agree on baselines and
targets, on methods and strategies to achieve the
targets, on plans to implement the strategies,
on mechanisms and process to monitor and
correct strategies in a dynamic environment
where external conditions will guide and reshape
initial strategies to keep the objectives on track
all along the journey.
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They will need to be present at all levels, wherever
a decision-making process is needed. In highly
decentralized countries, it may mean a pluralistic
participation in various facility boards or other
steering, management or health committees.
In all cases, it is clearly a dynamic process that
needs to be sustained: in order to be effective
and ensure accountability, this policy dialogue
is not a “one shot” exercise; it is a permanent
process to guide countries towards UHC (Box 1.5).
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Box 1.5

Using crises to improve health planning

The 2014-15 Ebola Virus Disease (EVD) outbreak in West Africa exposed significant
gaps in the health systems of the affected
countries. Prior to that period, Sierra Leone
had embarked on a series of efforts to improve
national health planning: the National Health
Sector Strategic Plan 2010-2015, which provided the overarching framework for informing
the strategic orientations of the country; the
Joint Programme of Work and Funding 20122014, which aligned interventions to key sector
priorities; the Basic Package of Essential
Health Services 2010-2015, which provided
the platform for guiding delivery of health
services and a Results and Accountability
Framework 2010-2015, which articulated the
monitoring and evaluation requirements to
support health services management. With
the EVD epidemic, the implementation of many
of these measures was hindered. However,
the post-Ebola environment has provided a
fertile ground for improved national health
planning, incorporating the lessons learnt
from the past as well as during the outbreak
to enhance the health and well-being of the
population. The Government of Sierra Leone,
with support from partners, has identified a
series of targeted, prioritized interventions

across all sectors to revitalize the country.
In health, this has meant a sustained effort
in the 6-9 month period following Ebola to
tackle patient safety and revive essential
services, while in the medium term 10-24
months, there have been identified key result
areas to reduce maternal and child mortality,
maintain a ‘resilient zero’ – i.e. no new cases
of Ebola, and provide care to EVD survivors.
These prioritized interventions have enabled
the Government and partners to rationalize
limited resources, allowing for focused planning, budgeting and monitoring.
Similarly, the lessons from Tunisia illustrate the impetus crises can provide to
strengthen planning processes. During the
post-revolution period, in 2012, the Government launched a “societal dialogue”, which
was instrumental in providing the basis for
sector’s health priorities.IV
These two experiences – from Sierra Leone
and Tunisia – highlight the growing recognition by countries to move towards innovative
ways of better planning for health, particularly, as they emerge from challenging
situations.

IV For more information, please see chapter 2 “Population
consultation on needs and expectations” in this handbook
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1.2.4 Different contexts, different countries, different strategies for
strengthening a health system

Context is
of prime
importance in
national planning and policy
dialogue.

These are further described below, and are
pertinent with regard to the NHPSP content.

Some countries are more advanced in the
process, while others are still facing fatal gaps
that need to be addressed in order to improve
population health. The way systems are strengthened will be different in every country context,
and subsequently reflected as such in each
NHPSP. WHO has categorized three broad
country contexts from the specific vantage point
of strengthening health systems as a means to
achieve UHC (see Fig. 1.4).

1.

Strategy 1: “F”: Strengthening health systems foundations in least-developed and
fragile countries with poor health system
performance and negligible fiscal space to
increase public spending on health.

2.

Strategy 2: “I”: Strengthening health systems
institutions in least-developed countries
where the health system foundations are
in place.

3.

Strategy 3: “T”: Supporting health systems
transformation in countries with mature
health systems where reaching UHC and
health security is still challenging.
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In national planning and policy dialogue, context
is of prime importance and thus blueprint
approaches are unlikely to provide sufficient
support. Fortunately, enough knowledge has
been accumulated to identify good practice
elements. Experience shows that the policy
dialogue for building comprehensive NHPSPs
is as much a political process as a technical
one. The balance between vision and policy,
and operational detail and implementation
arrangements, varies considerably from country
to country, as well as within the same country
over time.
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Fig. 1.4 Health systems contexts and the WHO FIT strategies16

Health system development towards UHC

Strengthening
Institutions

Supporting
Transformation

UHC

Building
Foundations
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1.3 NHPSPs in the 21st century
1.3.1 Good practice for the
development of robust
NHPSPs
The various contextual factors summarized
above have translated into a renewed focus
on strengthening countries’ capacity to strategize their health and develop robust, efficient,
evidence-informed NHPSPs that can:
respond to growing calls for strengthening
health systems as a means towards achieving
UHC;
guide and steer the entire pluralist health
sector rather than being limited to commandand-control plans for the public sector alone;
go beyond the boundaries of health systems,
addressing the social determinants of health
and the interaction between the health sector
and other sectors in society;
be used as the key element for governmental
negotiations regarding fiscal space and
budget execution;
be used, mainly in countries with “foundational” problems, where external aid plays a
significant role, as the key element to improve
development effectiveness.
The current context favours getting more value
from NHPSPs, with a growing expectation that
they will be informed by a realistic assessment

of capacities and a bold vision of the future,
with much more emphasis on stakeholder
accountability. In addition, in a globalized world,
expectations are growing that NHPSPs will
support the development of resilient health
systems leading to more security, more equity
and more health.
Based on this, elements of good practice for
developing robust national health policies,
strategies and plans are outlined below.17

(a) UHC as an overarching vision
While UHC is generally accepted as an overall
objective to strive for, in practice this means
that all debates and discussion take place with
the following in mind:
ensuring coverage of the population – leaving
no one behind;
ensuring financial health protection and
avoiding catastrophic expenditures;
providing a comprehensive package of
high-quality integrated and people-centred
health services (see Box 1.6).
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A robust,
efficient,
evidenceinformed
NHPSP should
be able to
guide and steer
the entire
pluralist health
sector, and
form a key
element for
fiscal space
and budget
negotiations in
government.

Box 1.6

Framework on integrated people-centred health services

Globally more than 400 million people lack
access to essential health care. Longer
lifespans and the growing burden of longterm chronic conditions requiring complex
interventions over many years are also
changing the demands on health systems.
Adopted by Member States at the World Health
Assembly in May 2016, the Framework on
integrated people-centred health services
(IPCHS) aims to address these issues by calling
for a fundamental shift in the way health
services are funded, managed and delivered.
The Framework presents a compelling vision
of a future in which all people have access to
health services that are provided in a way that
is coordinated around their needs, respects
their preferences, and is safe, effective,
timely, affordable, and of acceptable quality.
It proposes five interdependent strategies:
1.

strengthening governance and
accountability;

3.

reorienting the model of care;

4.

coordinating services within and across
sectors; and

5.

creating an enabling environment.

Developed as a universal vision – the Framework can be adapted to all countries whether
high-, medium- or low-income, with mature
or fragile health systems.

Related links:
WHO Website on IPCHS:
http://www.who.int/servicedeliverysafety/
areas/people-centred-care/en/
Integratedcare4people web platform:
http://www.integratedcare4people.org
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empowering and engaging people and
communities;

2.
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Box 1.7

The International Health Regulations

The International Health Regulations (IHR
(2005)) represent a binding international legal
agreement involving 196 countries, including
all the Member States of WHO. The purpose
and scope of the IHR (2005) is to prevent,
protect against, control and provide a public
health response to the international spread
of disease in ways that are commensurate
with and restricted to public health risks,
and which avoid unnecessary interference
with international traffic and trade.

is obliged to request verification of events that
it detects through its surveillance activities with
the countries concerned, who must respond
to such requests in a timely manner. Notifications and information are communicated by a
National IHR Focal Point to a WHO IHR Contact
Point which, together, establish a unique and
effective communications network between
countries and with WHO. States Parties are
further required to ensure that their national
health surveillance and response capacities
meet certain functional criteria, and to report
The IHR (2005), which entered into force on annually to the World Health Assembly on the
15 June 2007, establish the procedures that implementation of the IHR.
WHO and States Parties must follow to uphold
global public health security. Under the IHR Building synergies between IHR core capaci(2005), States Parties are required to assess ties, strengthening health systems and essenand notify to WHO public health events that tial public health functions is key to ensure a
may constitute a public health emergency of coordinated and effective response to global
international concern, on the basis of defined public health threats.
criteria, which include the seriousness of the
event, its unusual or unexpected features, the WHO website on IHR: http://www.who.int/
risk of its international spread and the risk of topics/international_health_regulations/en/
international travel or trade restrictions. WHO
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(b) The international context
An NHPSP should be compliant with the International Health Regulations18 (Box 1.7), the Global
Framework Convention on Tobacco Control19 as
well as other WHO recommendations or UN
resolutions.

One recent example is the United Nations
Secretary-General’s 2016 High-Level Commission
on Health Employment and Economic Growth
(see Box 1.8); the co-chairs, French President
Francois Hollande and South African President

Box 1.8

High-Level Commission on Health Employment and Economic Growth
The High-Level Commission on Health
Employment and Economic Growth was
launched by the UN Secretary-General in
March 2016 with the aim of stimulating and
guiding the creation of 40 million new jobs in
the health and social sector, and to reduce
the projected shortfall of 18 million health
workers, primarily in low- and lower-middle
income countries, by 2030. The Commission,
chaired by the Presidents of France and
South Africa, submitted its report Working
for health and growth: Investing in the health
workforce to the UN Secretary-General
on 20 September 2016. The Commission
is a strategic political initiative that lends
momentum to implementation of the WHO
Global Strategy on Human Resources for
Health: Workforce 2030.
The Commission’s vision is an expanded,
transformed and sustainable health workforce that will deliver benefits across the
Sustainable Development Goals (e.g. poverty
elimination, good health and well-being,
quality education, gender equality, and decent
work and economic growth). The Commission
proposes six recommendations to transform
the global health workforce to address SDG
needs, focusing on the following areas: job
creation, gender equality, education training

Stressing the urgency for action, the Commission identifies five immediate actions to
be taken between October 2016 and March
2018, aligned with national, regional and
global processes. These include accelerated
actions on technical and vocational education and training, labour mobility, national
health workforce accounts, and enhanced
accountability. Moreover, ILO, OECD, and
WHO, the Vice-Chairs of the Commission,
are tasked with bringing together relevant
stakeholders by the end of 2016 to develop a
five-year implementation plan to give effect
to the Commission’s ten recommendations.
All stakeholders are invited to integrate the
Commission’s recommendations in their
national, regional and international plans.
WHO website on the Commission: http://
www.who.int/hrh/com-heeg/en/
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and competencies, health service delivery
and organization, technology, and crisis and
humanitarian settings. An additional four
recommendations, in the areas of financial
and fiscal space, partnerships, international
migration, and data, information and accountability, are presented as enabling factors for
this transformation.
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Jacob Zuma, in their speech to the UN General
Assembly in September 2016, invited “all stakeholders to join … in implementing … [the] ten
recommendations [of the Commission’s final
report] and to integrate these in their national,
regional and international plans. We need to align
our efforts with other related plans if we are to
achieve the Sustainable Development Goals.”

(c) Comprehensive, balanced and coherent
NHPSP content
The emphasis given to policy, strategy formulation and planning must be based on a broad
and inclusive consultation on what affects the
health sector, in order to ensure balanced
and coherent choices of what to address and
what not to address in the given context. The
following range of elements and structures
deserve consideration.
A comprehensive analysis should be undertaken of current and future challenges in the
health sector, ideally covering: stakeholder
positions; social determinants of health and
health needs; demand for services and social
expectations; health system performance
and shortfalls, including the system’s ability
to respond and anticipate.
NHPSP content should be well-balanced in
terms of finances and inputs, as well as depth
of analysis on the principal health issues of
the country. In other words, each strategic
direction needs to be developed with the same
level of detail as the others, and with a level
of resources that rightly corresponds to its
extent and scope. On finances, this implies
that the resources and costs necessary to
implement the NHPSP is reasonable and
within the given fiscal space for health.
Coherence should be assured with: other

sectors and the national development plan;
with programme-specific or sub-sector plans;
with the epidemiological and socioeconomic
context; and with the available current and
estimated future resources.
Scenarios and policy directions should
move towards universal coverage, shifting
health-care delivery towards integrated
people-centred health services,20 protecting
and promoting the health of communities
and building capacity to deal with future
challenges.
Intersectoral mindset should be fostered,
implying that governments and other stakeholders proactively address the determinants
for health inequities by identifying and promoting intersectoral action as an integral
and vital component of the national health
planning process.
The associated costs and resource mobilization implications should be carefully
considered.
Attention should be devoted to the leadership and governance arrangements for
implementing the strategy in terms of the
role of various institutions and stakeholders,
regulatory and legal frameworks to ensure
sustainability, working with other sectors,
dealing with the donor community and monitoring performance.

(d) Sound process
As explained in Box 1.3, policy dialogue is more
likely to lead to better results, such as improved
service delivery and better outcomes, if it is inclusive of all relevant social, technical and political
stakeholders in and beyond the health sector.
The quality of the process of policy dialogue is
crucial to formulating the goals, values and
overall policy directions that will guide strategy
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Policy formulation must be
based on broad
and inclusive
consultation
in order to ensure balanced
and coherent
choices of what
to address by
priority in the
given context.

formulation, planning and decision-making.
The process must support consensus building
at different stages of the planning process,
including situation analysis, priority-setting,
NHPSP design, implementation and review. A
sound process encompasses mechanisms for
obtaining feedback on implementation, and
initiating corrective measures, as well as highlevel endorsement of these policy directions.
Smart timing is crucial for alignment with
broader development frameworks and country
political and institutional cycles.

is coherence between the plans at different
levels, but this may be at the price of being
overly controlling and insufficiently adaptable
to context. Other countries opt for a more
decentralized approach leaving much more
freedom of interpretation at decentralized
levels; this allows for flexibility and creativity,
but may affect coherence. Many countries link
the national strategic plan with operational
plans through rolling medium-term plans and
expenditure frameworks.

(g) Linkage with programmes
(e) Realism
NHPSPs are more likely to be implemented if
they are realistic and compatible with the health
sector’s capacities, resources and constraints.
They are more likely to lead to sustained results
if political commitment and policy directions
are translated into legal frameworks. They are
more likely to be effective if the link between
strategic and operational planning is sufficiently
flexible to allow for adaptation to unforeseen
economic, political and health events. Finally,
greater commitment is likely to be achieved if the
concerns of the people who are at the forefront
of implementation are adequately reflected.

(f) Linkage with operational plans

NHPSPs must
be linked to
regional or
district-level
operational
plans.
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NHPSPs must be linked to regional or districtlevel operational plans. The extent of linkage
depends on the level of detail in the NHPSP and
the degree of autonomy at decentralized level.
Some countries choose a more centralized
approach with explicit, tight links between the
national and sub-national plans; the advantage

The extent to which NHPSPs address the concerns and operational plans of the country’s
disease-specific or life-cycle programmes varies
greatly. In many countries the disconnect to the
NHPSP leads to imbalance or lack of coherence
between health sector planning efforts and
subsequent problems in implementation. The
causes are complex and include: (i) inadequate
situation analysis and priority-setting; (ii) the
programme’s operational planning is often
conducted in a different arena, with different
constituencies and with different planning cycles;
and (iii) donors’ earmarking of funds, leading to
fragmentation, competition for scarce resources,
and imbalances in national priority-setting.
Balance and coherence can be improved by
ensuring realistic assessments of how programmes can draw on shared resources and
capacities, and of the impact they will have on
these shared resources and capacities, and by
adequate reflection of programme concerns in the
comprehensive NHPSP. Ideally, the integration
of programmes in the national planning need to
be fully harmonized and aligned, as expressed
in Fig. 1.5.
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Fig. 1.5 Integration of programmes in NHPSPs
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(h) Linkage with the political agenda
The policies, strategies and plans for the health
sector have major political and budgetary implications, well beyond their direct implications

for the public sector. Eventually they have to be
endorsed as part of the government programme.
As health takes increasing political space in how

Box 1.9

Health Data Collaborative
The Health Data Collaborative (HDC),
launched in March 2016, is an inclusive
partnership of international agencies, governments, philanthropies, donors and academics,
with the common aim of improving health
data. The approach is to ensure that different stakeholders in national, regional and
global health are able to work together more
effectively to make better use of resources,
and by doing so help to accelerate impact of
investments and improvements in country
health information systems. The Health Data
Collaborative aims to put the IHP+ principles
of country ownership and alignment into
practice by translating them into a joint
operational plan that specifies concrete
collective actions at country and global levels.
The work of the Collaborative is facilitated by
a small core team hosted within WHO with
dedicated focal points within key partner
institutions.

health partners are now working together
to harmonize their financial and technical
resources to ensure they are in line with
country priorities.V During a four-day meeting
in Nairobi in May 2016, various stakeholders
signed a joint statement of commitments to
support a unified “One M&E Framework” and
launch the Kenya Health Data Collaborative.
The MoH has drafted a detailed costed
roadmap to be implemented by technical
working groups focused on data analytics,
quality of care, a new national health data
observatory, civil registration and vital statistics, and informatics. This collaborative
approach is expected to strengthen Kenya’s
health information system through a united
front supporting and investing in one national
M&E plan.
HDC Website:
http://www.healthdatacollaborative.org/

One of the first countries where this is being
operationalized is Kenya. In to support of the
health ministry’s leadership in integrating
monitoring and evaluation (M&E) systems into
a unified, more efficient framework, global

V Please see chapter 9 “Monitoring, evaluation and review of national
health policies, strategies and plans’ in this handbook
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countries view their future, the legitimacy of, and
political commitment to, the sector’s policies,
strategies and plans depends on integration with
the broader national development dialogue. In
order for arguments to carry the most weight,
they need to make the linkage by insisting on
the role of health as a factor of development,
rather than relying solely on statements about
expected health benefits.

policy dialogue; promoting the framework for
guiding the policy dialogue process; assisting
with better synchronization of planning cycles
and better guidelines for programme planning;
and helping to broaden the policy dialogue
beyond the public sector and to align national
health strategies with national development
plans and financial policy cycles.

(k) Redefining the role of the Department of
Planning, Ministry of Health

(i) Strong accountability
Strengthening the institutional base for progress
and performance review, information use and
accountability is essential. This requires considerably improving the quality of the situation
analysis on which policies, strategies and plans
are based; bringing coherence and balance to
priority-setting; facilitating the adoption of a
single country-led monitoring and evaluation
framework; facilitating alignment of international
partners (see Box 1.9); and ensuring accountability through progress and performance reviews
integrated with country planning processes.

(j) Sustainability
Some countries have been striving to develop
more inclusive approaches to policy dialogue.
However, in most countries, the process
remains largely unsystematic. In some cases,
this situation is partly due to a high turnover
of planners, which constrains the skill base
and the institutional memory. In others, this
relates to successive waves of externally driven
priorities and reform agendas. There is a need to
increase the robustness of the process through
a combination of: investing in institutional and
individual capacities for conducting meaningful

In the 21st century, the role and functions of the
MoH Department of Planning needs to evolve
from a pure planner’s role to a planning and
brokering role, from a top-down approach to a
bottom-up approach and from a monolithic to
an inclusive pluralistic approach.
This department must have adequate human
resources and budget to fulfill its new role,
to enable the regular convening of different
stakeholders for a true bottom-up and pluralistic process.
This department must also be well-connected to
all modern forms of media to ensure transparency and proper communication to the citizens.
Regular communication requires dedicated
staff time and a budget as well which must
be foreseen. In countries where resources
are scarce, this might need additional support
from donors.
The EU-Luxembourg-WHO Universal Health
Coverage Partnership is an example of a targeted
approach to support ministries of health to
more smoothly transition to its more modern
convening & brokering role (see Box 1.10).
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In the 21st century, the role
and functions
of the MoH
Department of
Planning needs
to evolve from
a pure planner’s role to a
planning and
brokering role,
from a topdown approach
to a bottom-up
approach
and from a
monolithic to
an inclusive
pluralistic
approach.

Box 1.10

EU-Luxembourg-WHO UHC Partnership
The focus on national health planning and
universal health coverage has gained momentum on the global agenda during the last
few years, leading to more intensified WHO
country support for health planning, health
financing and policy dialogue.
In 2011-2012 the European Union, the
Government of Luxembourg and the World
Health Organization entered into a collaborative agreement to support policy dialogue
on national health policies, strategies and
plans (NHPSP) and UHC.
The Partnership was made operational in
28 countries by 2016, with a diverse and
numerous set of activities directly supporting
health policy, health financing and effective
development cooperation at country level.
Seed monies are provided to all countries to
actively foster inclusive policy dialogue and
ensure a stronger convening and brokering
role for ministries of health.
The Partnership is an integral part of WHO’s
support to countries’ endeavours to steer
towards UHC, with a lucid recognition that it
can only happen if ministries of health take on
their new and changing role with confidence.

For example, in Moldova, the WHO Country
Office and MoH jointly organized a series of
policy dialogue events over the course of
5 years 2012-2016. These events focused
on specific topics highly relevant to UHC.
The topics were pushed high on the policy
agenda through the inclusive dialogue process
supported by the Partnership. Examples
of some of these topics are: strengthening
public health services, performance-related
pay and service delivery access.
Currently, the Partnership targets the following countries: Burkina Faso, Burundi,
Cape Verde, Chad, Democratic Republic of
the Congo, Guinea, Guinea-Bissau, Kyrgyz
Republic, Lao PDR, Liberia, Mali, Morocco,
Mozambique, Niger, Republic of Moldova,
Senegal, Sierra Leone, South Africa, South
Sudan, Sudan, Tajikistan, Timor-Leste, Togo,
Tunisia, Ukraine, Viet Nam, Yemen, Zambia.
UHC Partnership web site:
www.uhcpartnership.net
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The Partnership provides dedicated WHO
Country Office staff to accompany MoH in
this ambition, acknowledging that the new
MoH role will take time to become the norm.
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1.3.2 Dynamic 21st century
process
That being said, this handbook advocates for
a final element of good practice: moving away
from a command and control planning process
towards a process focused on dialogue and debate
(Fig. 1.7), and from a more static planning cycle
mainly owned by department of planning of the
ministry of health towards a dynamic, flexible,
open and pluralist planning process towards
UHC, owned by the community of stakeholders.

This handbook
advocates for
a planning
process
focused on
dialogue and
debate which
is dynamic,
flexible, open
and pluralist.

© WHO/PAHO /Victor Ariscain

The renewed interest in using NHPSPs to enhance
health sector performance and improve the health
and well-being of populations differs substantially
from the planning approaches employed in
the 1980s and 1990s (see Fig. 1.6). Indeed, the
poor performance of health systems in many
countries, as well as the rising expectations of
citizens regarding their health, are increasingly
becoming causes of political concern, which in
many countries lead to reforms to put in place
integrated and people-centered health services,
UHC and health in all policies.
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Fig. 1.6 1980s and 90s technocratic planning process
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1.4 The handbook scope and content
1.4.1 Scope
The handbook covers the main steps of a national
health plan, defined for the purposes of this
book as a medium-term national strategic plan
of approximately 3–7 years. The handbook is
not intended to serve as a classical technical
planning textbook, but rather seeks to capture
the innovative realities of national planning at
the country level, taking into account the policy
dialogue process in ensuring the success of the
plan. It takes the health plan as a living, dynamic
document, with all its associated sub-plans, that
guides overall strategic reforms in a country
rather than as a static, monolithic paper.
Furthermore, the handbook provides a concrete,
practical picture of the different aspects of
planning and develops on existing work, literature
reviews and country experiences. By building on
multisectoral participatory approaches, while
covering all the key elements of national health
planning, the handbook links the conceptual
with the pragmatic – thereby, for the first time,
consolidating essential guidance to countries in
one place. It emphasizes the role of democratic
structures and the importance of political will,
while reflecting the significance of international
legally binding treaties.

Lastly, recognizing the prominence of vertical
disease programmes and global health initiatives
in certain settings, the handbook gives feasible
advice in tackling such issues, drawing on country
This handbook
case studies.
links the conThe target audience of the present handbook is
health ministries and other relevant stakeholders
involved in national health planning.

1.4.2 Content
Although national health planning is often viewed
as linear or cyclic in nature, in reality, it is a
complicated, difficult, challenging process (as
illustrated in Fig. 1.8). Therefore, the handbook
can be read in its entirety, but each chapter is
also stand-alone, so it can be easily understood
and used by relevant stakeholders. There is a
clear conducting line among the chapters, with
the main concepts reinforced.
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ceptual with
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Fig. 1.8 National health planning in action
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Similarly, in Chapter 4 “Priority-setting for
national health policies, strategies and plans
(PS)”, Terwindt, Rajan and Soucat guide the
reader through the critical choices that must be
made to determine the strategic directions of
the national health plan. Priority-setting being
a shared responsibility between the MoH and
the entire health stakeholder community, a case
is made for a structured and inclusive exercise
elaborated upon in the chapter.

In Chapter 3 “Situation analysis of the health
sector (SA)”, Rajan emphasizes the comprehensive nature of undertaking a detailed health
sector assessment, taking into account different
methodological options while ensuring broad
stakeholder input. The latter is especially highlighted, since a balanced analysis will include
technical analysis as well as opinions, viewpoints
and experiences of health system users.

In Chapter 5 “Strategic planning: transforming
priorities into plans (SP)”, Terwindt and Rajan
provide guidance on developing a relevant NHPSP
that is referred to, consulted and used. Steps are
proposed to manage the NHPSP development
process, and common challenges and mistakes
are pointed out with suggested solutions.
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In Chapter 2 “Population consultation on needs
and expectations (PC)”, Rohrer and Rajan make
a strong case for including citizens’ voices in
planning processes, providing concrete ways in
which people can be engaged during the development of a national health plan. The chapter
outlines the aims of a population consultation, its
specific added value to national health planning,
and how to undertake a consultation from the
methodological and conceptual perspectives.
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This leads to “Operational planning: transforming
plans into action (OP)”, Chapter 6, by Shuey,
Bigdeli and Rajan, where implementation issues
linked to strategic planning are explored. They
make the case that operational plans should
not be under the sole remit of professional
planners or managers. The best operational
plans, and certainly the ones most likely to be
implemented, are those that are developed with
the people who will carry them out.

In addition, four cross-cutting chapters provide
guidance on critical issues that influence all
stages of national health planning.

In Chapter 7 “Estimating cost implications of
a national health policy, strategy or plan (C)”,
Stenberg and Rajan provide guidance on costing
options for a NHPSP. They advocate for a process
of estimating costs as a crucial step within
the NHPSP formulation process, as it allows
decision-makers to consider the extent to which
policy objectives and strategic orientations are
feasible and affordable.

Given the significance of sub-national structures
and functions in health planning, Rohrer unpacks
the key elements of “Strategizing for health at
sub-national level (SNL)” in Chapter 11, going
through each step in the health policy and
planning cycle. The chapter aims at supporting
policy-makers with specific recommendations
strategizing for health in a decentralized system.

In Chapter 8 “Budgeting for health (B)”, Rajan,
Barroy and Stenberg examine health budgets,
national budgeting processes and fiscal space for
health. This chapter discusses the specific role
of the MoH and other health sector stakeholders
within the budgeting process and examines how
they can provide timely inputs.
The main “cycle” of national health planning
concludes with Chapter 9 “Monitoring, evaluation
and review of national health policies, strategies and plans (ME)” by O’Neill, Viswanathan,
Celades and Boerma. This chapter outlines
how monitoring, evaluation and review require
an integrated approach that builds on a single
country-led monitoring and evaluation platform.

In Chapter 10 “Laws, regulation and strategizing
for health (LR)”, Clarke explores how regulation
represents a key means by which a government
gives effect to its health policy preferences,
especially through the exercise of a government’s
law-making powers.

Blas, Roebbel, Rajan and Valentine tackle the
work across sectors to address health determinants in Chapter 12 “Intersectoral planning
for health and health equity (IP)”. They outline
the need and practical action for including
intersectoral planning for health and health
equity as a mindset within the overall process
of strategizing for health.
Finally, in Chapter 13 “Strategizing in distressed
health contexts (DHC)”, Pavignani and Colombo
consider the challenges posed by policy and
strategy formulation in health systems under
stress, highlighting the main differences with
these processes in more stable environments.
The chapters contain country illustrations
throughout the document along with, where
relevant, annexes on relevant tools, documents
and references.
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Overview
This chapter outlines the aims of a
population consult ation, its contribution
to national health planning, and how
to undertake a consultation from
the methodological and conceptual
perspectives.

Chapter 2 Population consultation on needs and expectations

37

DC

IA

OP

I PC
1

B

38

ME

PS

PC

SP
C

SA

LR

DS

Strategizing national health in the 21st century: a handbook

Summary

What is the purpose of a population
consultation?
It is to capture the population’s demands, opinions
and expectations on health-related matters, in order
to improve policy responses.

Why is it important?
The reasons a population consultation is important
are:
to obtain feedback from the population on the
current health situation and proposed reforms
will enlarge the information base for health
policy-making;
to increase consultation with the ownership
and engagement of the population – especially
marginalized groups – and to transform the
population into active stakeholders;
to provide essential information on the population’s opinions and expectations for improved
health outcomes;
to strengthen monitoring and evaluation;
to strengthen government policy decisions and
resource allocation;
to improve accountability and transparency.

Who could undertake a population
consultation or could be
engaged in one?
government departments and ministries;
independent research institutions and think tanks;
foundations;
political parties;
civil society organizations (CSOs) and nongovernmental organizations (NGOs);
community leaders and community institutions;
market research institutions;
media.

How should a population consultation
be done?
1. Choose the methodological approach that is
suited to the national context:
face-to-face dialogue;
consultative methods;
survey types and survey tools;
referendum.
2. Adapt the methodology chosen to your country’s
circumstances and planning cycle context;
3. Conduct the consultation, and analyse the results;

When should a population
consultation be done?
A population consultation can be undertaken at any
stage of the health planning cycle. Ideally, it should
be one of the first steps of the whole process, so
the results can feed into the development of a new
national health policy or strategy. It can also be
done in the middle of the planning cycle to monitor
progress or at the end of the policy development
process, in order to get the population’s opinion on
what has been done.

4. Ensure a sustainable and transparent follow-up
to the consultation (develop a road map including
the different institutions involved and their roles
and responsibilities, processes and follow-up
mechanisms).

Anything else to consider?
decentralized environment;
fragile environment;
highly aid-dependent context.
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2.1 What do we mean by “capturing population
needs and opinions” on health issues?
2.1.1 What is a population consultation?
Based on the varying degrees of involvement of
the population, the Organisation for Economic
Co-operation and Development (OECD) identifies
a spectrum of interaction between the public
and government institutions.
Notification: communication of information
Consultation: actively seeking the opinions
of interested and affected groups
Participation: active involvement of interest
groups in the formulation of regulatory objectives,
policies and approaches

Based on the definition of the
OECD, we refer to a consultation
as:
(…) a two-way flow of information, which
may occur at any stage of [the planning
process], from problem identification
to evaluation of existing regulation. It
may be a one-stage process or, as it
is increasingly the case, a continuing
dialogue. Consultation is increasingly
concerned with the objective of gathering
information to facilitate the drafting of
higher quality regulation.1

I Health committees are usually seen as the link between the community
(or the district) and the health facility or clinic. Depending on the context
and the country, they consist of community members, health personnel,
community health workers and local government representatives. They
usually serve the community (or the district) by informing them and

In line with this definition, the objectives of a Population
consultations
population consultation may include:
to gauge the population’s expectations and
opinions on health-related matters;
to get a sense of people’s prevailing thoughts
of – and experiences with – the health system;
to facilitate the inclusion of public opinion in
decision-making processes, in policy design
and in policy implementation modalities;
to assess possible unintended consequences
of policy decisions.

In this handbook, we refer to a population
consultation, even when undertaken regularly, as a special event outside any regular
interaction between population and policymakers. It focuses on seeking information
directly from interested and affected parts
of the population, rather than referring to
institutionalized mechanisms of representation (such as elected, selected or appointed
individuals) or using institutionalized forms
of participation to express opinions (e.g. local
health committeesI or parliamentary health
groups). It is also distinct from consultation
mechanisms used by advocacy patient groups,
where the purpose of the consultation is to seek
support for their respective advocacy cause.

including them in discussions around the provision of health services.
See: UNICEF (United Nations Children’s Fund). Evaluation report of the
community health strategy implementation in Kenya. 2010 (http://www.
unicef.org/evaldatabase/files/14_2010_HE_002_Community_Strategy_Evaluation_report_October_2010.pdf, accessed 29 December 2015).
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are designed
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population’s
expectations
and opinions
on healthrelated
matters,
get a sense
of people’s
thoughts
about the
health system,
include public
opinion in the
decisionmaking
process, and/
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possible
unintended
consequences
of policy
decisions.
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2.1.2 The spectrum of population consultation
A population consultation should constitute an
essential element of the continuous dialogue
between the government, decision-makers,
other stakeholders’ representatives and the
population.

A population consultation can happen:
(a) at any stage of the national planning process;
(b) at any level of the state (national, province/
region, district);
(c) on varying themes and scopes, for example:
service delivery modalities;
policy design and reform processes;
implementation and management
modalities;
problems and challenges regarding
access to health care;
(d) with all parts of the population or just
certain groups, for example:
social categorization: old, young,
vulnerable, income, education;
geographical categorization: urban, rural,
population groups that live in hard-toreach locations or have been affected by
natural disasters or civil unrest.

When discussing population in this chapter, we are referring to the simple Oxford
dictionary (2015 edition) definition of
population, meaning “a particular group
or type of people living in a place”,2 i.e.
country, state or district.
Population
consultations
should be
undertaken to
improve national health
planning
processes
and increase
the
responsiveness of the
health system
to population
needs and
expectations.

When discussing only certain parts
of the population, we will identify and
specifically name those (e.g. lowincome groups of the population).
However, the term population should not
be confounded with civil society, which is
the “sphere of social interaction between
economy and state, composed above all
of the intimate sphere (especially family),
the sphere of associations (especially
voluntary associations), social movements,
and forms of public communications.”3

This list is not exhaustive and there are multiple
possibilities for its combination.
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2.2 Why do we want to capture population
expectations?

Consultation
and
participation
are crosscutting
principles
enshrined in
the human
rights-based
approach to
health.

The main motivation for undertaking a population
consultation should be to improve national health
planning processes and consequently increase
the responsiveness of the health system to
the needs and expectations of the population.
Therefore, the basic questions decision-makers
should ask themselves when developing a new
strategy or a reform are: Will this policy or reform
correspond to the population’s expectations?
Will it be accepted? Will it be used? How can
we ensure population buy-in? This section will
consider the different reasons for consulting the
population, principally from a policy-maker’s
perspective.
From an international perspective, consultation
and participation are cross-cutting principles
embodied in international human rights treaties
and are enshrined in the human rights-based
approach to health.4, 5 In the long term, a regularly conducted and methodologically sound
consultation may serve as an entry point for
the establishment of more institutionalized
participatory processes.

2.2.1 A key source of information
for policy-making
(a) Governments and ministries of health (MoHs),
usually have high technical expertise and
good technical information and evidence on
normative needs. They may, however, have
limited knowledge of the expectations and

For example, if a MoH is aware of low coverage
rates, a population consultation might provide
insights into the challenges some population
groups face when trying to access facilities.
Those challenges might not lie uniquely
within the sphere of the health sector. A
consultation might provide a more holistic
view of the social and economic burden the
population is facing, thus encouraging the
MoH to build bridges to other sectors.
(b) Parliamentary health committees and health
groups are positioned at the interface of
legislative and executive powers. They are
accountable to the population and heavily involved in possible health reform and
decision-making processes. For this group,
a population consultation is an essential
instrument in the policy dialogue process,6
providing evidence on the demand side and
of people’s expectations.
(c) Political parties would find an expression of
the people’s need and demands useful to have
it better reflected in political programmes.
(d) Ministries of finance and planning will be
more inclined to fund a national strategy or
reform that demonstrates that it takes into
account population opinions, expectations
and demand.
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demands of the population they serve. A population consultation allows for better situation
assessment and performance improvement.
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2.2.2 An essential component for
influencing policy

2.2.3 Increasing population’s
ownership

(a) Media generally welcome population consultations, as they indicate transparency and
accountability on the part of government.

The population is both the recipient of services
provided by the health system and the group
affected by health policy decisions and health
reforms. Engaging in a consultation can help
strengthen the voice of the population or of
certain population groups (such as marginalized
population groups, or people living in remote
areas), thus supporting the policy objective of
improving health equity. It could enable policymakers to adjust the services offered, thanks
to a better understanding of the population’s
needs and demands.

(b) Professional (medical and union) associations represent the health workforce in
charge of providing services and implementing
national strategies and reforms. For them,
consulting the population is key to improving
performance, understanding demand and
adapting services. It may help them to take
appropriate public-health promotion or prevention measures when deemed appropriate
(for example, in case of excessive demand
for non-essential services).
(c) Civil society organizations represent nonprofit-making and/or faith-based partners
engaged in health service delivery, health
promotion, or advocacy programmes and
other interventions. For this group, better
understanding of people’s demands and
expectations through sound consultation
methods is essential: it brings evidence to
the policy dialogue that they are facilitating
in many cases,II and captures opinions and
expectations of disadvantaged population
groups for whom they are advocating.

Likewise, it might increase acceptance of policy decisions based on public opinion. Tough
reforms or restructuring exercises might be
accepted more easily when built on a dialogue
between decision-makers, service-providers
and service users.7

If a consultation has taken place, international
partners supporting national health priorities
within the framework of International Health
Partnership (IHP+)III principles of aid effectiveness
can better assess if the given national strategies
and reforms are in line with population demands
and expectations – and where appropriate, can
better formulate their own programmes.

II One example is the role of CSOs in the European Union. The European
Commission (EC) has clearly identified them as important stakeholders
and facilitators for policy dialogue and actively encourages their
involvement in consultation processes (European Commission; 2001;
https://www.usaid.gov/evaluation/policy, accessed 14 January 2016).
III For more information, see www.internationalhealthpartnership.net,
accessed 14 January 2016.
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It is important
for the
population to
be involved in
policy-making
as it is both
the recipient
of services
provided by the
health system
and the group
affected by
health policy
decisions and
reforms.

Undertaking a
consultation
is an indication
of government
accountability
and
transparency
towards its
citizens.

2.2.5 Support monitoring and
evaluation

A national health planning process might not
be transparent or even visible to the population.
By organizing a population consultation that
enhances people’s input to and understanding
of national health priorities, and by capturing
opinions and expectations, the government or
the MoH will de facto increase transparency
and accountability, especially if the chosen
strategy or decisions are in line with population
expectations.8

A population consultation, especially when
leading to sustainability of interaction between
policy-makers and population, can support the
monitoring and evaluation of a strategy or a
reform process. For example, a cross-sectional
survey undertaken in Turkey to gauge people’s
opinion on recent healthcare reforms (see
section 2.5.3) showed that increased patient
satisfaction with quality and responsiveness
of health services was well reflected through
this exercise.

It should be recognized that a consultation
may expose the government to criticism and
objections. However, undertaking a consultation
is an indication of government accountability
and transparency towards its citizens. How the
consultation is organized (including with appropriate measures for more socially-disadvantaged
populations), who is involved in its design and
implementation, how it is explained to the
population, and how consultation outcomes
are fed back to the population are key factors
in increasing trust and reducing the risk of
criticism. It is important that the consultation
be seen as unbiased, if it is to be effective and
credible.9 One way some countries ensure that
a consultation, or indeed the policy-making
process as a whole, is unbiased, is by periodically
monitoring the process of participation in health
policy development (for example, through human
rights institutions).10

2.2.6 Support for resource
allocation decisions to MoH
Using accrued information and evidence that
reflects the population’s opinion and expectations
can strengthen the position of the MoH in national
resource allocation negotiations by providing
the requisite backing through evidence-based
lines of argumentation.
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and transparency
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Fig. 2.1 Population consultation

Damian Glez; scenario by Bruno Meessen

2.3 When to conduct a population consultation
Although there is no set timing for a population
consultation in regard to national health planning, it is useful for it to take place during the
preparation phase of a new plan (even before
the situation analysis) or at the beginning of
the planning period, since it might heavily
influence priority-setting decisions.IV To avoid
instrumentalization of the results of the consultation, it is best not to undertake a population
consultation during a national or local election
or pre-election period.11

Population consultation involves a certain
periodicity; it should be done once per cycle
to be able to feed into regular processes like
the Joint Annual Review (JAR) and the MidTerm Review (MTR). Although a costly process,
periodicity of the population consultation will
increase the ability to trace population needs
and expectations over time, and strengthen the
relationships built between policy-makers and
population. Periodicity also allows for measuring
the trend in people’s perceptions of the impact
of strategies and reforms on their conditions,
thus complementing established monitoring
and evaluation activities.12

IV It is important to ensure that supply of health system services is
analysed in parallel to the demand
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For population
consultations
to be most
useful and
influence
priority-setting
decisions,
they should
take place
during the
preparation
phase of a
new plan or at
the beginning
of a planning
period.

2.4 Who should be involved – roles and
responsibilities
Determining who should be involved in a population consultation depends on the objectives
as well as on the level (national, sub-national,
district level) and the subject of the consultation.

2.4.1 Multiplicity of stakeholders
Stakeholders who may organize or be actively
involved in conducting a population consultation
include:
government departments, such as the MoH,
other ministries (e.g. planning, social welfare, education), and the prime minister or
president’s office;
independent research institutions (e.g. universities) and think tanks;
foundations;
political parties;
CSOs and NGOs (including faith-based
organizations);
community leaders and community institutions;
market research institutions;
professional associations;
media.

While a
multiplicity of
stakeholders
may organize
or be involved
in conducting
a population
consultation,
it is important
that, regardless
of differing
views, the
consultation be
impartial and
unbiased.

V See also Commission of the European Communities (2002): Communication
from the Commission: towards a reinforced culture of consultation and
dialogue – general principles and minimum standards for consultation

A possible bias and conflicts of interest can
also be avoided by involving stakeholders from
different political parties and backgrounds in
the preparatory phase and in the organizational
committee of the consultation:V
to increase the credibility of the consultation,
it is important to communicate openly who
participated in the process.
to increase transparency and fairness, the
interests behind a consultation should always
be communicated to the population.

of interested parties by the Commission, COM 704 final, Brussels (http://
ec.europa.eu/governance/docs/comm_standards_en.pdf, accessed 29
December 2015).
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For the results of the population consultation
to be considered legitimate, it is important that
it be impartial and unbiased. Some of the listed
stakeholders have different views and positions
by definition (e.g. political parties). Therefore it
is important to make explicit from the beginning
that stakeholders should not attempt to influence
the process of the consultation or use the results
for their own political purposes.

DS

Strategizing national health in the 21st century: a handbook

2.4.2 Role of the MoH

2.4.3 Role of independent
facilitators

In many cases, a population consultation is
coordinated and conducted by the MoH at national
or sub-national level, or by another public entity.
However, in some cases, for instance when the
ministry is not equipped with the necessary
quantitative or qualitative expertise or personnel,
it may be preferable for an independent institution (e.g. a research institute) to support the
MoH or even actually conduct the consultation.
Transparency in the selection process of the
independent institution is key. When the MoH
is not involved in a public consultation related
to health matters and organized by other actors
(media, CSO, international organizations, etc.),
the organizers should ensure that the MoH is
properly informed of the scope and objectives
of the consultation, as well as its transparency.

When the MoH is the initiator or main organizer
of a population consultation, it can be helpful
to seek independent facilitators from other
stakeholders or agencies. The design of the
consultation (content and methodology) should
always be led by individuals with expertise in
appropriate fields such as:

It would also be the MoH´s role to potentially
link-up with other ministries to ensure a more
holistic approach for conducting the consultation. Especially in regard to concerns of access
and affordability of health care, intersectoral
collaboration during and in the follow-up to
the consultation might be useful (e.g. sectors
like social welfare, environment, and finance).
At the same time, the MoH should be aware
that responses to the consultation might be
influenced by service delivery challenges other
sectors might be facing.

technical experts for the specific topics;
independent experts for survey methods
and data analysis.
CSOs can have an important role during a
consultation process, as they are often spokespeople for certain population groups. This is a
valuable and often necessary way to engage with
population groups that have specific needs or
might be difficult to include in the consultation.
Collaborating with other sectors – such as the
social welfare or environmental sectors – may
provide entry points for joint coordination on
common challenges.
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If an institution
external to
the MoH is to
support or
even conduct
the population
consultation,
it is crucial
that this third
party selection
process is
transparent.

2.4.4 Role of the media
The traditional media – like newspaper, radio
and television – will most likely have a dual
role during a population consultation, at least
in settings where the media enjoys some level
of independence from government and other
parties.
The media
can critically
accompany a
consultation
and also be
useful in
disseminating
information.

On one hand, as part of their self-concept of
being free of the influence of the government,
the media will monitor and critically accompany
all stages of the consultation. They might serve
as a neutral actor, reporting on background
information and analytical evidence that might
be useful for the population when responding
to the questions.
On the other hand, even though the media should
not be compromised during a consultation, it
needs to be recognized that traditional media,
and especially television, are accessible to large
parts of the population and might be used as
means for disseminating information regarding
the consultation (see Box 2.1).

The media are a good way to announce publicly
that the consultation will happen and inform the
population of specificities they need to know.
The MoH (or whoever is leading the consultation process) might need to use the media to
pass on relevant information needed to respond
to the consultation in an understandable, open
and critical way.
The media could be used to disseminate
information on the outcomes and the follow-up
of the consultation.

Box 2.1

The media as crucial partners
contributing to the success of the
Societal Dialogue in Tunisia
The Societal Dialogue in Tunisia depended
heavily on trust from the population that
their feedback and input would be taken
seriously and valued. The Steering Committee for the Societal Dialogue, and
WHO, which was technically supporting
this work, took great care to work closely
with the media to spread this message in
a sincere way to the population. Measures
taken are listed below.

1. A member of the media was invited to
be a part of the Technical Committee on
Societal Dialogue that was tasked to organize all of the dialogue events. This media
member, a television journalist, organized
short clips and longer, more informative
TV programmes around the societal
dialogue, which were widely viewed.
2. Regional radio aired societal dialoguethemed programmes and interviews
in the lead-up to various Societal Dialogue events in the regions. These radio
programmes were absolutely critical
to encouraging people to come to the
events and reassuring the populace
in a somewhat tense post-revolution
context that their voice was truly needed
and valued. The Steering Committee on
Societal Dialogue initially invited the radio
stations to listen to their objectives and
aims in order to better understand what
was envisaged with the population’s input.
3. Newspaper articles and special newspaper supplements were published,
mainly to raise visibility and interest in
the Societal Dialogue programme but
also to underline its aims and objectives
in a transparent way.
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Box 2.2

China, Hong Kong, Special Administrative Region (SAR):
an unexpected outcome from a public consultation process
Health policy development in China, Hong
Kong SAR during the last decade is characterized by proposals submitted for population
consultation, after which the proposals are
modified and re-submitted for consultation.
Especially for issues where there are several
options and conflicting views, this method
has helped the Bureau for Food and Health
to obtain a sense of agreement as to the
direction in which health sector reform goes.
In 2008, for example, the Bureau for Food
and Health launched an effort at health
service delivery and financing reform with
the publication of a consultation document:
Healthcare service and financing reform.13 The
document offered different financing options
that the public could comment upon, without
an explicit government recommendation for
any one of the options. This being said, many
accompanying reference materials provided
on the Bureau for Food and Health website
demonstrated a government preference for a
compulsory medical savings account. Several
thousand comments were received, including
official analyses and commentaries by professional associations, hospitals, and insurance
companies. The public consultation resulted
in strong opposition to any scheme requiring
mandatory contributions, individual savings
account or insurance. Instead, the public
clearly showed its preference for voluntary
schemes subsidized by the government.
Following this consultation, the Bureau for
Food and Health drafted a reform proposal
and a second consultation paper, entitled
My Health, My Choice,14 was submitted for
a second round of consultation in 2010.

The document is based on the feedback
on the 2008 paper, results from several
focus group discussions, and a governmentcommissioned consultancy report.15 The crux
of the document is a proposal for a private
voluntary health insurance scheme called
the Health Protection Scheme (HPS). The
public consultation results showed support
for the scheme; the China, Hong Kong SAR
government is thus currently developing
a voluntary, government-regulated health
insurance system.
Despite the long and careful consultation
process, implementation of the new system
is not easy, with the devil being in the details.
Angry reactions to various aspects of the
proposed scheme from special interest groups
have led to further internal consultations
and re-drafts of the HPS. However, it is to
be emphasized that the Bureau for Food and
Health has the basic backing of its population
to move forward with reform, which gives it
a legitimacy to continue working towards a
successful HPS that many other MoHs would
envy. It is also to be lauded that the Bureau for
Food and Health set aside its preference for
a mandatory medical savings account once
the public voiced its strong opposition to it.
The China, Hong Kong SAR example demonstrates that a public consultation can end
up going in unexpected directions. Especially when a MoH is coordinating such a
consultation, it is important to accept that
internal plans may steer off-course and that
the public may not accept a government
recommendation.
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2.5 Methodological approaches
The methodological approaches to a population
consultation vary considerably, depending on
the scope and aims of the consultation. Each
approach requires country-specific preparation,
which may involve evidence and information
gathering, targeted dialogue with special population groups, or a variety of other activities.
In this handbook, the most common approaches
to a population consultation will be discussed:
1. face-to-face dialogue with large population
sample(s);
2. consultative methods with invited participants
from different population groups;
3. survey types and survey tools with invited/
selected population groups;
4. one-on-one individual survey types and tools.
Please note that it is always best, if possible, to
use several approaches in order to triangulate
findings and ensure good representativeness.
Each approach will give information about a
specific subject in a different way and from
different population groups.

The first approach, a face-to-face dialogue
with a large population sample, aims at
capturing the views, opinions and expectations of a large cross-section of the population, with the objective to both inform the
decision-making process and get widespread
participation and buy-in from the population.
Consultative methods and surveys also aim
to inform decisions – the former fosters
participation and buy-in as well – albeit with
a limited sample size, since participants are
usually carefully selected from different
population groups.
A very unique and specific method, which is
usually used for the decision-making per se
and is only possible within a specific legal
context, is the referendum. This method
will be presented for information only as it
is an interesting way to capture population
opinion. However, putting it in place requires
a specific cultural, historical, institutional
and legal framework which most countries
may not have.
Table 2.1 briefly summarizes the different
population consultation methods and gives a
practical overview of each method type.
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The
methodological
approach to
a population
consultation
depends on
the scope and
aims of the
consultation.

Table 2.1 A practical overview of different population consultation methods

TYPE

1.

Face-to-face
dialogue with
large
population
sample(s)

Face-to-face –
open debate –
open forum for
exchange with
the population
at large

PURPOSE

WHEN

To capture
population
opinion and
expectations,
to get widespread
participation
and buy-in
from the
population

Before a
priority-setting
exercise or
decision-making
process
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PREPARATION			

Good technical
situation analysis
in terms of content,
organization and
sampling; media
coverage and
information/communication
campaign

TIMING*

Between 6 and
12 months;
several months of
preparation and
several months of
implementation
and analysis

COSTS

Expensive –
face-to-face
meetings,
facilitation,
long-term
process, etc.
Costs vary with
size of the
sample, number
of events, etc.

ADVANTAGES

Face-to-face
debates are normally
richer and deeper than
individual questionnaires
(better information from
participants and constructive debates)
Priorities are built
by participants (versus
priorities developed by
experts in survey
questionnaires or referendum questionnaires)
Large-scale events
enjoy wide media
coverage – importance of
health sector issues
is given a boost

CHALLENGES

Face-to-face debates are
normally richer and deeper
than individual questionnaires (better information
from participants and
constructive debates)
Long lead time necessary for
sound technical preparation,
planning of face-to-face
events and their organization
Resource- and time-intensive event(s)
Due to the large-scale and
labour-intensive nature, it
could be easily postponed in
favour of more urgent tasks;
outsourcing such a process
might be a solution

Direct population
involvement and later
ownership of policy/plan
Greater accountability
and transparency demonstrated

* The timings indicated are very rough-guess estimates.
Timing is highly dependent on the amount of financial and
human resources available to undertake the consultation.
Large countries with large populations will clearly need
more time than small countries with small populations.
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TYPE

2.

3.

4.

PURPOSE

WHEN

Face-to-face –
open debate –
open forum for
exchange with
a closed
number of
representatives
of population
groups and
technical
experts

To inform
decisions and
foster
participation
and buy-in

Before a
priority-setting
exercise or
decision-making
process

Stakeholder analysis is important to
ensure good
representativity.
Good technical
situation analysis
in terms of content,
organization and
sampling; media
coverage and
information/communication
campaign play a
less important role

Survey types
and survey
tools with
invited/
selected
population
groups

Individual
opinion

To capture population opinion and
expectations

To inform
priority-setting
exercise or
decision-making
process

Brief information
sheets and survey
questionnaires
preparation (by
professionals)

One-on-one
individual
survey
types and
tools

Individual

To capture population opinion and
expectations

To inform
priority-setting
exercise or
decision-making
process

Brief information
sheets and survey
questionnaires
preparation (by
professionals)
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TIMING*

COSTS

ADVANTAGES

Usually
several
smaller
consultations
are necessary
before the
large
consultation
– this could
take 2–4
months; in
addition, 2–4
months
preparation
and 1 month
to analyse
results

Much less
expensive than
face-to-face
dialogue with
large population
sample.
However, this
method is
resource
intensive in
terms of human
resource time

Face-to-face debates are
normally richer and deeper than
individual questionnaires (better
information from participants and
constructive debates), even if the
consultations are limited in size
compared to dialogue with a large
population sample
Possibility to go more in-depth
on the technical side of the
discussion due to limited number
of participants and more technical
expertise present
More buy-in and ownership of
policy/plan
Greater accountability and
transparency demonstrated
Can verify or substantiate
information and results in a
certain topic area

2-3 months
Short period
preparation
and
short period
implementation
and analysis

2-3 months
Short period
preparation and
short period
implementation
and analysis

CHALLENGES

Ensuring representativity is not easy
– a sound stakeholder
analysis and good
knowledge of the
setting is important
Resource-intensive
especially in terms of
human resources – a
dedicated person or
group of people must
work on preparing a
consultative meeting
or focus group over
a period of several
weeks
Analysis of qualitative
methods (especially
focus groups) is not
straightforward and
can be complicated

Cheap to
expensive,
depending upon
method and
sampling

Depends on the type of survey;
see Annex 2.1 for more details

Depends on the type of
survey; see Annex 2.1
for more details

Cheap to
expensive
depending upon
method and
sampling

Depends on the type of survey;
see Annex 2.1 for more details

Depends on the type of
survey; see Annex 2.1
for more details
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2.5.1 Face-to-face dialogue with
large population sample(s)
Face-to-face dialogue with a large cross-section
of the population is sometimes termed the “états
généraux de la santé” (EGS) in francophone
countries. In other settings, it can be called
a citizens’ assembly, citizens’ jury, and/or a
citizen forum.

Large-scale,
organized
public debates
can capture
opinions and
expectations
directly to
inform the
priority-setting
or decisionmaking
process.

Whatever the term used, the essence of this
approach is a large-scale, organized series
of public debates. The main characteristic of
this method is that it captures the population’s
opinions and expectations through structured
face-to-face debates between the organizers
and the population, as well as among citizens
themselves. Its purpose is to inform the prioritysetting process and/or the decision-making
process. Its strength comes from the level of
evidence-based technical preparation of the
topics to be discussed: from a simple, short

and easy-to-understand way of presenting the
topics to an excellent structuring of the debates
so as to lead to a clear formulation of opinions
and expectations.
The emphasis with this method is on providing
the population with an honest, open forum
for exchange, with the objective of creating
momentum for a particular issue and a better
understanding of population views and needs.
Volunteer sampling or random sampling can
be applied here. Depending on the number of
events held, a different sampling approach can
be used for different events.
This section contains two examples of face-toface dialogue with large population samples
in two very different settings: France and
Tunisia.

Box 2.3
Checklist: necessary
resources to capture
population views

The 14 cross-cutting themes for
France’s 1999 Etats généraux de
la santé

personnel time

1.
2.
3.
4.
5.
6.

consultant time
travel funds
access to office materials
such as computer, phone,
and copy machine
interview materials
any necessary trainings
governance bodies’ meeting
space, time, and
refreshments

14.
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7.
8.
9.
10.
11.
12.
13.

newborn health;
the future of our youth’s health;
ageing;
healthy lifestyle;
access to care;
drug dependence, addictions
and risk reduction;
preventive health;
quality of health care;
the patient’s right to health;
research perspectives;
urban hospitals;
mental health;
palliative care and
pain management;
cancer screening.
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France
Today, the rights of health system end-users and
their participation in health system decisionmaking are anchored in public health laws in
France. This is partly the result of the last EGS
in France, in 1999. This EGS’s aim was to get a
better insight on the population’s main concerns
and expectations with respect to the health
system and its principal actors. The objective
was underpinned by the philosophy of creating a
real public debate for health, in stark contrast to
a more traditional position that reserved health
debates for professionals or health experts.16
The magnitude of the French EGS was considerable: nine months of deliberations, over 1000
meetings, and approximately 200 000 people
in attendance. The organization of the EGS
was very decentralized in order to get better
representation of the population. A National
Guiding Committee (”Comité d’Orientation”)
was set up to guide the overall process, while
Regional Steering Committees guided and
supported the Citizens’ Forums and other
regional-level activities.
Fourteen cross-cutting themes were selected
by the National Guiding Committee. The themes
(see Box 2.3) were explained in simple, easyto-understand language in written material
distributed to participants. In addition, the themes
were explained orally in detail without too much
technical jargon. A specific effort was thus made
to bring home the different health themes to
the common understanding of all citizens. The
regions were given considerable autonomy and
freedom to choose sub-topics relevant to them,
and to organize debates as appropriate to their
context. All of the regions conducted Citizens’
Forums; in some regions, health facilities and
private clinics offered “open days”; other regions
set up radio debates. Yet other regions conducted
surveys and questionnaires before the Citizens’
Forums and debated on their results in the
Forum itself. The decentralized nature of the

EGS created a dynamic that was very local in
nature and engendered high levels of interest
and participation.
The 1999 EGS in France was judged a success, demonstrating that there is considerable
potential to mobilize the population on issues
which touch them directly, such as health.17
The subjects that drew the most attention and
participation were: access to care, pain and
palliative care, ageing, and adolescent health
issues. Most of the key recommendations which
fed back to government decision-makers were
centred on these topics.

Tunisia
Tunisia is a small, upper-middle income country
located on the Mediterranean coast of north
Africa. It shot to the headlines when its people
engaged in civil resistance, leading to the “Arab
Spring” revolution that began in December
2010. The demonstrations were spurred on by
decades of a repressive regime in addition to
high unemployment, corruption, and poor living
conditions. The post-revolution context is thus
characterized by a strong reaction against these
very issues, especially the past lack of citizen
voice in any public policy and reform processes.
Given this backdrop, and the very real changes
to the Tunisian public sector and society, it was
imperative and generally agreed that a fundamental reorientation of the health sector needed
to happen sooner rather than later. An in-depth
population consultation was crucial to capture
people’s views, needs, and daily challenges given
the post-revolution circumstances.
A programme called “societal dialogue” was
launched in 2012 – the emphasis being on
the term “societal” in order to highlight the
importance of having all of society’s actors
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Population
consultation in
France was a
huge
undertaking
with over
20 000 people
in attendance,
demonstrating
that there is
considerable
potential to
mobilize the
population on
issues which
touch them
directly, such
as health.

involved in reform development.18 It was clear
that the feasibility and acceptability of reforms
in the current political and social context was
highly dependent on people’s participation (or
perception of participation). Thus the population
consultation in Tunisia was done with the twin
aims of capturing population opinion, and of
giving people a platform to express themselves
in ways that they had never done before.
The first-ever “Citizens’ Meetings on Health”
were organized in each governorate, where input
was gathered on the key challenges in the health
sector but also on values and attitudes of the
population for sector reforms. On this occasion,
citizens also shared their views on how health
services could be improved. Simultaneously,
focus groups were facilitated for vulnerable
populations in different parts of the country
(see Box 2.6).

Following the citizens’ meetings and focus
groups, complemented by several literature
reviews and technical studies, several major
themes began to emerge as needing urgent
reform. With these issues in mind, approximately
100 people selected by lottery from each of the
governorates formed a “citizens’ jury” with
the task of pronouncing a verdict on specific
questions around the themes listed below:
Solidarity and health system financing
mechanisms.
“Neighbourhood health services” and
coordination and integration of care.
Health promotion and health culture.
Confidence and revitalization of the health
sector.19

The feedback from these population consultation
events has been overwhelmingly positive, even
with several obstacles faced (see Box 2.5).
The huge popularity of these events has led to
the government explicitly recommending this
methodology to other sectors such as education
and social services. In addition, it has helped
citizens’ groups to focus on key issues and
strengthen their own capacity.

Box 2.4
Principal challenges to
Tunisia’s population consultation
There was initial lack of trust that the
consultation was ‘real’, as Tunisia has
a history of consultations which were
undertaken in name only; most people
assumed that this was the same.
Diverging interests between different
population groups, especially between
health professionals and lay people,
very often led to tensions during the
consultations.
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It was difficult to get participation from
marginalized groups, especially in the
Citizen’s Meetings on Health. This was
overcome by organizing specific focus
group sessions for vulnerable and
marginalized populations.
Lack of trust and deep-rooted misunderstandings between professionals,
ordinary citizens, and government
administration posed challenges.
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Box 2.5

(a) Consultative meetings

Population consultation in Tunisia:
some numbers20
96 lottery-selected jury members
represented at the Citizens’ Jury for
Health from 24 governorates
120 hours of audio and video recorded
material of citizens’ voicing their
concerns
3 424 citizens participated in the
Citizens’ Meetings on Health
20 556 kilometers travelled by facilitators for the various population
consultation events

2.5.2 Consultative methods with
invited participants from
different population groups
This section describes two predominant types of
consultative methods, the consultative meeting
and the focus group. Two examples of consultative
meetings, which were called “états généraux
de la santé” in their respective countries, are
chronicled, as well as one example of the focus
group method being used as part of a larger effort
to capture population opinion. The examples are
meant to inspire reflection on possible ways
to conduct such events, with all its modalities,
challenges, and successes.
Please note that the terminology used in various
countries for their population consultation
methods is anchored in the countries’ histories
and traditions. Hence, for example, the term
“états généraux de la santé” may be used for an
event which resembles a face-to-face dialogue
with large population sample(s) in one country.
In another setting, the same term could be used
for a consultation which resembles a consultative
workshop or meeting. The same holds true for
“policy dialogue”, “citizens’ jury”, etc.

Consultative meetings bring together stakeholders who are informed about, have a view
on, and/or are experienced in a particular area,
for the purpose of voicing their opinions and
assessments for a particular objective. These
workshops are also called ‘états généraux de la
santé’ in some (francophone) countries; other
terms used are ‘policy dialogue’ and ‘stakeholder
consultation’. Whatever the term, these meetings
are smaller in number than the larger face-toface consultations mentioned above. Usually,
the participants are carefully selected from
different population groups to ensure adequate
representativity – for example, professional
associations, patient groups, district health
authorities, and others are typical participants
of these types of gatherings. Technical experts
from government, development partners, and
civil society are usually present as well and may
provide specific technical inputs on an issue.
The advantage of consultations with invited
participants is that a smaller group can provide
greater depth to a discussion. In general, dialogue
with a restricted number of invited participants
can be more intense, especially when they are
well prepared for the discussion. A dialogue in
this type of setting can verify or substantiate
information and results in a certain topic area,
precisely because there is space to present study
results and discuss more technically than in a
consultation with a general cross-section of
the population. Participants must, however, be
carefully selected with no conflicts of interest
vis-à-vis the issues at hand.
A caveat to note here is that consultative meetings
are heavily dependent on the agenda set, the
preparation taken, the facilitator’s skill, and
the honest effort of the event organizers to be
objective and neutral. The intention must sincerely
be to gather input on a topic of importance and/
or interest and to listen to participants’ thoughts
and views.
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The
advantage of
consultations
with invited
participants
is that a
smaller group
can provide
greater depth
to a discussion.

The EGS
in Guinea
combined
a technical
analysis with
expert opinion,
bringing in
other points
of view
and a more
system-wide
perspective.
It enabled a
wide range
of external
stakeholders
to contribute to
the debate in
a political and
personal way,
rather than
in a technical
way.

Haiti

In Guinea the ’Etats Généraux de la Santé’, as
its consultative meeting was called, was held
on 23–25 June 2014, and is seen as one of the
key preparatory steps in the development of the
new 10-year National Health Development Plan
(NHDP). To prepare the EGS,21 a sound technical
analysis of the health system was undertaken
by thematic groups gathering experts from
various backgrounds (including civil society,
development partners and other ministries).
One of the outcomes of this analysis was a
series of suggestions for a new health sector
vision statement as well as the identification of
a number of key, transversal issues important
for framing the future of the sector.

In Haiti, the impetus for conducting a consultative
workshop, which was also termed an ‘Etats
Généraux de la Santé’, in 2012 was to prepare for
a new overarching National Health Plan which
would serve as a reference document for the
health sector. The EGS was preceded by intense
organized debate and deliberation within the ten
administrative departments (akin to states or
regions) of the country – these discussions were
more technical in nature and were conducted
mainly by health and/or policy experts. Following
this, a three-day EGS took place on the basis
of the results of the departmental discussions.
Suggestions and proposals from these two
events helped to steer the development of a new
National Health Policy and a National Strategic
Health Plan 2012–2022.

The EGS meeting in Guinea deliberated on the
vision statement and on other key questions
coming out of the technical analysis. The EGS
in Guinea has brought together some 250
participants coming from all sections of society.
The meeting was not intended to duplicate or
“validate” the technical analysis, but to go beyond
and complement it by bringing in other points
of view and a more system-wide perspective.
The EGS enabled a wide range of external
stakeholders to contribute to the debate in a
political and personal way, rather than in a
technical way. In addition, it provided a forum
whereby the population could express their
expectations of the health sector, and produce
useful recommendations to be included in the
NHDP. Expectations are high for a successful
reorientation of the health sector to be reflected
in the NHDP.

During the three days, guided group discussions with selected themes were interspersed
with plenary sessions, which allowed different
groups to present their work to the rest of the
participants and then debate upon it. The five
key themes which were decided during the
departmental discussions were: governance;
decentralization; human resources for health;
service provision and health service financing;
and monitoring and evaluation.
The high-level representation and wide media
coverage of the EGS impressed upon the Haitian
population the importance their government
was placing in the health sector. Results of the
EGS discussion directly fed into the formulation
phase of the National Strategic Health Plan
2012–2022.
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(b) Focus groups
Focus group interviews are usually done with
small, relatively homogeneous groups (6–12) of
people with similar backgrounds and experience.
The homogeneity and the much smaller size of
the groups are the main differences from consultative workshops. The group interviews provide
a platform to discuss a specific topic freely and
interactively, with the help of a moderator. The
moderator uses general guidelines and protocol
such as introducing the subject, keeping the
discussion flowing while using subtle probing
techniques, and preventing a few participants
from dominating the discussions. Note-takers
record comments and observations. A session
generally lasts one to two hours.

unanticipated issues and encourages interaction among participants. In a group setting,
participants provide checks and balances, thus
minimizing false or extreme views and providing
a quality control mechanism.

Focus group discussions allow a more in-depth
exploration of stakeholder opinions, similar or
divergent points of view, judgements, as well
as information on behaviours, understanding
and perceptions of an initiative. They are also
extremely useful for gathering information on
tangible and intangible changes resulting from
an initiative.

Potential drawbacks to this method include
its time-intensiveness and potential difficulty
to schedule. Qualitative data is generally more
challenging and time-consuming to analyse. A
discussion guide should be carefully prepared
and pre-tested/adapted if possible. Finding a
skilled moderator who facilitates rather than
acts as an authoritative figure can be difficult.

Generally, several sessions are held on the
same specific topic. Data should be adequately
recorded (e.g. audio-taped), and discussed jointly
by the moderator, observers and note-takers
at the end of each session. Discussions should
start with very general issues, then continue
with topics of ever-increasing specificity. A
skilful facilitator is required to ensure balanced
participation of all members.

The discussions are also susceptible to facilitator
bias, which can undermine the validity and
reliability of findings; discussions can be sidetracked or dominated by a few vocal individuals
as well. Many of these bias issues can, however,
be solved with a well-trained facilitator.

Focus groups represent a fairly low-cost, quick,
and reliable way to obtain a broad range and
depth of qualitative information, notably overall
impressions from diverse stakeholders. The
flexible format allows the facilitator to explore

This method is particularly adapted for complex
issues as it helps uncover perceptions, attitudes,
feelings and customers’ preferences in a more
in-depth, focused way. Focus groups are also
good for testing the acceptability of and/or
possible resistance to specific development
initiatives, as well as in developing effective
communication strategies to gain acceptance
for new ways of doing things.

In order to be able to generalize focus group
findings, it is important to corroborate information (triangulation) with further focus group
discussions or other methods. If not, the findings
may only relate to specific communities or
localities – they thus risk being less valid and
reliable than formal surveys.
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Focus groups
differ from
consultative
meetings
in that they
involve less
people at a
time and the
groups are
generally fairly
homogeneous.

Tunisia

In Tunisia, the
focus groups
were used as
a tool to go
more in-depth
into barriers to
healthcare
access faced
particularly by
vulnerable and
marginalized
population
groups.

In Tunisia, the focus groups were used as a tool
to go more in-depth into barriers to healthcare
access faced particularly by vulnerable and
marginalized population groups. Within the
context mentioned earlier, a concerted effort
to capture population opinion for purposes of
redefining the health sector vision into a new
National Health Policy was the general backdrop
for this work. The focus groups were hence
only one of a series of methods used to capture
population opinion.

in some of the more interior regions of the
country, extensive preparation on the ground
was necessary beforehand. Alliances were forged
with local media and allies sought to spread
the message as to the true aims and objectives
of the focus groups. Facilitators’ backgrounds
were carefully taken into consideration during
the selection process. Three facilitators and one
observer conducted all focus group discussions.
They received detailed scripts and were trained
by an external focus group expert from Canada.

The Citizens’ Meetings on Health gave extremely
valuable feedback on perceptions of the
Tunisian health system by the vast majority
of the population. However, it was felt that
challenges specific to vulnerable groups were
not adequately captured. The focus groups
were thus organized in several governorates,
each focus group being for one homogenous
marginalized group (see Box 2.6 below for list
of groups targeted for focus group discussions).
The focus group discussions allowed for a much
more in-depth insight into very real healthcare
difficulties faced by vulnerable groups which
were not expressed by others. In addition,
the groups’ main expectations and hopes for
an improved health system were teased out
during these discussions. This would have been
difficult and potentially distracting in the larger
Citizens’ Meetings.

The main facilitator came with a civil society
background, displayed excellent empathy with
the focus group, and was very popular. The
drawback with a facilitator who identifies with
the focus group participants is becoming too
involved and taking up much of the talking time.
The second facilitator was a retired higher-level
governorate official who was appreciated by focus
group participants for his calm professionalism.
He inspired confidence. The drawback was
that participants had side meetings with him,
sometimes during the focus group, to discuss
personal issues. The third facilitator did not
intervene in the discussions and was mainly
present to take notes.

A central challenge in conducting the focus
groups in Tunisia was identifying and training
facilitators – not an unusual challenge in any
setting. Due to tensions between anything perceived as coming from the central government
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The findings from the focus groups were triangulated with data coming from other population
consultation events in Tunisia. Therefore, it is
safe to say that the focus group facilitator issues
that may have led to any type of bias in the
findings were largely cancelled out. However,
this example demonstrates that finding skilled
facilitators, or facilitating a group oneself, is a
tall order which should not be underestimated.
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Turkey

Box 2.6
Vulnerable and marginalized
populations targeted for focus
group discussions in Tunisia
patients living in remote areas;
patients living in poor urban;
zones
single mothers;
families living in impoverished
regions;
isolated senior citizens;
families living in polluted
industrial areas.

2.5.3 Survey types and survey
tools with invited/selected
population groups
One-on-one individual
survey types and tools
Like the face-to-face dialogue with large population samples and consultative workshops,
the purpose of a survey is to capture the opinion
of the population and its expectations. However, the methodology is different and leads
to different results: in surveys, debates do not
take place; randomly selected citizens answer
questionnaires prepared by technical experts
and statisticians, or answer interviews guided
by professional interviewers.

A multiplicity of methods exists to survey
the population, with specific advantages and
challenges presented in the tables in Annex
2.1. In addition, two examples of capturing
population opinion via surveys are outlined:
one on health sector reform in Turkey and
the other, on physical activity levels in the 28
European Union (EU) member states.

Population opinion on Turkey’s health
system reform (Health Transformation
Programme)
Turkey began major health sector reforms,
the Health Transformation Programme (HTP),
in 2003, with the aim of increasing access,
availability, and patient satisfaction with health
care. The principal pillars of the reform were:
accessibility: all public health facilities were
transferred to the MoH as the principal public
provider of care;
financing: the “Social Security and Universal
Health Insurance Law” extended insurance coverage to the entire population and
established the Social Security Institute as
the principal purchaser of health services;
people-centred primary care: the family
practitioner is given a clear gatekeeper role,
with every Turkish resident assigned to one
or a group of family practitioners;
healthcare quality: quality units have been
established at the ministerial, provincial,
and organizational levels;
patient’s rights: special units within healthcare institutions that investigate complaints
by patients and providers.
Several initiatives were used to gauge population
opinion and satisfaction with the ongoing reforms.
The Turkish Statistics Institute’s (TURKSTAT)
Life Satisfaction Survey reported 39.5% overall
population satisfaction with health services
in 2003, just before the launch of the HTP. In
2010, that number had dramatically increased
to 73%.22 In 2013, Ali Jadoo et al. surveyed
almost 500 households spread across seven
regions with regard to population views on the
Turkish health system before and after the
HTP reform.23 The closed-ended questionnaire
delivered personally to households specifically
requested respondents to compare their views
on health services before the reform and at
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In surveys,
randomly
selected
citizens answer
prepared
questions
from technical
experts
or answer
interviews
guided by
professional
interviewers.

the present time. Over three quarters of the
respondents preferred the current health system
and were more satisfied with health services
now than previously.

Eurobarometer structured interview:
physical activity in the European Union
The
Eurobarometer
is both a tool
designed and
used by political
institutions
and a database
created with
the help of
researchers in
social sciences,
who are its main
users.

The standard Eurobarometer,24 or public opinion
surveys, was established in 1973 with the aim
of gauging population views on various topics.
Internationally recognized survey research
institutes, on behalf of the European Commission
(EC), monitor public opinion in the Member
States, mainly for use in policy-making and
for better communication with EU citizens.
In the EU political and institutional context,
opinion polls are not merely seen as a simple
instrument to collect information, but as a
source of legitimacy. Despite some critique on
its methodology (notably regarding the use of
closed-ended questions), the Eurobarometer
is now widely seen as an effective investigative
instrument for the EU and European research
institutions. In addition, the Eurobarometer has
contributed to European leaders’ taking the
opinion of EU citizens more seriously.25
The Eurobarometer is a hybrid instrument: it
is both a tool designed and used by political
institutions – mainly the EC – and a database
created with the help of researchers in social
sciences, who are its main users. Indeed, in
addition to internal use by the EC, primary
data is placed at the disposal of the scientific
community for research and training.

Results showed that the overall trend in physical activity remained unchanged over the last
12 years in the EU. In general, citizens in the
northern part of the EU remain more active in
sport and physical activity than the citizens in
the southern part.26 Almost half (47%) of the
inhabitants of the 28 EU Member States were
active physically at least once a month, while
42% were not active at all in sports or other
physical activities. The main reason stated
by citizens for participating in a sport or to be
physically active is to improve one’s health. The
main reason for not practicing a sport more
regularly is a lack of time.
One of the decisions resulting from the survey
data was an EC plan to launch a European
Week of Sport from 2015 onwards, with a view
to encouraging people to engage more in sport
and physical activity.27
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Each survey consists of approximately 1000
face-to-face interviews per Member State. When
needed, in-depth thematic studies are carried out
for various services of the European Commission
or other EU institutions and integrated into
standard Eurobarometer’s polling waves. One
such example is a series of recent studies
(2002, 2009, 2014) on physical activity levels
in Europe. EU member state residents aged
15 and over took part. A multi-stage, random
sampling technique was applied. All interviews
were based on a structured questionnaire and
carried out face-to-face in the respondent’s
home and in the appropriate national language.
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2.5.4 Referendum
Contrary to surveys and consultative meetings
or face-to-face consultations, a referendum is a
political decision-making process. It is a vote by
the population on various options for a particular
topic, which leads to a decision/endorsement
by parliament. Even if it effectively captures
the population opinion and expectations, it
is much stronger than the two other ways of
consulting the population presented earlier.
Also, its preparation is different and normally
more in-depth: sound technical consultations
have taken place, as well as costing of options,
discussion of advantages and challenges of
the different options, the way the options fit
with the political programmes of the different
parties, etc. Since only a few countries, including
Switzerland, incorporate use of the referendum
as part of their legal system, this interesting
way of consulting the population should be
considered as an exception.

Switzerland
Switzerland has a unique system of direct
democracy whereby any Swiss citizen can
initiate a popular referendum with the requisite
number of signatures gathered within a certain
time frame. Within the last 10 years, many
such popular referenda have been initiated on
health-specific issues, with health financing
and insurance funds being the most frequently
contested topic. Population consultation thus
takes on a very different meaning in Switzerland,
as people are not only consulted but also called
upon to make health-sector decisions.

One of the key issues dividing Swiss public
opinion is the financing of the costly health
system and the role of health insurance funds.
Residents of Switzerland choose their health
insurance from a plethora of private not-forprofit funds.VI A popular referendum in 2007
sought to change this landscape with a single
government-operated health insurance fund.
Following heavy campaigning by the pro- and
contra- groups, 72% of the population voted
against the single health insurance fund. Critics
denounced the heavy political influence and lobbying by insurance companies and professional
associations. Swiss citizen groups complained
that both sides’ calculations of hypothetical
insurance premiums with the proposed single
fund were faulty and conflicting.
What are the consequences of the population
deciding regularly through referenda on health
sector issues? Those in favour argue that direct
democracy is a powerful instrument, which
ensures that all decisions are widely debated. In
addition, extreme laws and measures have little
chance of being passed. On the other hand, the
decision-making process can be very slow and
any major change or reform, often necessary
in the health sector, can be arduous or blocked
altogether. It should be noted that most popular
referenda in Switzerland uphold the status
quo.28 - 30

VI Swiss residents can purchase health insurance coverage from
private insurers, who are not allowed to earn profits on the mandated
benefit package but may earn profits on supplemental insurance only.
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A referendum
is a vote by the
population on
various options
for a particular
topic.
Referenda
are usually
preceded
by technical
discussions,
a costing
of options,
debates on
advantages
and
challenges,
and a clear
stand taken
by different
political
parties.

2.6 Factors for success: translating the
theoretical approaches into practical realities
As seen in the previous parts of this chapter, a
successful population consultation can allow
health policy-makers to:
In preparing
for population
consultations,
policy-makers
should pay
special
attention that
methods and
measures
capture the
views of all
groups of the
population,
including the
“hard-toreach”.

1. engage with different socioeconomic groups;
2. increase people’s understanding of and
engagement in the policy-making processes;
and
3. assess people’s opinions and expectations,
and better inform the decision-making
process.
To all the three layers of a population consultation,
there are issues that one would need to take
into consideration because they might cause
more concern than others, depending of the
context of the country in question.

2.6.1 Reaching the hard-to-reach
When undertaking a population consultation,
particularly in the context of moving towards
universal health coverage, it is important to
design a methodology which addresses the full
social and political spectrum of the country.
Issues that one might be confronted with and
which might cause special concern are linked
to gauging the opinion of those who are not well
represented. One of the main conceptual and
logistical challenges is to capture opinions and
expectations of marginalized minority groups,
who are “hard-to-reach”VII due to geographical
and/or social barriers. To this end, it is important
to understand who these population groups are
and why they are hard-to-reach.

Issues of concern which policy-makers will
need to pay special attention to:
1. the methods and measures should be able
to capture the views of all groups of the
population, including the so-called “hardto-reach”;
2. findings should be relevant as opinions and
expectations of the population.

VII This handbook uses the term “hard-to-reach”, bearing in mind its
limitations and risks, since the main idea is to provide
an idea of how to overcome the challenges.
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Box 2.7
Romanian health sector reform:
what do the more vulnerable and hard-to-reach think?
The 2002 assessment of population opinion on
the health sector reforms which took place in
the decade following the fall of the Berlin Wall
in 1989 and the consequent dissolution of the
Soviet Union in 1991 highlighted that involving
the population in (reform) decisions leads to
better acceptance of the changes (e.g. when
introducing co-payments). The assessment
surveyed roughly 600 adults from Dolj district
and demonstrated that one third of the respondents believe that the reforms have affected
the quality of care in a negative way; half of
the respondents had a contrasting opinion. The
majority of the respondents preferred the new
health care system over the old one.

The study authors advance the problematic
of Romania’s health reform decisions being
non-participatory as a key reason for vulnerable
groups’ distrust in and negative evaluation of the
reforms. The study results underline the need to
particularly target hard-to-reach and vulnerable
groups when seeking population opinion and
when designing reform, especially since they
will likely be the most affected by it and the
ones who have the most decided opinion on it.31

© UN Photo /Pernaca Sudhakaran

An interesting sub-analysis, however, showed
that those who use health services more frequently believe that they have less access to
health services than before the reforms. The

elderly, the chronically ill, and the poor consistently expressed their belief that quality of care
and accessibility of services have decreased over
time. This category of respondents is usually
the target of health sector reforms under the
principle of providing care to those who need it
most – but according to the study in Romania,
this is the very category of people who seem to
prefer the previous health care system.
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Who is hard-to-reach for a population consultation and why is it important to reach
them?

People who are hard-to-reach for a
population consultation could be:

There is no homogenous definition of hardto-reach population groups. “Hard-to-reach”
as a term is problematic itself since it is used
inconsistently, can be misleading and might
even be stigmatizing.32 Therefore it is important to have a closer look at the structure of
hard-to-reach groups to be able to allow for
some differentiation and hence, more suitable
consultation methodologies.

unresponsive: time-poor, hard-working, commuting between job and home;

When studying the literature, we can see that
there are two perceptions of “hard-to-reach”
groups:
“Hard-toreach” groups
are most
commonly
perceived as
those who
might be
difficult to
access when
providing
services and
those who
are unable or
might not feel
comfortable
engaging in the
consultation
process.

those who might be difficult to access
when providing services (service delivery
perspective); and
those who are unable or might not feel
comfortable engaging in the consultation process (a so-called “sociological
perspective”).

It is the sociological perspective (or lens) that
we need to take into consideration, in addition
to the aspect of being unable to receive health
services (e.g. economically disadvantaged),
when discussing population consultation. For
this specific group of people to be included in a
population consultation, it might be necessary
to design tailored approaches that are adjusted
to their needs and living conditions, and that
can manage to capture their input.

silent: illiterate, not enough formal education
to be able to answer surveys;
uninterested: the consultation could not be of
interest because it is not perceived as useful
to them;
travelling: no identification with local area/
district (migrants, nomads);
not travelling: people who might lack transportation to the consultation venues;
averse: disappointed with political processes
or previously rejected by political authorities
(e.g. single parents) or difficult to influence (e.g.
strong religious beliefs);
young: people who might not have the age to
vote or actively participate in political process
yet (not registered), but still might be a good
source of information.

The two perspectives of “hard-to-reach” groups
(“service delivery perspective” and “sociological
perspective”) might not be mutually exclusive.
Persons difficult to be approached from a service
delivery perspective (“underserved”), might also
be silent or unresponsive. People who are not
visible in public or formal space might not have
adequate access to health services.
Each country will need to define its hard-toreach population according to its own context
and characteristics, and tailor its approaches
to consulting the broad spectrum of population
accordingly.
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Designing tailored approaches to gather
needs and opinions of hard-to-reach population groups

Potential risks

Context-specific tailored approaches to design
an inclusive consultation process including
hard-to-reach groups need to be developed,
for example:

When tailoring approaches for hard-to-reach
groups, it might be worthwhile using supporting
documentation (e.g. community health records,
statistical information) and also trying to draw
from the knowledge and experience of health
workers. However, a certain caution might be
necessary, since health workers may only have
information on those who actually use health
services, which may be biased towards people
who can afford health services (most likely
homeless or very poor/destitute might not be
able to do so) and believe that the available
health services can help them. Also, information
gathered through supporting documentation
might not necessarily represent the opinions
and expectations of the hardest-to-reach.

printing materials in different/local languages/dialects and even considering
illiteracy, working with visual techniques
or simply adjusting methodologies to the
skills of participants;
interviewers speak local dialect and/or are
from the community themselves;
methodologies (questionnaires, interviews,
etc.) chosen depending on the community
context;
design of interview questions to be chosen
according to the context of the community;
involving community leaders, or peergroup leaders, in the design and logistical arrangements of the consultation
to increase comprehensiveness of the
consultation materials or processes and
reliability of the participants;33
when intending to create relationships
between policy-makers and population
groups, a face-to-face methodology might
be more helpful.

Any methodology chosen will have effects on
the short-term arrangements as well as on the
long-term goals of the consultation. Including
qualitative components (e.g. personal interviews,
group brainstorming) will also allow for more
flexibility towards people in marginalized living
conditions, and will enable the interviewer to
capture information regarding the context of
these living conditions – and might therefore
be more appropriate for consultation of the
hard-to-reach.34

Positive effects of consulting
hard-to-reach
It might increase the sentiment of
recognition of their specific problems by
the MoH and the social/political system.
Consultation processes can pave the
way of better involving marginalized
and hard-to-reach communities in
policy and decision-making processes.
It enables policy-makers to design specific, tailored policies better accepted by
these groups and potentially improving
the equity orientation of health systems
performance.
Strategies and plans tailored to these
groups are more likely to be supported
by the communities, which might
increase the likelihood of success of
these strategies.
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Supporting data
and information
that is drawn
from health
workers might
be biased
towards those
who can afford
health services.

2.6.2 Ensuring relevance of the
findings
Understanding and correctly interpreting the
replies to a consultation is essential to drawing the right conclusions. It also increases
the legitimacy of the policy decision that will
(hopefully) build on its findings. At the same
time, making most use of the results of the
consultation for the ensuing situation analysis
and priority-setting processes is essential for
it to be successful. This section explores when
a consultation can be considered relevant and
useful in terms of participants and contents.

Relevance in terms of participation

Hard-to-reach
population
groups are not
homogenous,
they vary from
country to
country and
sometimes
even within a
country, based
on political
context and
social living
conditions.

The inclusion of marginalized or hard-to-reach
groups in the overall sample is a key criterion
to assess representativeness. In addition, even
though the information drawn from the survey
(or any other method that was used) seems to
be correct, there might still be some caveats
regarding the relevance of the information
sought. A few examples are listed below.
Was the methodological approach chosen (e.g.
culturally and socially) acceptable to the consulted groups? Would a different methodology
have a different return of information?
Were the levels of knowledge and understanding
of the participants high enough to be able to
give well-thought-out replies to the questions?
Were the questions phrased simply enough to
ensure that every participant was able to provide
an answer that is useful to the consultation?

Were the formats for consultation appropriate
for the circumstances/living conditions and
capacities of more disadvantaged and marginalized populations (e.g. in case of lack of
IT connectivity, illiteracy, opportunity costs of
engagement).

It is important to keep in mind that consultation
(as outlined on section 2.1.1) consists of a “twoway flow of information” and it is part of the
responsibility of the MoH when undertaking a
consultation to pass on all relevant information
in an understandable and open way to the concerned population, in order for them to be able
to give informed answers.35 There is a danger
that people might not be knowledgeable enough
to give well-thought-out answers.36
Pure participation of marginalized groups does
therefore not automatically increase relevance
or representativeness.37 When looking at the
population consultations that were undertaken
to assess opinions on changes in the Romanian
healthcare system38 as well the Turkish health
care reform,39 it becomes apparent that opinions
might vary greatly among individuals wand among
socioeconomic groups. The participation of a
variety of (sub-)groups is therefore extremely
important and cannot be limited to those who
are most easily accessible and available.
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Is it possible to assume that the needs and
opinions expressed by the chosen participants
are characteristic for the whole population of
the assessed district or country?
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Assessing the gaps between expectations
and status quo as the main objective of a
consultation – a difficult exercise
Sometimes, including the full population might
not be possible. In this case, recruitment criteria
for participants will need to be established,
keeping in mind that any sort of recruitment
criteria and methodology will introduce some
bias into the consultation, given that the criteria
will be based on preferences of the institution
undertaking the consultation.
A common challenge regarding participation is
the management of expectations. A Canadian
study specifically looking into public consultation
challenges highlighted this issue:
Officials anticipate large numbers of participants; fewer citizens participate than
expected, creating the impression of public
apathy. Officials expect citizens to have a solid
grasp on the issues if they are offering them up
as input to the policy-making process; some
participants have limited policy knowledge,
engendering scepticism about the practical
value of their contributions.40
Policy-makers and other stakeholders who are
engaged in the consultation should be aware of
their expectations beforehand; this can help put
into perspective the relevance of the exercise
and facilitate an increased level of participation.

One of the main goals of a population consultation is to capture the gaps between population
expectations and the current situation or, in
other words, the difference between what the
population perceives to get with the current
system versus what the population would like
to get (in the future). Some attention needs to
be given to some aspects of the consultation
process that might hinder capturing these gaps.
Gathered information should always be contextualized. As an example, the population consultation
in Turkey on the health reform process showed
that people with lower education levels where
less satisfied with the Turkish health system
than people with higher education levels. In
this regard, it was essential to contextualize
these findings, and acknowledge that people
with low(er) education levels are exposed to
higher chances of out-of-pocket expenditure
which leads to lower levels of satisfaction.41
Also, individual views and experiences might
differ from community views. It is almost impossible to include whole communities in nationwide
consultation processes, but it should always be
remembered to put extreme individual views
in context.
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It is
important to
contextualize
the data and
information
collected.

Opinions and needs addressed to policy
and decision-makers without them actively
seeking it

Public stakeholders engaged in health
should always
be open-minded towards
expressions
of public
opinions,
whether they
be officially
organized
consultations,
conventional forms of
expression
through
demonstrations or
protests, or
unconventional
forms such as
viral internet
campaigns
or on social
media.

This chapter has mainly focused on discussing
population consultation based on the understanding that a public institution is actively
seeking population opinion and an expression of
their needs. However, in some cases, it is not a
public institution that is asking for information;
it might as well be the population, or groups
of the population, trying to pass a message to
policy-makers in other ways. Capturing needs
and opinions expressed by the population or
groups of the population through “conventional
forms” (e.g. demonstrations, protests, strikes,
petitions) or “unconventional forms” of public
engagement (e.g. viral campaigns via Internet)
might be equally as important as an organized
consultation. MoHs, parliamentary health groups,
or any other public stakeholder engaged in
health, should always be open-minded towards
spontaneous or organized forms of expression
of public opinion.
It is also important to recognize that social
media has an increasing role in expression of
public opinion. Population (groups) may find
easy access to platforms of communication
and possible ways of distributing their interests
through the Internet. A MoH might want to take
advantage of that and make use of social media
to interact with the population.
However, it is important to keep in mind that the
increasing role of mass media, which usually
purports to echo public opinion, might not
necessarily reflect representativeness. There
is a risk that the most visible will be heard loud
and clear whereas the invisible (hard-to-reach)
might not have access to those functionalities.

Protests
The health care reform (“ObamaCare”)
in the USA has led to a wide array of
demonstrations and protests, both from
supporters and from opponents. Both
political camps used these protests to
further nurture their campaigns and
arguments. The decision-making process during the health care reform was
heavily influenced and shaped by forms of
spontaneous expression of public opinion.
Public consultation session
In Germany, most parliamentarians
(including Ministers and Chancellor)
offer public consultation sessions in their
electoral districts. Anyone can attend those
sessions and discuss whatever they feel
important. Some of the parliamentarians
even provide online chat sessions to
interact with the public.42
Using social networks to communicate
with the population
The Health Promotion Board of the MoH
of Singapore43 and the Ontario MoH and
Long-Term Care (Canada)44 use Facebook
to disseminate information on health
issues and to communicate with the
public. People can leave comments, ask
questions and interact with the Board.
The MoH of New Zealand45 and the United
Kingdom Department of Health46 use
“Twitter” to disseminate information and
react to comments.
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2.6.3 Ensuring communication
and feedback
Feedback and visible follow-up are two key
elements to develop the dynamics of a virtuous
circle between the population and the policy
level that will have positive implications on
accountability and ownership.
A crucial issue when interacting with the public
is the management of expectations. It should be
communicated from the beginning what the aim
of the consultation is, why people are consulted
and how their input to the consultation and
the results of the consultation will be used.VIII
In this sense, it is also essential to provide
feedback to the population on the outcomes
of the consultation. In addition, it is necessary
to show that the consultation was followed-up,
fed the decision-making processes and led to
concrete actions.

Ensuring feedback to the population
Providing feedback is essential. It demonstrates
to the communities both the value that is given
to their opinion, views and expectations, and the
importance of the consultation to policy-makers.
Good communication regarding the translation
of the population´s input to policy decisions is
essential. This type of feedback to the population
can also be done during another stage of the
planning process, likely during or after the
priority-setting exercise.

provided, the population might resist undertaking another consultation at a later point in
time. This feedback process must be thought
through, planned and budgeted from the very
beginning, during the initial planning phase of
the consultation.
One step in the feedback process could be a
verification of the results by the community at
hand. This may or may not be feasible, depending
on the heterogeneity of the community – it may
be difficult for various community members to
find themselves and their points of view in the
synthesis document, which may lead to resentment. In such a case, an effort to dialogue with
the community and adequately explain how the
findings were derived might make more sense.
Feedback can be provided in various forms, with
different degrees of interaction. The most direct
form would certainly be providing feedback
directly to the people that were surveyed or
to the whole community. Another, less direct
method, could be to use media, like newspaper,
television or radio, including press releases
or mailings to disseminate information on the
outcomes and the follow-up of the consultation.
The least direct version would be through a
formal review process, for example during the
MoH’s annual sector review.47

Another reason for providing feedback is to allow
for continuity in the interaction and relationships
built during the consultation process between
the state and the population. If no feedback is

Finally, and regardless of how feedback is
provided, it is important to create mechanisms
or transparent discussion platforms through
which the findings from the consultation can
be disseminated, discussed, and questioned
afterwards.

VIII Giving people the chance to opt-out and not participate in the
consultation should also be ensured. Obviously, the preferred option is
for the whole/consulted part of the population to participate.
Nevertheless, communication with the population and preparation
of the consultation should highlight the voluntary aspects of the

consultation and that people might chose not to participate, without
fearing restrictions or sanctions. Especially poor parts of the
population depending on public services should be reassured that the
(non-)participation as well as their replies to the consultation will not
have any effect on their ability to benefit from public services.
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Feedback after
the population
consultation is
crucial; it shows
communities
that value
is given to
their opinion,
views and
expectations
and allows for
continuity in the
interaction and
relationships
built during the
consultation
process
between the
state and
population.
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Ensuring follow-up and sustainability of the
dynamic created among and between population
groups and stakeholders
Equally important as providing feedback is the
actual follow-up of activities post-consultation
that need to be timely and transparently communicated to the population.
Followup to the
consultation
mainly consists
of translating
consultation
results into
priorities
and finally
into policy
decisions.

Follow-up to the consultation is mainly organized around the translation of the results into
priorities and finally into policy decisions. As
discussed above, feedback to the population
and validation of their input – respective to the
results of the consultation – is a first step in this
process. Subsequent steps would include the
translation of the population´s input into policy
recommendations and then into policy design.
It is important to realize that the population
consultation per se raises expectations. Those
expectations need to be addressed, and communication on actions is key. These expectations
may even create dynamics leading to better
sustainability and further engagement, an
opportunity that should not be missed by policy-

makers. In some consultations an unexpected
positive side-effect occurs due to continuing
interaction with the population: communities
and population groups find creative and innovative ideas themselves through discussions
and debates, leading to local solutions to their
own problems.48
A consultation might also serve as an entry point
for introducing a permanent link for exchange
between the public sector and the population,
for instance through the establishment of an
ombudsperson.IX
Whichever way to ensure follow-up is chosen,
a population consultation without follow-up
(just for the sake of the consultation) should be
avoided. The follow-up process as well as the
communication plan should be thought through,
planned and budgeted at the planning stage of
the consultation process.

IX An example for a well-established system of ombudspersons, in the
public sector as well as in the private sector, is Canada. See: Forum of
Canadian Ombudsmen, www.ombudsmanforum.ca
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2.7 How to measure the success of a population
consultation
To summarize, for a population consultation to
be successful, it is important to:
design a satisfactory methodological approach
to assess a population’s needs and opinions;
make sure to adequately translate and adapt
the chosen methodological approaches to
in-country reality;
ensure optimal utilization of the results as well
as sustainability of the consultation through
responsible follow up action;

Fig. 2.2 Measuring the
success of a
population
consultation

incorporate the priorities that were identified through the consultation into the
planning process and create a demandoriented strategy/plan/policy;
introduce a regularity of the consultation
for it to credibly feed into national review
process (JAR, MTR) and inform policy-makers on a regular basis.

Ensuring
feedback to the
population

Sustainability
of dynamic between
population and
planning and
decision-making
levels

Ensuring
follow-up

Relevant information

Needs and opinions of all concerned groups
Methological approach
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One of the main aims of the population consultation is to feed into the situation analysis, the
priority-setting and decision-making processes,
as well as to support monitoring and evaluation
efforts. A successful and effective consultation
should go one step further and provide feedback,
create a sense of follow-up action and introduce
some regularity in regard to interaction between
public institutions and the population. Providing
feedback to the population is a very powerful
mechanism to integrate population opinion and
needs into the policy decision-making process.
At the same time, it has the potential to build a
degree of sustainability of the relation between
policy-makers and population.

A successful
and effective
consultation
should provide
feedback,
create a sense
of follow-up
action and
introduce some
regularity
in regard to
interaction
between public
institutions and
the population.

The population consultation should ideally
be followed by the situation analysis, with
both feeding into the priority-setting of the
national (health) planning exercise. Of course,
national planning processes are not linear. In
some cases it might be very useful to carry out
some analytical work before engaging in the
consultation to have a better understanding of
the questions to be raised.
In the long term, the consultation would be a
point for reflection and policy correction. Every
consultation exercise should demonstrate that
the results were actively incorporated into the
planning process.

To summarize:
Did we do a good job?
The methodology chosen was adequately used and translated to the
national context to assess the needs
and opinions of the whole (targeted
parts of the) population.
Feedback was provided to the population after the consultation and a
well-thought-out and responsible
plan for follow-up action was developed and implemented.
The priorities identified through the
consultation were incorporated into
the planning process and the strategy/plan/policy is demand-oriented.
The consultation will happen on
a regular basis and will feed into
national review process (JAR, MTR)
and inform policy-makers on a regular basis.

Most population consultations in the health
sector so far were seen as one-off exercises,
which might not lead to the expected outcomes.
Repetition or regularity should be sought, as it
creates a knowledge base which helps to interpret
the data correctly. It also allows participants
get used to the process and increases their
learning curve.
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2.8 What if …?
Some countries might be facing challenging and
difficult situations where it might not be easy to
undertake a population consultation or where
certain conditions might require more flexible
approaches. Subsequently, we are introducing
“what if…” scenarios to highlight some of the
most common concerns while planning or
undertaking a population consultation.

2.8.1 What if your country is
decentralized?
For decentralized X countries – political decentralization (federal system) as well as geographical (e.g. islands) – to undertake population
consultations, it is necessary to look at their
constitutional backgrounds and legal frameworks. Usually there is a clear understanding
and regulation regarding the feasibility and
responsibility concerning population surveys
and referenda at national versus sub-national
level (see box 2.8).

Box 2.8
Swiss example of rules and
regulations between national and
sub-national entities and how
they are influencing the health
landscape
Switzerland is one of the few countries
where referenda are regularly undertaken.
In addition, Switzerland is an interesting
example due to the high degree of decentralization: the cantons have a strong
autonomy and are heavily engaged in all
phases of the political decision-making
process at national level. Even though the
cantons are responsible for health care,
including for its financing, the health
insurance law deals with healthcare
policy at the national level.
In 2007 as well as in 2014, the population
was called upon to decide whether to
reform the health insurance system and
abolish private not-for-profit funds, and
introduce a single government-operated
health insurance fund.
In both instances, the Swiss population
voted against the reform. It is now up to
the cantons (sub-national level) to bear the
financial and managerial consequences of
this decision; in most other countries, the
reform would have had implications for
the regulations and laws at national level.

X For a more detailed discussion regarding the dimension, degree and
range of decentralization affecting the content and process of health
planning, see Chapter 10 of this handbook.
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From a
consultation
perspective,
decentralization can be
seen as an asset to engaging
the population
and especially
to the consultation follow-up.

From a consultation perspective, decentralization can be seen as an asset to engaging
population through a consultation and especially to the follow-up. Sub-national entities
(e.g. states) tend to be closer to the reality
and living conditions of the population. There
is an assumption that a bottom-up planning
approach, favoured by a decentralized system,
which includes participation in planning and
political debate through a consultation, will
increase the responsiveness of a government/
MoH to local needs and expectations.49 National
policies that need to be adaptable to different
sub-national (local) contexts will benefit from
consultations at sub-national level.
At the same time, remote areas could be integrated better into the prioritization process when
the design of the consultation itself is taking a
decentralized approach. Sub-national institutions
could be strengthened during resource allocation negotiations on national level by providing
informed evidence of needs and demands.
Laws and regulations in regard to roles and
responsibilities between national and federal
level will need to serve as the primary guidance.
However, even if one of the two levels can overrule
the other, it is important to keep in mind that a
population consultation might generate useful

Sometimes it might not even be necessary for
a consultation to be undertaken for the full
country, but only certain groups of the population. In this case, it should be established
before the consultation if the region, area or
group of population that will be consulted is
part of just one federal state or if it might be
spread across different states. In the latter case,
administrative boundaries should not stand
in the way of capturing the views of the entire
population concerned.
Table 2.2 gives an indication on what would need
to be considered when undertaking a population
consultation in a decentralized context, following
the framework for a population consultation that
was developed during the course of this chapter.
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evidence and information that would ideally
feed into policy-making and subsequently into
implementation, which is a matter of all levels
of government. Therefore, it might still be worth
informing and updating all levels regarding the
consultation, and including all levels in all stages
of the consultation and the subsequent follow-up
process. In this case, the coordination between
different stakeholders will be more complicated,
as not just the horizontal level will need to be
coordinated (different stakeholders), but also the
vertical level (different levels of government).50
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Table 2.2 Issues to consider when undertaking a population consultation in
a decentralized setting

RECOMMENDED ACTION

IMPLICATIONS FOR A DECENTRALIZED SYSTEM

Design a satisfactory methodological approach to assess
a population’s needs and
opinions

The inclusiveness of national as well as sub-national levels
in the design of the methodology is ensured.
Actors that only exist on sub-national (e.g. state MOH,
grass-root organizations, professional associations), or
only exist on national level (e.g. federal MoH, parliamentary
groups, ministries of finance and planning, professional
associations) are informed and adequately included.

Make sure to adequately
translate and adapt the chosen
methodological approaches to
in-country reality

The survey method chosen is compliant with legal framework and constitutional background.
Roles and responsibilities between national and subnational levels have been clarified.
National and sub-national levels are adequately represented during the preparation and follow-up to the
consultation.
The methodological design of the consultation was tailored
towards the differing characteristics of the population
(e.g. different languages, different living conditions due to
differences in services and entitlements per state).

Ensure sustainability of the
consultation results through
feedback and responsible
follow-up action

The results of the consultation were made available to all
concerned levels.
Follow-up on the results is demonstrated by national as
well as sub-national levels – there is clear understanding
of which level is responsible for implementation of the
follow-up plan.

Incorporate the priorities that
were identified through the
consultation into the planning
process and create a demand
oriented strategy/plan/policy

National and sub-national planning processes are equally
benefiting from the results of the consultation.
Sub-national as well as national level are accountable
towards the population regarding the results of the
consultation, regardless at what level the consultation was
undertaken.

Introduce a regularity of the
consultation for it to credibly
feed into national review
process (JAR, MTR) and inform
policy-makers on a regular
basis

Review processes at national level are designed in a way
that allows for the results of sub-national consultation
processes to be included, and vice versa.
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Countries
in crises
especially
require
national health
planning
approaches
tailored to
their dynamic
context – a
population
consultation
can be very
helpful in this
regard.

Consider whether a population consultation
would be possible and what prerequisites
would be needed

This section looks at how to undertake population
consultations in fragile scenarios. “Fragility”
refers to a country that includes certain areas
of limited statehood, “where the state does not
have the administrative capacity (either material
or institutional) to exercise effective control over
activities within its own borders”.51

It might be possible to conduct a population
consultation in a country with:

Countries in crises especially require health
strategy and plan approaches that are tailored to their dynamic context – a population
consultation can be very helpful in this regard.
However, fragile contexts are usually highly
aid-dependent, with donors influencing the
political debate and prioritization processes.
Needs and expectations identified through the
consultation might have to be defended against
donor priorities.
Nevertheless, in a context where efforts must
be concentrated and financial and human
resource capacities are low, a population consultation could be a good way to not just support
the identification of priority areas, but also to
realistically measure the resources that might
be needed.

politically-legitimate but technically-weak
government, with a MoH willing to lead health
care developments;
absent, uninterested or resource-less government, leaving both policy formulation
and health care provision to other actors.
In such contexts, the MoH might have the ability
to conduct the consultation but might need to
be supported by other actors.
It might be difficult, but not impossible, to conduct
a population consultation in a stable but poor
and vulnerable country, with health authorities
unable to play a leading role in the health care
field (despite their legitimate mandate). The
consultation might therefore need to be conducted by a neutral party, supporting the MoH.
It might be impossible to conduct a consultation
in a country with a:
recognized government, formally in charge of
the health care field, but opposed by powerful
donors on political or human-rights grounds;
protracted turmoil, with contested government, competing power holders, unresolved
conflicts.
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Design a satisfactory methodological
approach to assess a population’s needs and
opinions
When designing a methodological approach in
distressed situations, it is essential to consider
if it is logistically even possible and safe to
undertake a population consultation. Fragmented
and unstable scenarios can pose an additional
burden to the feasibility of the consultation.
Additionally, there might be resource and capacity
constraints that will need to be tackled with
caution.52
Due to the political and financial constraints
there tends to be a high disconnect between
existing policies and plans and realities in
fragile/fragmented countries. The focus of
the consultation should therefore be around
the identification of priorities, to be able to
increase government engagement in improving
living conditions.

Additionally, the consultation could be designed
more comprehensively to identify the key contextual factors that need to be considered in
the development of health strategies and plans,
since those are highly dependent on the current
context of the country.
Based on the problem that documentation and
quantitative as well as qualitative information
regarding the health of the population can be
unavailable or difficult to retrieve, the population
consultation, if undertaken, can also serve the
purpose of putting a firm emphasis on population
needs and health status, not just assessing the
expectations.

Nevertheless, a population consultation in the
face of the highly demanding logistical and
political challenges of seeking the population’s
needs and opinions in these scenarios might be
one of the few chances to increase engagement
with remote and hard-to-reach population
groups. In that regard, a “good governance”
approach might even be supported through
the consultation.XI

XI For a discussion on the inclusion of population (groups) in policy
and decision making processes in light of “good governance” see:
United Nations Democracy Fund (www.un.org/democracyfund,
accessed 4 January 2016).
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A population
consultation
in the face
of the highly
demanding
logistical
and political
challenges
in fragile
settings might
be one of the
few chances
to increase
engagement
with remote
and hardto-reach
population
groups.

Make sure to adequately translate and adapt
the chosen methodological approaches to
in-country reality

The
methodological
approach
used for a
population
consultation
in a fragile
setting must
be wellthought-out
and adjusted
to the living
conditions of
the people.

It is even more important in these scenarios
to be precise and thorough when designing
the tailored approach. The approach should be
adjusted to the conditions of the (politically and
geographically separated) population groups.
A geographical fragmentation, for example
through displacements due to natural disasters, would put an additional logistical burden
on a consultation because the population
to be consulted might be spread across a
huge area.
If the fragmentation is not geographical, but
political, it should take political sensitivities
into account. For example, a consultation in a
fragmented environment with strong hierarchies could also reinforce those hierarchies
and additionally marginalize hard-to-reach
groups.54
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Adapting methodological approaches to the
country context, and especially taking into
consideration how to reach all (concerned)
parts of the population could be challenging. As
discussed, designing context-specific tailored
approaches is key in that regard. However,
additionally to hard-to-reach groups, political
fragility and instability – often going handin-hand with a lack of trust in governmental
institutions – might decrease a population’s
interest in participating in this kind of exercise
even more.53 It is therefore important to adjust
the methodological approach to the living conditions of the people – hard-to-reach might
even be harder to reach when the political and
security environment does not offer comfort.
Designing a well-thought-out approach and
using specifically-tailored methodologies will
be critical. Due to the high level of fragility,
countrywide generalizations should be avoided
when analysing the results of the consultation. It is also important to keep in mind when
designing the consultation that violence-affected
locations may be better served than peaceful
ones, owing to a high representation of donors
and aid-backed investments.
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Ensure sustainability of the consultation
results through feedback and responsible
follow-up action
Looking at this from a different angle, a population
consultation could also pose an opportunity.
Making informed choices during a situation
of political fragility could be one of the results
of a population consultation and may lead to
a more sustainable political scenario. The
way decisions are taken could be changed by
following-up thoroughly on the results of a
population consultation.

Even in divided
scenarios,
consultations
have the
potential to
help change th
dynamics of the
situation.

Bearing this in mind, follow-up action should
be seen as one of the most critical elements of
the consultation. Even if the political situation
is too difficult to follow-up on a plan right away,
feedback to the population should nevertheless
be provided.

© WHO / EMRO /Pauline Loyce Ajello

From a more political perspective, in divided
scenarios (either politically and/or geographically) there is, as highlighted before, a danger
of using results of a population consultation
according to political priorities. In that sense,
it is important to be aware that fragmentation
in a society might be mirrored in the results
of the consultation – depending on the group
of population and its relationship with the
government/MoH. This will be even more the
case in conflict scenarios, where consultations
might be used to increase support for one of
the conflict groups.
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In a context
where financial
and human
resource
capacities
are low, a
population
consultation
can support the
identification of
priority areas
as well as the
estimation of
the resources
that might be
needed.

Introduce a regularity of the consultation
for it to credibly feed into national review
process (JARs, MTRs) and inform policymakers on a regular basis

During a phase of high fragility and instability,
designing a new national plan might not be
feasible. The results of the population consultation, instead of laying the groundwork for a
well-designed national plan, can be used to
support bottom-up planning by introducing
demands and needs into the process of building
up a functional system.

Especially in fragmented and fragile scenarios, it will always be essential to consider the
transaction costs of the consultation. If the
distressed situation of the country is due to
a fragile political environment or based on
political unrest, the transaction costs might be
too high to conduct a population consultation
or introduce certain regularity.

In that case, the methodological design of the
consultation would need to be adjusted so that
priorities identified are actually supporting a
system-building process. They should, therefore,
focus on concrete objectives of the process to
improve the health of the population, rather than
on defining a conceptual vision that might not be
useful for the current situation of the country.

However, even in a distressed situation, the
potential benefits of the exercise may overweigh
the transaction costs. Therefore, a sound analysis
of the environment of the consultation will be
necessary, as well as a serious consideration of
the potential benefits and negative consequences.
Although the work might be very resource-intensive, in fragile scenarios, monitoring trends
and evaluation of implementation might be
particularly important; a regularly undertaken
population consultation might help in this regard.

Keeping this in mind, it is also important to consider that the information that will be collected
might not be sufficient in the end to support
system-building efforts. Political fragility and
instability might decrease a population’s capacity,
interest, and accessibility to participate in this
kind of exercise.
In contexts where part of the country is very
accessible, conducting a consultation in that
limited area might be possible. However, reliability and representativeness of the results
might become an issue of concern, since areas
that are open to government/MoH initiatives in
a (politically) unstable environment, might not
be politically neutral. Including an independent
facilitator for the consultation (e.g. research
institution) could increase legitimacy.

The following table summarizes some of the
issues that should be considered when planning
for a population consultation in a fragile environment. Countries under stress will most likely
not be able to meet all the criteria that we are
suggesting. For a consultation to be successful,
therefore, it will be essential to weigh all the
criteria against each other.
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Identify priorities through the consultation
to support national health planning
processes or system-strengthening
processes
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Table 2.3 Issues to consider when undertaking a population consultation in
a fragile state setting
RECOMMENDED
ACTION
Design a satisfactory
methodological approach
to assess a population’s
needs and opinions

Make sure to adequately
translate and adapt the
chosen methodological
approaches to in-country
reality

IMPLICATIONS IN A FRAGILE SETTING

Would the potential benefits of the consultation outweigh the costs?
Are logistical arrangements feasible and do they not pose an unacceptable
burden on the country?
Are financial and human resources as well as capacities sufficient to manage
the process of a consultation?
Is the methodology focusing on the identification of priorities to enable
increased government engagement in improving living conditions?
Do political interests or fragility and instability not undermine the effort to
reach out to all (concerned) parts of the population (hard-to-reach)?
If only a part of the population can be reached due to political or geographical inaccessibility, can the outcome of the consultation still be considered
representative?
Does the population feel comfortable and secure to participate in the
consultation?
Does the population feel safe to express their opinion and needs freely, even
though their answers might reflect on the difficult political situation that
the country is undergoing?
Are political sensitivities that might influence the process and the outcome
of the consultation taken into consideration?

Ensure sustainability of
the consultation results
through feedback and
responsible follow-up
action

Will results of the consultation be used in a neutral manner and not be
subject to arbitrary political interpretation by opposing (political) camps?
Will follow-up action be possible to undertake, even though the security
situation and political context of the country might be changing?
Are results of the consultation reliable enough to be representative, despite
a possible lack of control of the information-gathering processes?

Identify priorities through
the consultation and
support national health
planning processes or
system-strengthening
processes

Can priorities identified in the consultation be used to support planning
processes and/or system-building processes?
Can priorities be identified and translated into concrete courses of action?
Will information gathered through the consultation be sufficient to support
the purpose of the consultation?
Are donors’ engagements coordinated and their efforts harmonized to support
priority-setting processes based on the consultation results?

Introduce a regularity of
the consultation for it to
credibly feed into national
review process (JAR, MTR)
and inform policy-makers
on a regular basis

Are the transaction costs of a population consultation too high to introduce
regularity?
Will review processes take place that would benefit from the results of the
consultation?
Will policy and decision-makers be able to benefit from the consultation?
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2.8.3 What if your country is
heavily dependent on aid?
A country that is heavily depending on external
aid might suffer from two main constraints when
discussing population consultation during a
health-planning process.
(a) In a heavily aid-dependent context, prioritization and agenda-setting processes might
be influenced by donor priorities. Those
priorities and strategic preferences might not
necessarily reflect the situation in the country,
but might be defined by domestic politics of a
donor country – be it through direct support
through the donor or through indirect support
via Global Health Initiatives.55 This situation
could lead to another risk.

Donor
dependency
might not
necessarily
impact the
methodology (b) Countries that are heavily dependent on foreign
and feasibility
aid often suffer from a verticalization in the
of the
health sector due to programme-specific
consultation,
but can
approaches or programmatic priorities by
influence the
external donors.
process as
well as impact
the outcomes The methodology and feasibility of a consultation
of the might not necessarily be linked to a high or
consultation. low donor dependency. The question is rather

whether a high degree of reliance on foreign aid
could influence the process as well as impact
the outcomes of the consultation. To better
understand in what way the consultation could
be affected, policy-makers might need to analyse
the situation of their country and assess: a) to
what extent donors are influencing the policy
autonomy and hence the priority-setting of the
government, and b) the institutional strength
and weaknesses of the health system.
Based on this assessment, it might be easier
to understand how the consultation could be
undertaken, what the purpose of the consultation
could be, and how donors’ support could be helpful
without distorting the process or the outcomes
of the consultation. From the perspective of a
MoH it might be important to consider the gains
of such a consultation. A population consultation

The results of the consultation might even be used
to hold up national or local needs and opinions
against external priorities. External donors’ need
for justification back at home (“success stories”)
could be realized through a public consultation.
Policy decisions and actions based on the results
of a population consultation are more likely to
be supported by the communities, which might
also increase the likelihood of success. Whether
directly or indirectly (through publicity), success of
programmes might attract donor funding. External
development partners might even be considered
as a source for funding, as well as technical and
logistical support for the consultation.
A second layer to this is that active participation
of concerned groups in the policy formulation
process (in this case, through the consultation)
could also lead to an improvement of the quality of
aid that is provided by external actors. A population
consultation could serve as a control mechanism
regarding the quality as well as the compliance
with local structures.57 Many international as
well as national initiatives (Busan Partnership,
IHP+, Paris Declaration) are trying to increase
aid effectiveness and efficiency practices as well
as individual donor behaviour to align donor
engagement with national priorities as outlined
in the National Health Strategy or Plan.58 The
MoH should not hesitate to remind the donor
community of their commitments (WHO could
be a useful companion in this regard).
The Table 2.4 provides some suggestions of
what should be considered when undertaking
a population consultation in a heavily external
aid-dependent context.
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to support negotiations between and among
development partners and government to regain
the policy autonomy of the government.56
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Table 2.4 Issues to consider when undertaking a population consultation in an aiddependent context

RECOMMENDED
ACTION

IMPLICATIONS FOR AN AID-DEPENDENT SETTING

Design a satisfactory
methodological approach to
assess a population’s needs
and opinions

When establishing the methods and deciding on who is
to be involved (stakeholders), it might be necessary to
involve and consult external partners, while retaining the
independence of the consultation.
The consultation might be used as a tool to hold national
or local needs/opinions against external priorities.
Therefore, it could be important to make sure not to
stumble over any methodological, conceptual or procedural flaws, and to be very precise and accurate in the
design of the approach.

Make sure to adequately
translate and adapt the
chosen methodological
approaches to in-country
reality

Donor engagement in consultation processes might
change the dynamics and reception of the consultation
process within the population, which might influence the
results of the consultation.

Ensure sustainability of the
consultation results through
feedback and responsible
follow-up action

Demand orientation will be based on priorities identified
in the consultation; in some cases this might not be congruent with programme-specific approaches of donors.
A follow-up plan will need to take possible discrepancies
into consideration.

Incorporate the priorities
that were identified through
the consultation into the
planning process and
create a demand-oriented
strategy/plan/policy

In addition to the population consultation, external
development partners might still conduct their own
analysis (or even consultation) of a specific programme
or interpreting people’s living conditions. This would
need to be clarified well in advance.
Donors’ engagements can be coordinated and their
efforts harmonized to support priority-setting processes
based on the consultation results.

Incorporate the priorities
that were identified through
the consultation into the
planning process and
create a demand-oriented
strategy/plan/policy

It should be taken into consideration that people benefitting from external aid might not see the difference
between external and national actors (e.g. service provision). In some cases, this might distort the results of the
consultation and might even influence the outcomes of
national review processes.
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2.9 Conclusion
A population consultation will always have
positive effects on the interaction between
policy-makers and the population, even if it is just
a first step. The political power of a population
consultation in influencing the policy dialogue
should not be underestimated.
A population consultation is a crucial source of
information for policy- and decision-makers and
an essential component for non-government
actors to influence policy in a way which reflects
population’s perceived needs. Population consultations serve to increase the population’s
ownership of policies and plans, thereby increasing the chance of successful implementation.
In addition, a government demonstrates itself
as transparent and accountable by supporting
regular population consultation processes and
following up on its results.
The most common population consultation
approaches as outlined in this chapter range
in complexity, resource needs, and scope: a
face-to-face dialogue with a large population
sample; consultative methods with invited
participants from different population groups;
surveys with invited or selected population
groups; and individual surveys.

A country may choose one or a combination
of these methods, depending on its objective,
capacities, and resources.
Optimally, the results of the consultation will
feed into the priority-setting exercise of the
national health planning process. The population consultation unfolds its full usefulness
when it is embedded as an essential step of
the process into the planning cycle. Different
stages of planning can draw from its results.
Given that this would be the only possibility
for policy-makers to directly interact with the
population to jointly define priorities during
the planning process, policy-makers should
not hesitate to take advantage of this unique
opportunity.
Skilful national health planning is an essential
part of the aim to reach universal health coverage.
In this regard, a population consultation provides
a strong foundation for the planning process,
linking factors that are outside the health sector
(social determinants of health) back to the arena
of the MoH, and strengthening the role of state
actors in their aims of providing qualitative and
free services to all parts of the population.
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Annex 2.1
Description, advantages and challenges of individual survey tools

INDIVIDUAL
SURVEY TOOLS
Structured
interviews
(cf. survey)

Interviews supported
by questionnaires.
Standardized approach
to obtaining information on a wide range
of topics from a large
number or diversity of
stakeholders. Structured/standardized
open-ended interviews
consist of a set of
open-ended questions
carefully worded and
arranged in advance.
The interviewer asks
each respondent the
same questions with
essentially the same
words and in the same
sequence.

ADVANTAGES
Collects detailed data
systematically and facilitate
comparability among all
respondents.
Quickly gathers descriptive
data on a wide range of
topics.
Easy to analyse.
Relatively low cost.
Gives anonymity to
respondents.
Particularly appropriate
when there are several
interviewers (minimize the
variation in the questions
they pose); also useful
for gathering the same
information from each
interviewee at several
points in time or when
there are time constraints
for data collection
and analysis.
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CHALLENGES
Susceptible to
selection and interviewer biases.
Data may provide
a general picture
but may lack depth;
may not provide
adequate
information on
context.
Does not permit
the interviewer
to have broad
understanding
and insight, and to
pursue topics or
issues that were
not anticipated
when the interview
instrument was
developed.

INDIVIDUAL
SURVEY TOOLS

DESCRIPTION

ADVANTAGES

CHALLENGES

Semi-structured
interviews
(usually with
“key informants”)

A series of open-ended
questions.
Interviews are qualitative,
in-depth, and semi-structured.
They rely on interview guides
that list topics or questions.
Key informants are usually
community experts who can
provide particular knowledge
and understanding of problems
and can recommend solutions.
Involve the preparation of an
interview guide that lists a predetermined set of questions or
issues that are to be explored.
This guide serves as a checklist
during the interview and
ensures that basically the same
information is obtained from a
number of people. Yet, there is
a great deal of flexibility. The
order and the actual working
of the questions are not determined in advance. Moreover,
within the list of topic or subject
areas, the interviewer is free
to pursue certain questions in
greater depth.
If informants agree, interviews
can be audio-taped.

Low cost, simple and
quick to conduct.
Provides flexibility to
explore new ideas and
issues not anticipated.
Makes interviewing of
a number of different
persons relatively
systematic.
Can provide insight on
the nature of problems,
a snapshot of the current
state of a system, and
give recommendations
for solutions.
Can provide different
perspectives on a
single issue or on several
issues.
Can be especially
useful to highlight the
constraints faced by
private actors in systems
historically dominated by
public entities (perception
of barriers, systems constraints, and untapped,
under-exploited or
emerging opportunities).

Susceptible to
selection and
interviewer
biases.
Can be difficult to
analyse.
Must have some
means to verify
or corroborate
information
(triangulation).
Less valid,
reliable, and credible than formal
surveys.

Open or informal
interviews

Informal conversational
interviews rely primarily on
the spontaneous generation of
questions in the natural flow
of an interaction. This type of
interview is appropriate when
the evaluator wants to maintain
maximum flexibility to pursue
questioning in whatever direction appears to be appropriate,
depending on the information
that emerges from observing a
particular setting or from talking to one or more individuals in
that setting.

The interviewer is flexible
and highly responsive to
individual differences,
situational changes and
emerging new information.

Susceptible to
selection and
interviewer
biases.
May generate less
systematic data
that are difficult
and time-consuming to classify
and analyse.
Must have some
means to verify
or corroborate
information
(triangulation).
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INDIVIDUAL
SURVEY TOOLS

ADVANTAGES

The interviewer
works directly with
the respondent and
has the opportunity to
probe or ask follow-up
questions.
A special case is
the household
drop-off survey. In
this approach, a
researcher goes to the
respondent’s home or
business and hands
the respondent the
instrument. (In some
cases, the respondent
is asked to mail it back
or the interviewer
returns to pick it up.)

Interviews are generally
easier for the respondent,
especially if opinions or
impressions are sought.
Allows personal contact and
gestural communication.
Allows follow-up questions
to explore the answers of
the respondents. Facilitates
the researcher’s understanding of the respondent’s answers.
Suitable for locations where
telephone or mail are not
developed.
The household drop-off
survey blends the advantages of the mail survey
and the group administered questionnaire: the
respondent can work on the
instrument in private, when
it is convenient; and the
interviewer makes personal
contact with the respondent, and the respondent can
ask questions about the
study and get clarification
on what is to be done. This
is expected to increase the
percentage of people willing
to respond.

Time-consuming.
Resource intensive.
Susceptible to interviewer
bias. The interviewer is
considered a part of the
measurement instrument
and interviewers have to
be well trained in how to
respond to any contingency.
Easy to manipulate.

Telephone

Questionnaire
administered by
telephone. Many major
public opinion polls are
based on telephone
interviews.

Enables a researcher to
gather information rapidly.
Fairly cost-effective.
Like personal interviews,
they allow for some
personal contact between
the interviewer and the
respondent.
Higher response rates
Allows the interviewer to
ask follow-up questions.

Many people do not have
publicly-listed telephone
numbers. Some do not
have telephones.
May be perceived as
intrusive.
Interviews have to be
relatively short or people
will feel imposed upon.
Susceptible to interviewer
bias.
Cannot be used for
non-audio information.
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INDIVIDUAL
SURVEY TOOLS

DESCRIPTION

ADVANTAGES

CHALLENGES

Mail-out

The questionnaire
may be handed to
the respondents
or mailed to them,
but in all cases they
are returned to the
researcher via mail.

Relatively inexpensive to
administer; more cost
effective than face-to-face
interviews, especially for
studies involving large sample sizes, large geographic
areas and large number of
questions.
Ideal for asking closedended questions; can send
the exact same instrument
to a wide number of people
and thus reduce bias, and is
easy to analyse.
Allows the respondent to fill
it out at his/her own convenience and is thus less
intrusive than telephone or
face-to-face surveys.
Possible to obtain large
amount of information.

Response rates are often
very low.
Long delays, often of
several months, before
the surveys are returned
and statistical analysis can
begin.
Not suitable for issues
that may require clarification.
Little flexibility left to
the respondent (nuances
easily lost).
Lack of personal contact;
limited researcher understanding of the respondent’s answers.
Uncertainty about the
respondent’s identity.
Subject to levels of
literacy.

Online

Questionnaires
are now commonly
administered online,
as in the form of web
surveys. Different types
of survey software
exist to help design,
administer and analyse
online surveys.

Similar to mail-out; faster,
simpler, and cheaper.
Ease of data gathering.
Flexibility in design;
more dynamic interaction
between the respondent
and the questionnaire.
Quicker response and
analysis time.
Less intrusive.
Suffer less from social
desirability bias.

Similar to mail-out;
response rate higher.
Subject to reading and PC/
internet equipment.
Susceptible to survey
fraud.

Mobile

Survey tool available
on a device such as
a smart phone or a
tablet.

Not subject to constraints
relative to time and location
of the respondent.
In places with high mobile
phone penetration, possibility to reach previously hardto-reach target groups.
Quicker response times.

Subject to reading and
appropriate equipment/
software.
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Annex 2.2
Checklist: Selecting the most appropriate type of survey for my setting

Checklist: Selecting the most appropriate type of survey for my setting
Selecting an appropriate survey is a critical decision which should be guided by a number
of factors.
Population issues: Can the population be
enumerated? Is the population literate? Are
there language issues? Will the population
cooperate? What are the geographical
restrictions?
For example, If the population is not literate
or there are language barriers, telephone or
face-to-face interviews may be considered.
Sampling issues: What data is available?
Can respondents be found? Who is the
respondent? Can all members of population
be sampled? Are response rates likely to
be a problem?
If the population to be surveyed is small, you
can survey them all, for example. Otherwise,
you are likely to need to go through sampling
techniques.
Qualitative studies can rely on less restrictive
sampling techniques, for example convenience
sampling and interviews until information
saturation.
Question issues: What types of questions can
be asked? How complex will the questions
be? Will screening questions be needed?
Can question sequence be controlled?
Will lengthy questions be asked? Will long
response scales be used?
Closed (multiple choice) questions are easy
to administer through written questionnaires.

Open-ended questions are often better administered through interviews.
Mail-out or online questionnaires are probably
better if there are a lot of questions. Telephone
interviews should rather be short. Face-to-face
interviews may be longer but it is preferable
to plan them in advance.
Content Issues: Can the respondents be
expected to know about the issue? Will
respondent need to consult records?
If respondents cannot answer directly, written
(mail-out or online) questionnaire is better.
Bias issues: Can social desirability be
avoided? Can interviewer distortion and
subversion be controlled? Can false respondents be avoided?
If there is a strong potential for social desirability (respondent wanting to please interviewer)
and/or topics which will not be discussed due
to the characteristic of the interviewer (for
instance women vis-à-vis male interviewers),
avoid face-to-face and telephone interviews.
Administrative Issues: costs; facilities;
time; personnel

Source: Trochim WMK. The research methods knowledge base
(see Further reading, above).
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Annex 2.3
Questionnaire vs. interviews

ISSUE

			

QUESTIONNAIRE

INTERVIEW

Group

Mail

Will visual presentations be possible?

+

+

+

+

-

If you prefer short, closed-ended survey responses…

+

+

+

+/-

-

If privacy is an issue which needs to be considered…

-

+

-

+

+/-

If flexibility in administering the questionnaire is important…

-

-

-

+

+

If you wish to increase your likelihood of good open-ended
responses…

-

-

-

+

+

+/-

+

+

-

-

The quality of the response can be evaluated

+

-

+/-

+

+/-

Are high response rates likely?

+

-

+

+

-

If you wish to be able to explain the study in person…

+

-

+

+

+/-

The lower-cost options are…

+

+

-

-

-

Resource requirements such as staff/facility are low

+

+

-

-

-

Are you seeking to target a sub-section of the population
which is hard-to-reach?

-

+

-

-

-

If you want to ensure ample time for respondents to answer…

-

+

+

-

-

If potential interviewer bias could be a problem…

-

+

-

-

+

If you wish to undertake a longer, open-ended survey…

-

-

-

+

-

If quick turnover time is important…

-

+

-

-

+

Reading and writing are necessary for…

+ : Yes

- : No

Drop-Off Personal Phone

+/- : it depends on several factors and context

Sources:
Kumar, K, editor. Rapid appraisal methods. Washington (DC): The World Bank; 1993
(World Bank Regional and Sectoral Studies).
Handbook on planning, monitoring and evaluating for development results. New York
(NY): United Nations Development Group (UNDP); 2009 (http://web.undp.org/evaluation/
handbook/documents/english/pme-handbook.pdf, accessed 30 December 2015).
United States Agency for International Development (USAID). Performance Monitoring and
Evaluation Tips. Washington (DC): Center for Development Information and Evaluation:
Conducting a participatory evaluation, n°1, 2011 printing (http://pdf.usaid.gov/pdf_docs/
pnadw101.pdf, accessed 30 December 2015)
Conducting key informant interviews, n°2, 2011 printing (http://pdf.usaid.gov/pdf_docs/
pnadw102.pdf, accessed 30 December 2015)
Using rapid appraisal methods, n°5, 2nd edition 2010 (http://pdf.usaid.gov/pdf_docs/
pnadw105.pdf, accessed 30 December 2015)

Conducting focus group interviews, n°10, 2011 printing (http://pdf.usaid.gov/pdf_docs/
pnadw110.pdf, accessed 30 December 2015)
Monitoring and evaluation for results: some tools, methods and approaches. Washington (DC): World Bank; 2004 (http://www-wds.worldbank.org/external/default/
WDSContentServer/WDSP/IB/2006/02/15/000012009_20060215093620/Rendered/
PDF/246140UPDATED01s1methods1approaches.pdf, accessed 30 December 2015).
World Bank [website]. Qualitative methods. Washington (DC): The World Bank; 2004
(http://web.worldbank.org/WBSITE/EXTERNAL/TOPICS/EXTPOVERTY/EXTISPMA/0,,contentMDK:20190070~menuPK:412148~pagePK:148956~piPK:216618~theSitePK:384329,00.
html, accessed 30 December 2015).
WHO evaluation practice handbook. Geneva: World Health Organization; 2013 (http://
apps.who.int/iris/handle/10665/96311, accessed 30 December 2015).
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The strategic directions and the
principal orientation of a national health
policy, strategy or plan (NHPSP) need to
be grounded in a sound understanding
of the status of the health sector.
This chapter aims to elaborate on a
participatory, inclusive health sector
situation analysis methodology to
address that simple but very basic need
of obtaining a realistic snapshot of the
strengths and weaknesses of a country’s
health system, as well as a more
profound understanding of the reasons
behind those strengths and weaknesses,
so as to better enable a viable
alternative (or successful scale-up).
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Summary

What is a situation analysis of the health

Why should a situation analysis be done?

sector?
A health sector situation analysis should aim:
(a) to realistically assess the current health
sector situation, with all its strengths, weaknesses opportunities and threats, including
their root causes and effects;
(b) to provide an evidence-informed basis for
responding to health sector needs and
expectations of the population;
(c) to provide an evidence-informed basis for
formulating future strategic directions for
the health sector.

A whole-of-sector situation analysis is important
because:
it is a crucial step in the planning cycle;
it gives a voice and a platform to all health
sector stakeholders, including the population;
it increases accountability and transparency;
it supports and strengthens monitoring and
evaluation;
it contributes to concretizing roles and
responsibilities; and
it helps to establish consensus on the status
of health in the country.

Several characteristics of a sound health sector
situation analysis are elaborated upon in this
chapter. These are:
participatory and inclusive;
analytical;
relevant;
comprehensive;
evidence-based.
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When should a situation analysis take place?

How should it be conducted?

It should be done as a key initial step in the
development of a NHPSP. Ideally, it should be
undertaken at least once during the health
policy and planning cycle, and updated every
few years, because an updated, in-depth
technical analysis that includes stakeholder
viewpoints is an invaluable resource for the
whole health sector.

It is recommended to go for an approach which
is as participatory and inclusive as possible,
with a core team coordinating working groups.
The working groups should be comprised of
relevant experts and health stakeholders who
are given adequate space and time for dialogue.
This process is a crucial investment, whose
potential to unite together those who have a
stake in health into a common understanding of
health sector challenges and solutions should
not be underestimated. This methodology is
elaborated upon in more detail in this chapter.

Who should be involved in a health sector
situation analysis?
When examining the roles and responsibilities
of the various health sector stakeholders, it is
important to keep in mind the three main functions which are needed for a successful situation
analysis: active and inclusive multi-stakeholder
participation, decision-making, and organization
and coordination. Some health actors will be
active on all three fronts, while others will
only be involved in one or another function, as
described in more detail in this chapter.

decentralized setting;
fragile environment;
aid-dependent environment.

DC

IA

OP

B

PC

108

ME

PS

1

SP

SA

C

SA

LR

Anything else to consider?

DS

Strategizing national health in the 21st century: a handbook

3.1 What do we mean by “situation analysis” of
the health sector?
3.1.1 What is a situation
analysis?
No one disagrees with the fact that the strategic directions and the principal orientation
of a NHPSP need to be grounded in a sound
understanding of the status of the health sector.
However, a myriad of options exist on how to
go about the situation analysis, depending on
the setting and objectives. In this chapter, the
focus is on a situation analysis of the full health
sector for purposes of developing a NHPSP.
However, even for this same purpose, it may
be necessary to go more in-depth into certain
key areas – for example, health financing or
human resources for health – depending on the
country setting. The principles and approach
as described in this chapter can still be used,
although we specifically address an overarching
whole-of-sector situation analysis here.
This chapter aims to elaborate on a participatory,
inclusive methodology to address that simple but
very basic need of obtaining a realistic snapshot
of the strengths and weaknesses of a country’s
health system, as well as a more profound understanding of the reasons behind those strengths
and weaknesses, so as to better enable a viable
alternative (or successful scale-up).
WHO defines a health-specific situation analysis as “an assessment of the current health
situation … [that] is fundamental to designing
and updating national policies, strategies and
plans”.1 The World Bank proposes the term

“health systems analysis” with the following
definition: “Health systems analysis includes
evidence on health system inputs, processes,
and outputs and the analysis of how these
combine to produce the outcomes. It considers
politics, history, and institutional arrangements.
Health systems analysis proposes causes of poor
health system performance and suggests how
reform policies and strengthening strategies
can improve performance.”2
Based on the above definitions, the objectives
of a situation analysis in this handbook are:
(a) to realistically assess the current health
sector situation, with all its strengths,
weaknesses, opportunities and threats,
including their root causes and effects;
(b) to provide an evidence-informed basis for
responding to health sector needs and
expectations of the population;
(c) to provide an evidence-informed basis for
formulating future strategic directions for
the health sector.
A health sector situation analysis can begin as
a one-off activity, but parts of the analysis can
be updated and revisited on a regular basis for
programming and monitoring purposes.
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This chapter
elaborates on
a participatory,
inclusive
methodology to
obtain a realistic
snapshot of the
strengths and
weaknesses of a
country’s health
system.

3.1.2 The spectrum of a
situation analysis
Several characteristics are recommended to
ensure a sound health sector situation analysis.
Participatory and inclusive—include all
relevant stakeholders in the health sector,
including the population.
Analytical—base it on a causal framework of
how inputs, processes, and outputs interact
with each other and with other important
environmental factors. It is critical to make
a distinction here between being descriptive, i.e. narrating the state of the current
situation, and analytical, i.e. attempting to
understand the current situation based on
past decisions, choices, and plans, as well
as underlying causal factors.
Relevant—focus on issues that ultimately
affect the health status of the population,
and consider solutions to ongoing challenges.
Comprehensive — cover all aspects related to
the health sector, including health systems,
programmes, the full range of (personal and
non-personal) health services, intersectoral
action for health, etc.
Evidence-based—utilize a wide range of
information and data, both quantitative and
qualitative, as well as, where relevant, other
countries’ experiences.3

(a) at any stage of the national planning process, from priority-setting to monitoring
and evaluation;
(b) at any level of the state (national, province/
region, district);
(c) on varying themes and scopes (i.e. for
the health sector in general or for health
financing in particular, for example);
(d) with the lead taken by ministry of health
(MoH).
Please note that for the purposes of this chapter, the focus will be an overall health sector
situation analysis.
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3.2 Why do we want to undertake a
situation analysis?
3.2.1 It is a crucial step in the
planning cycle

(b) A wide range of expertise and viewpoints, in particular the views of citizens,
leads to better-designed policies

Coherent and needs-oriented health sector
planning cannot take place without an adequate
base of information, data, and evidence on the
current state of the health system. Is the health
system responding to population needs? Is the
health status of the population improving? Is the
current national health plan being implemented
well? What are the challenges faced? These are
just some of the crucial queries whose answers
are imperative to better plan for and orient the
future. Taking stock of existing knowledge is the
first step towards decision-making.

Policy-makers at the central level may not be
aware of all the details and challenges faced in
other sectors and at the level of implementation
– therefore, the input of those who are in other
sectors and those who are close to the “field” is
necessary in order to ensure that a situation is
reflecting the true status of the health system.

3.2.2 In order to give a voice
and a platform to all health
sector stakeholders, 		
including the population
(a) Stakeholder buy-in can lead to better
policy implementation
Even the most ingeniously-designed health
policies will not be implemented without the
buy-in from health sector stakeholders (which
includes stakeholders from other sectors who
work in and with health), because they are
precisely the ones who will be involved in the
launching and practical implementation of
the policy. In order to have adequate buy-in,
stakeholders must be involved in all crucial
steps of the planning cycle, starting with the
situation analysis.

It is important to note here that “input” may not
solely be from technical experts. Policy-making is
a complex process that clearly should be guided
by scientific knowledge and experts’ views.
However, the views and opinions of end-users
and the population at large add a demand-side
dimension that highly influences success in
implementation. For instance, experts are
well-placed to identify high-mortality diseases
in the country and the most cost-effective ways
to reduce their incidence. However, the most
cost-effective ways may be ignoring some dire
realities and barriers to access at the population
level, which will only emerge when hearing
population views.I Examples include some
ethnic groups’ beliefs preventing women from
delivering in health facilities because health
staff do not respect traditional rituals; social
norms which are contrary to health experts’
message for health prevention; health centres
not being used because the opening hours
are not convenient for the local population’s
schedules. These few examples evince the bias
that a situation analysis can take if populations’
points of view are not taken into account.

I Please see Chapter 2 “Population consultation on needs and
expectations” in this handbook.
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The first
step towards
decisionmaking is
taking stock
of existing
knowledge
about the
health sector.

3.2.3 In order to increase
accountability
and transparency

Box 3.1

Expert views and population
opinion in West Africa: two
sides of the same coin

Experience
shows that if
stakeholders’
well-founded
critical views
are taken into
account in
the situation
analysis, their
willingness
to align,
harmonize
and contribute
resources
increases. On
the other hand,
if a sector
analysis is
perceived to
be biased,
obscuring
obvious system
weaknesses,
the MoH
may have
difficulties
obtaining a
consensus with
stakeholders.

Conducting a situation analysis in a participatory
manner implies making data and information
available and accessible to different health sector
stakeholders who may not have the opportunity to
look at, discuss, and understand this information
otherwise – thus promoting transparency.
Transparency also means giving stakeholders a
voice by providing information and explanations
on issues that matter to them most and affect
them directly. Accountability entails enabling
stakeholders to influence decision-making
and hold those making decisions to account.
A participatory situation analysis is the first
step to joint decision-making and monitoring
progress on those decisions.
In some settings, the MoH may fear that if a
sector analysis is done in a genuinely participative
way, the outcome may point out weaknesses
at their level which can become politically
burdensome. However, experience shows that
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If one asks most health staff in rural
West Africa what are the major problems
impeding the performance of health
services, they will probably mention the
following: lack of sufficient and timely
resources; poor staff motivation due
to low salaries and no recognition of
merit; and poor working conditions. At
the same time, a socio-anthropological
study performed in five of these countries
shows that the main complaint of patients
about the local health system is the bad
reception and rude behaviour of health
staff towards them.4 The two are very
likely interconnected, but the latter would
certainly not have emerged as a major
problem if the situation analysis only took
into account views of experts and health
professionals. Thus the solutions to the
first set of problems alone (e.g. raising
salaries and upgrading equipment) would
probably not be an appropriate solution to
the problem in its full complexity.

A situation analysis done properly, with the
characteristics mentioned above, allows governments to account for health sector activities
and results in a transparent way. The more
participatory and honestly open the situation
analysis is, the more accountable and transparent the government shows itself to be. This
is not to say that the types of participation and
representativeness of those participating should
not be thought through in detail and care given
to practical considerations for fair participation
(see Boxes 3.2 and 3.4).
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Fig. 3.1 Situation Analysis: getting a good understanding of a country’s health system

Damian Glez; scenario by Bruno Meessen.

if stakeholders’ well-founded critical views
are taken into account in the analysis, their
willingness to align, harmonize and contribute
resources increases. On the other hand, if
a sector analysis is perceived to be biased,

obscuring obvious system weaknesses, the MoH
may have difficulties obtaining a consensus with
stakeholders. Subsequently, overall adherence
to new policies may end up being weak.
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Box 3.2

What do we mean by “voice and accountability” and by “participation”?
What are some of the common challenges to ensuring widespread
participation?
“Voice and accountability” is a driving concept
in strategizing for health in the 21st century.
It signifies that those in charge of developing
national health plans need to include all
concerned stakeholders, giving them the
space and opportunity to freely express their
views. In particular, the population (and their
representatives) should be explicitly included
as “concerned stakeholders” in the debates
that lead to strategies which affect them.
The word “participation” in the context of a
health sector situation analysis implies a
meaningful participation, i.e. the stakeholder
who is requested to participate is prepared and
informed in an objective way and is allowed an
adequate platform to express his/her voice.
Participation by a greater number of people
and a wider cross-section of society can be
reached by linking a participatory situation
analysis to a population consultation. Many
countries may not conduct a population
consultation with every situation analysis
due to time and cost constraints but it is
necessary to capture population demands and
expectations with some level of periodicity.II
Ensuring widespread participation often necessitates good and early preparation – this is
because, depending on the political context
of the country, dialogue and consensus must
be sought at an early stage. This often means
reaching out to actors one is less comfortable
with, and potentially facing confrontation. This
is an extra effort and its importance is not to
be underestimated in view of achieving broad
adherence and alignment.

Ideally, the stakeholders who participate in
a situation analysis should have sufficient
understanding of the issue, have sufficient
communication skills so as to claim their
voice (including being socially “allowed” to
speak), and be representative of all the categories of population that should participate.
In practice, however, it is not always easy to
identify those representative stakeholders
and enable them to participate. The following
dilemmas require careful consideration but
should not be seen as deterrents – rather, by
thinking these issues through beforehand,
they can be more easily resolved.
The greater the number of participants
there are in the consultative event, the more
difficult it is to allow fair participation of
all points of view, to reach a consensus on
situation analysis, and to take decisions. It
is important to strike a balance between
casting the net wide to include as many
stakeholders as possible and having a fair
number of participants who are really able
to have a say.
Even when all relevant categories of stakeholders have been identified (e.g. civil
society, religious communities, women,
labour unions, other line ministries, etc.), it
is not easy to identify those organizations or
individuals which are most appropriate and
legitimate to represent those stakeholders.
In many countries, civil society organizations
(CSOs) are federated into national platforms,
but these are not always viewed as legitimate by all organizations. It can thus be
extremely difficult to know who constitute

II For more information, see Chapter 2 “Population consultation on
needs and expectations” in this handbook.
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adequate representatives of the whole. A
similar situation can be found with non-profit
organizations: there may be hundreds of
them, varying greatly in size, coverage and
expertise, while effective coordination, and
therefore representativity, can be unclear. A
careful analysis and understanding of stakeholder groups, as well as engagement with
them, can help to identify the right people.
As for representatives of other sectoral line
ministries the MoH may wish to involve, it
is not straightforward whether the “right”
representatives will be sent by their ministry.
Very often, ministries send medium-grade
staff, who do not have decision-making
power (and sometimes even do not know
the issues to be discussed). Specifying the
person who should attend the event may be
against protocol (but if it is not, this is one
way to overcome this challenge). In countries
where official “health focal points” have
been nominated in non-health ministries,
this problem occurs much less frequently.
Even when the appropriate stakeholders are
represented, they may not feel empowered
to effectively participate in the dialogue – be
it due to lack of technical skills or due to
social norms. Particular care should be
given to supporting the participation of
representatives from rural and hard-to-reach
populations. It may even be appropriate to
organize separate consultative events to
allow these groups to freely express their
opinions.

In the case of NHPSPs, it is important that
the government leads the consultative process, especially in aid-dependent contexts
where donors may unduly influence debates.

3.2.4 In order to support and
strengthen monitoring
and evaluation
A health sector situation analysis is an in-depth
look at all aspects related to inputs, processes,
and outputs of the health sector, i.e. a full
snapshot of the sector. This information is
extremely relevant and useful to compare and
contrast with existing data and information, to
assess trends, and monitor progress. If existing
data and information are sparse, a situation
analysis can serve as a baseline to inform
future monitoring and evaluation rounds.III
In addition, sector situation analyses provide
essential and accessible documentation in a
concise, analytical format for all stakeholders
interested in the health system, giving a
common overview of the situation, using
the same language and definitions for all,
thus improving the quality of policy dialogue.

III Please see Chapter 9 “Monitoring, evaluation and review of
national health policies, strategies and plans” in this handbook.
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A situation
analysis can
serve as a
baseline to
inform future
monitoring
and evaluation
rounds.

3.2.5 It contributes to concretizing roles and responsibilities

A situation
analysis is
the basis
for planning
health sector
activities,
often making
it the first step
towards a new
national health
plan or health
sector reform.

to happen in the health sector – and based on
this, which concrete roles and responsibilities
each stakeholder has.

A situation analysis is often the first step towards
a new national health plan or health sector
reform. It is the basis for planning of activities
which will take place in the health sector over the
following few years. Successful implementation
of these activities is highly dependent on a clear
definition of roles and responsibilities between
all types of stakeholders, especially including
those who are on the ground, in districts, in
more remote areas, and closer to or representing the population, the citizens and/or the
patients. A situation analysis is a key step for
all relevant stakeholders to understand which
strategic orientations and linked activities need

It is highly recommended that a stakeholder
analysis forms an integral component of the
health sector situation analysis (see Box 3.3).
Such an analysis can help elucidate how the
characteristics of the various stakeholders
influence the NHPSP development process.
By better understanding the stakes of each
actor, roles and responsibilities can be better
distributed and managed to the benefit of all.

Fig. 3.2 Analysis of health sector actors, their relationships and interests, in Cape Verde
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adapted by Bigdeli M and Clarke D, from World Development Report 2004: Making services work for poor people. World Bank; 2004. and Brinkerhoff
D, Bossert T. Health governance: concepts and program options. Bethesda: Health Systems 20/20 Project; 2008
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Box 3.3

Stakeholder analysis
A stakeholder analysis is frequently used in
health system management, development,
and health policy-making.5 It aims to evaluate and understand stakeholders from the
perspective of a certain organization or their
relevance to a specific policy or project based
on information from stakeholder surveys
and interviews, supplemented by in-country
experiences, literature reviews, expenditure
data, and reports or publications.6 Stakeholder
analyses can address important questions
such as: Who are the key players, formal
and informal, in this field? What are the
relationships between the actors? Who has the
power or influence in this situation? How do
the actors influence the policy process? (see
example of an analysis of health actors, their
relationships and interests, from Cabo Verde)
One of the results of a stakeholder analysis
is a net map or a stakeholder movement
map. A net map visually displays the actors
in the health field and their relationships to
each other using labels and arrows indicating the flow of resources versus action. A
stakeholder movement map, on the other
hand, can visually display a comparison of
past, present, and future projected influence
of a stakeholder, graphing level of influence
in the health sector versus level of support
over time. Visual representation of stakeholder
analysis results provides an easy way to grasp
a wealth of information about stakeholders’
relative positions – i.e. in support, neutral,
or opposed – to policy goals.
Knowledge of the actors present in the health
system, their interests, and positions can allow
policy-makers to interact more effectively
with key stakeholders for health reform.7 In
the health sector, a stakeholder analysis can
be used as a tool to inform project planning,
implementation, and evaluation and is most

Net map

Min. for Health

COAG
TI/Stanley
AIHW
DEWR

ABA
DoHA

ABS
WHO

Dept
Finance
College
Paed.
FSANZ

UNICEF

Codex

Source: Thow AM. Stakeholder analysis for health policy research.
Sydney Health Policy Network and Qualitative Health Research
Collaboration Forum; May 2013 (http://sydney.edu.au/health-policy-network//news-events/Thow.pdf, accessed 14 October 2016).

useful when incorporated into a larger policy
analysis process.8 For instance, the role of CSOs
and donors in health policy is vast – through
stakeholder analysis, policy-makers can best
understand which ones have the largest stake
in a policy and be prepared for future funding
opportunities or for potential barriers to passing
a policy. While this specific type of analysis is
useful in managing actors in the health field
and identifying opportunities for stakeholder
support or mobilization, a degree of caution
is necessary in applying analysis results due
to biases or uncertainties in data retrieved
from stakeholders.9
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3.2.6 It helps to establish
consensus on the status of
health in the country

© UN Photo/JC McIlwaine

Different stakeholders will probably have
diverging interests and varying points of view.
This is precisely why information sharing and
a jointly-undertaken situation analysis are
essential to building trust between different
players and negotiating a consensus among
them. A situation analysis is often the principal first step in establishing trust by having
stakeholders work together to agree upon the
health sector status quo.
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3.3 When should the situation analysis
take place?
A health sector situation analysis should be
done as a key initial step in the development
of a NHPSP. Ideally, it should be undertaken at
least once during the health policy and planning
cycle, and updated every few years, because
an updated, in-depth technical analysis that
includes stakeholder viewpoints is an invaluable
resource for the whole health sector.

hand, if, for example, a reorientation of the
national health plan objectives is foreseen as
a consequence of the development of a new
national health financing strategy, a more
substantial and in-depth situation analysis of
the health financing situation and its linkage
and potential impact on the health sector as a
whole would need to take place.

That being said, taking stock of the situation,
especially for particular thematic areas that
may not be covered in complete depth in an
overarching health sector situation analysis, is
an activity which may be necessary during any
stage in the policy cycle. It is an activity which
is worth investing in, as it forms a basis and is
a part of good programming and monitoring.

Thus, the timing is linked to the specific objectives of the situation analysis, the topic in
question, and the scope of the situation analysis
(full health sector, a sub-sector, a programme).

A health sector situation analysis need not
always be undertaken on a large scale – it
depends solely on the scale of the objective. If,
for example, a malaria programme is considering
reprogramming small funds, without interfering
with the overall health sector strategy and
targets, a quick technical analysis on malaria
can potentially fulfil this objective. On the other
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3.4 Who should be involved in the
situation analysis?
There are
three main
functions
taken on by
stakeholders
for a successful situation
analysis:
active and inclusive multistakeholder
participation,
decisionmaking, and
organization
and coordination.

When examining the roles and responsibilities
of the various health sector stakeholders (see
Box 3.4), it is important to keep in mind the
three main functions which are needed for
a successful situation analysis: active and
inclusive multi-stakeholder participation,
decision-making, and organization and coordination. Some health actors will be active on all
three fronts, while others will only be involved
in one or another function, as described in
more detail below.

Box 3.4

A health sector situation
analysis typically brings
together some or all of the
following stakeholders
Population/beneficiaries
population and community representatives;
civil society, including nongovernmental
and faith-based organizations;
special interest groups.
Government and
government-affiliated entities
various central-level MoH departments;
other ministries whose work is pertinent to health;
regional MoH departments;
other institutions and agencies linked
to the MoH (e.g. parastatals);
development partners.
Health providers
public services providers and in particular local health systems authorities;
professional associations;
private for- and not-for-profit health
services providers.
Other
research institutions;
think tanks.
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3.4.1 Ministry of health

3.4.2 Sub-national health
systems authoritiesIV

In an overall health sector situation analysis,
the leader should be the MoH, especially if the
objective is the formulation of a new national
health plan. The MoH leads the coordination,
organization and decision-making of the situation
analysis exercise, and besides participating
itself, ensures meaningful participation of
others. There may be cases where certain
preparatory steps, such as the population
consultation, or the analysis of health data,
are better conferred to outside parties in order
to be independent and unbiased in their recommendations. Nevertheless, the MoH is the
entity that takes the final decision on how to
use the recommendations and results of various
analyses and consultations and translates them
into a national plan.

Sub-national health authorities and services
providers have an important role in providing data
and information as well as in synthesizing this
information in a format that is understandable
to the vast majority of stakeholders. Their main
role thus lies in “active participation”; however,
it is advisable to have at least one regional or
district health authority in the core team, as
much of the knowledge that will be synthesized and analysed for the situation analysis
comes from the field. The core team member
will certainly contribute to the organization
and decision-making of the situation analysis
exercise.

A situation analysis needs to be as impartial
and objective as possible – ensuring this is
a crucial role of the MoH, whether the analysis is actually conducted externally or not.
One way to do this is to ensure that no single
stakeholder or stakeholder group dominates
the discussions and the process. A range and
variety of stakeholders should be represented
adequately and everyone given a voice and role.
Of course this is easier said than done because
often, in reality, the interest levels, funding
and availability of different participants are
not equal – this is where the MoH must make
an extra effort to pique participants’ interests,
to incentivize participation if necessary, and
ensure a fair balance in the voices.

District and especially regional authorities have a
good overview of the challenges and bottlenecks
faced in their local health sectors – their role in
a situation analysis is thus to ensure that this
message from the ground is brought across
with the appropriate supporting evidence, in
an understandable and clear way.

IV Often called “regional” or “district” health authorities.
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A situation
analysis needs
to be as impartial and objective as possible
– ensuring this
is a crucial role
of the MoH,
whether the
analysis is actually conducted externally
or not.

The private
sector is
comprised of
both for-profit
and non-profit
entities. Their
role in the situation analysis
is to actively
participate at
the very least.
In situations
where they
make up a
substantial
proportion of
health services, it would be
wise to include
them in the
core team and
definitely in
relevant technical working
groups.

3.4.3 Civil society, including
professional associations
and special interest groups

3.4.4 Private sector

Civil society’s role is crucial, as these are the
organizations which are most often closest
to the populations. A CSO representative can
also be in the core team, and if not, should
certainly actively participate and be transparent
in providing relevant data and information. It
is essential for CSOs to ensure that legitimate
representatives are engaging in the situation
analysis process. Where a plethora of CSOs
exists working on similar topics, it may not
be possible for all of them to participate in
the situation analysis process – in this case,
CSOs as a group would have the responsibility
to ensure legitimate representation.

In most countries, the private sector contributes
to providing health services and health system
inputs such as pharmaceuticals, health technology and human resources for health. It is
thus relevant and necessary to bring the private
sector into the situation analysis discussion, even
though it is often difficult to do so. A complete
and accurate understanding of a country’s health
sector is really not possible in some settings
without the private sector angle.
The private health sector comprises “all providers who exist outside of the public sector,
whether their aim is philanthropic or commercial,
and whose aim is to treat illness or prevent disease”.10 This comprises for-profit and non-profit
entities, including faith-based organizations. It
also includes the informal health sector such as
traditional healers, traditional birth attendants,
indigenous systems of medical providers, and
market drug sellers.
Their role in the situation analysis is to actively
participate at the very least. In situations where
they make up a substantial proportion of health
services, it would be wise to include them in
the core team and definitely in relevant technical working groups. Their insights into the
realities on the ground are unique, and they
have knowledge and experience with the same
issues but from a different angle – therefore,
huge efforts should be undertaken to ensure
their meaningful participation in the situation
analysis process.
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3.4.5 Parliament

3.4.7 Development partners

Ideally, a parliamentary health committee
representative would be a part of the thematic
working groups or – at the very least – follow
the analyses and discussions by keeping in
touch with the core team. Health committee
parliamentarians will ultimately be involved
in approving the national health budget that
will be based on the NHPSP; the NHPSP is
based on the situation analysis, so ensuring
a link between the legislative focal points for
health and the technical situation analysis work
is beneficial to both sides. During the budget
hearings in parliament, it would be extremely
useful for health committee members to have
the background knowledge of the situation
analysis to better defend the health budget.

Development partners can be represented
in the core team, where they would take on
more of an organization/coordination as well
as co-decision-making role. Where they are
not in the core team, their active participation
is important, as they have relevant data and
information on the projects and programmes
that they are involved in and which could add
value to the situation analysis discussions. The
information should also be made available in
as palatable and understandable a format as
possible.

3.4.6 Media

In aid-dependent contexts, development partners
should be careful not to skew or over-influence
the debates. MoH and country health sector
needs should always be in the forefront of the
discussions, rather than partner priorities.

The media is a special actor, since it is omnipresent and aims to provide information and
reflect population opinion in an objective way.
In a situation analysis, its role is chiefly to
disseminate and inform the population on the
situation analysis exercise, thereby ensuring that
the analysis process and results are transparent
and understandable. The media’s role is thus
critical and keeps the national health planning
process dynamic.
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During the
budget hearings in parliament, it would
be extremely
useful for
health committee members
to have the
background
knowledge of
the situation
analysis to better defend the
health budget.

© UN Photo/JC McIlwaine
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3.5 Methodology: how should a situation analysis
be organized and conducted?
A situation analysis can be conducted in different
ways but there are key elements which must be in
place to ensure that all the chief characteristics
(see section 3.1.1) are fulfilled:
participatory and inclusive;
analytical;
relevant;
comprehensive;
evidence-based.
In the following sections, organizational aspects
of a situation analysis (steering committee, core
team, working groups) are detailed, as well as
the streams of work which need to be examined
by health planning stakeholders.

3.5.1 Organization of the
situation analysis
There are two main ways of organizing the
situation analysis of the health sector, and it will
partly depend on the amount of time and funds
at MoH’s disposal. The first might be necessary
when the analysis must be done quickly; here,
international and national expert consultants
come and review documents, carry out interviews
with key informants, examine existing data and
draw conclusions within a few weeks. This will
be useful in producing a published analysis
rapidly, but it will neither build country capacity
nor allow adequate understanding and buy-in
from all relevant stakeholders, especially those
in the field, such as local NGOs and communities.
The second way is through working groups
involving relevant experts and health actors with

adequate space and time for dialogue. It is true
that when the analysis involves a wide array of
stakeholders as is advocated in this handbook,
it can become heavy and time-consuming.
Nevertheless, it is a crucial investment, whose
potential to unite those who have a stake in
health into a common understanding of health
sector challenges and solutions should not be
underestimated. The latter methodology is
elaborated upon in more detail in this section.

Establishment of a “steering committee”
The creation of a formal “steering committee”
(or whatever name chosen by the country),
representing the community of stakeholders
involved in the exercise, may or may not be
necessary; it depends on the scope of the
situation analysis and the core team’s access to
higher-level decision-makers in the government.
If it is decided to form one, it would be important
to have MoH department heads as well as heads
of CSOs or other line ministry directors who
are closely linked to health sector activities. In
any case, clarity is needed as to who will finally
sign off on the situation analysis and formally
accept its contents.

Nomination of a “core team”
The nomination of a “core team” (this can go by
any other title, depending on the country context)
is essential to ensure effective coordination
of the situation analysis exercise. This team
should have the skills to organize well, have
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A situation
analysis must
be participatory and
inclusive,
analytical,
relevant,
comprehensive,
and evidencebased.

WHO health systems taxonomy: a tool
A participatory
situation analysis is mainly organized through
thematic
working groups,
coordinated by
a core team.
The working
group reports
should then be
submitted to a
policy dialogue
which includes
a broad range
of stakeholders, including
community and
citizen representatives.

relational skills to be able to reach out to the
right people for constitution of working groups,
and also possess strong technical capabilities to
actively participate in and support the working
groups. The team should be led by the MoH but
its constitution does not need to be exclusively
MoH staff. In fact, representation from key donors,
CSOs, professional associations, sub-national
health authorities or any other relevant bodies
(especially relevant for NHPSP implementation)
for the particular country setting is explicitly
recommended.
The core team’s tasks include (but are not
limited to):
preparing the situation analysis, including
obtaining official approvals and a budget;
constituting working groups;
making available relevant documentation;
informing and sensitizing relevant stakeholders;
organizing workshops and meetings between
relevant actors and/or working groups on
cross-cutting topics;
technically supporting working groups;
ensuring that the three streams of work as
described below are done well and accurately,
and that they are adequately linked.

Examples of other situation analysis tools are
described in Table 3.1.
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In order to ensure comprehensiveness of the
aspects covered under the different working
groups that will be conducting the situation
analysis, WHO has put together a taxonomy for
health systems (see Box 3.5), or exhaustive list of
subjects which can be covered on health systemsrelated matters. The taxonomy is organized in
a set of health sector categories based on the
health system building blocks; most principal
country health programme areas come under
the “service delivery” building block. Under each
category, a series of sub-headings has been
developed with the corresponding experts so that
an analysis of each area is comprehensive. An
annotated taxonomy explains which information
is expected for each sub-heading of the taxonomy.
Using a comprehensive taxonomy to describe
the way the system and programmes function is
a good starting point and can help the working
groups ensure that all important aspects of the
health system in the country are well covered
in the situation analysis.
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Box 3.5

An example of a taxonomy11
Medical products
organization and management of
pharmaceuticals;
regulation, quality and safety of the
pharmaceutical sector;
drug procurement system;
rational use of medicines.
Clinical biology
organization and management of
clinical biology;
procurement system of clinical
biology inputs;
maintenance of clinical biology
equipment;
quality control of clinical biology
equipment.
Blood
organization and management of
blood products;
collection and distribution system of
blood products;
quality and safety of blood products.
Vaccines
organization and management of
vaccines;
vaccines procurement system;
cold chain and other quality issues.
Priorities and ways forward
Others
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Table 3.1 Examples of situation analysis tools
SITUATION
ANALYSIS
TOOL

WHAT IS IT?

WHO RUNS IT?

TARGET
AUDIENCE

EXAMPLE
COUNTRIES
WHERE APPLIED

Health systems
in transition,
health system
reviews (HiTs)12

“Country-based reports
that provide a detailed
description of each
health care system and
of reform and policy
initiatives in progress
or under development”

WHO Regional
Office for
Europe

Countries of the
WHO European
Region; some
additional OECD
countries

Albania, Australia,
Canada, Estonia,
Hungary,
Portugal,
Slovenia, Turkey,
United States,
Uzbekistan

Health System
Assessment
Approach
(HSAA)13

Technical Modules used
to “produce a comprehensive assessment of
an entire health system
or parts of the health
system”

United States
Agency for
International
Development
(USAID)

Policy-makers and
analysts; health
system planners,
policy-makers,
practitioners, and
program managers

Angola,
Azerbaijan, Benin,
Viet Nam

Benin, Cambodia,
France, Jordan,
Mali, Morocco,
Nicaragua,
Pakistan,
Republic of Korea,
Rwanda, Sudan,
Tunisia, Uganda,
Viet Nam

“Widely used in the
developing world to
diagnose health systems performance and
to capture system-wide
information”
Organizational
Assessment for
Improving and
Strengthening
Health Financing
(OASIS)14

“An analytical approach
and framework
for undertaking a
systematic review of a
health financing system
including a performance assessment”

WHO

Health financing
policy-makers of
ministries of health,
finance, planning
and labour, or other
ministries; health
insurance organizations; other actors in
health financing

Human
Resources for
Health Toolkit 15

“Toolkit brings together
a set of existing tools
that are in use for various aspects of countrylevel HRH [human
resources for health]
development, including
situation analysis,
planning, implementation, monitoring and
evaluation”

Global Health
Workforce
Alliance

Various levels
stakeholders and
policy-makers
involved in health
planning
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….

Establishment of “working groups”
Ideally, the stakeholders can be organized into
working groups, with the aim of balancing out
technical input from different levels of the health
system, different institutions involved in the
topic, and simply, different viewpoints which
need discussion and debate. For example, a
working group on human resources for health
can include representatives from: MoH, from
the department dealing with health workforce; a
researcher from an academic institution working
in this area; health professional association
(health worker representative); donor agency
if they are interested in or fund this area; and a
CSO that may be providing health services and
must manage staff. In addition, this group would
call upon a wider group of actors to consult
them ad hoc on specific issues (sometimes
termed a “community of practice”) – this could
be ministry of labour; district health authorities;
community leaders, etc.

Working groups should not only be mixed teams,
with experts and experienced actors from various
stakeholder groups, but also cover all main
aspects of expertise on the topic attributed to
them. The WHO taxonomy already gives an idea
of the various aspects to be analysed, but as it
is very comprehensive, it would not be practical
to nominate a member for each section.
Table 3.2 can be used as a checklist for expertise
that needs to be covered in working groups on
common situation analysis topics. It allows the
core team, which is responsible for establishing
the working groups, to verify that, together, each
group has sufficient expertise and experience
to ensure a comprehensive analysis of their
topical area.
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Table 3.2 Expertise needed for common situation analysis topics
PRIORITY FOR DEVELOPMENT OF AN
IMPROVED EVIDENCE BASE

WORKING GROUP

Health service levels, service packages, referral system
Quality of care: continuity, care, drugs
(Universal) coverage, primary health care, outreach, health-seeking behaviour,
health service demand
Role of various private sector providers
Traditional medicine

Pharmaceutical and
medical supplies

Needs projection, procurement, supply
Drugs, material, blood bank, contraceptives

Equipment and
infrastructure, logistics

Asset planning and management, norms and standards
Health facility mapping (existing and projected)
Maintenance

Human resources

Needs projection, production, distribution, registration, supervision, training
Technical assistance

Financing

Costing, medium-term expenditure framework, resource allocation (criteria)
Cost-sharing policy/practices, financial accessibility
Resource projection/budgeting process, mobilisation (National Health Accounts)
Financial management, expenditure tracking, internal control
Auditing arrangements

Governance/
management

Administrative legislation and regulation
Implementation and administrative arrangements
Planning processes and procedures
Procurement

Coordination and
leadership and reforms

International Health Partnership (IHP+) compact development
Institutional development
Multisectoral cooperation
International cooperation
Health sector decentralization
Public/private partnership

Information systems

Monitoring and review mechanism
Knowledge management
Research

Sector policies and
context

Process of strategy and policy development, validation and review
Gender, equity, human rights
Alignment with overall government directives/processes
International commitments, initiatives

Health outcomes
(health status)

Trends of main health indicators (compare with region)
Epidemiological profile
Results of priority health programmes
Results regarding international commitments (Millennium Development
Goals, etc.)
Analysis of factors and causes
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The working group’s principal tasks are to
collect, examine and interpret relevant data,
knowledge and information around the topic at
hand, and through preliminary internal expert
discussions, come to joint conclusions which
would be the object of policy dialogue. The group’s
analysis and conclusions should be drafted into
a thematic report which can be disseminated to
all stakeholders for review and comment, and
discussion and debate.

Working groups can be organized along the
health systems building blocks,16 along strategic
directions of the current NHPSP, or along
cross-cutting topics such as universal health
coverage (see Tables 3.3 and 3.4). In practice,
the topics of the working groups will depend
also on the way the health sector, and the MoH,
is organized.

Table 3.3 Situation analysis working groups by health system building block
examples of working group topics
by building block

Human resources for health
Pharmaceuticals and medical products
Health technologies and infrastructure
Service delivery
Health governance and leadership
Health financing
Health information system

issues to consider

This grouping might reinforce silo thinking. Service delivery
working group ends up taking on all programme-related
information which can make this group’s workload very
high compared to other groups. Overlaps must be thought
through to ensure joint meetings between overlapping
topics. Labelling one group to look only at governance
and leadership may be politically sensitive in some
settings - it must thus be easier to integrate governance
issues into other topics.

Table 3.4 Situation analysis working group by cross-cutting health sector topics
examples of working groups by
cross - cutting topics

Universal health coverage
Social determinants of health
People-centred service delivery
Governance for health

issues to consider

Can support thinking out of the box. Can foster collaboration
across existing departments, institutions and sectors.
If the sector is not organized in this cross-cutting way,
it can be difficult to incentivize full participation during
the situation analysis. Understanding of cross-cutting
topics may be from the point of view of the expertise of
each working group member -- an initial investment in
explaining and clarifying the definition and content of
cross-cutting topics may be necessary.
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Meetings, workshops and communication
Individual working groups can organize their
reading, debate and writing work for the analysis
in ways that suits them. If team members are
doing this work on top of their routine duties,
most of the exchanges can take place by email
or online. These channels are also useful when
some members are based at a decentralized
level, or elsewhere.
It is useful to adopt a clear schedule of meetings
and workshops that all working group members
have agreed upon, for both individual working
groups as well as meetings between different
working groups on overlapping or cross-cutting
topics. These meetings can be the forum where
working groups report on the progress in their
work, give and receive feedback, receive advice
from other experts and a community of practice
(who may not necessarily be in the working
group) and harmonize content with other groups,
especially on cross-cutting topics. They also serve
to link the different streams of work together
and ensure data and knowledge sharing.
The working groups should agree on text formatting, management of feedback and comments
and on procedures for communication. Some
groups may decide to organize formally, with
a chair and formal roles for members. Others
may be more loosely formed, especially if the
group is small and the members know each
other well.

Box 3.6

Working groups: proposed
sequencing of work
1. Review the taxonomy: subheadings
and possible key words.
2. Identify main issues and aspects for
the working group report.
3. Formulate the identified issues in
strength-weakness-opportunitythreat (SWOT; see Box 3.11) bullet
points and discuss root causes and
effects.
4. Identify key sources of information
and assure their availability.
5. Verify if each of the identified aspects
is evidence-based, and can be referenced.
6. Identify information and analysis
gaps and search for complementary
documentation.
7. Based on feedback, especially from
other working groups and the Streams
1 and 2 focal points, revise the first
SWOT version.
8. Start writing a concise working group
report, with quotes and references.
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Situation analysis report
Each working group must submit their individual
thematic reports, which must then be consolidated into a final report. Writing the first draft
of the report may be done jointly in a workshop
format, but finalization of it will usually end
up being the responsibility of a small group of
people or an individual from the core team, or
a hired (consultant) by the core team.
Each working group’s report, as well as the final
report, should summarize key issues and recent
developments, relating them to the objectives
and plans of the NHPSP. The most important
strengths and weaknesses and their underlying
causes – as well as determining factors –
should be highlighted. The report should be
well referenced, especially on issues which are
contentious or heated in stakeholder debates.
The working group thematic reports, which will
go more in-depth onto the topic at hand, may be
lengthier, but the final report should focus on
a concise analysis and summarize the working
group reports and address cross-cutting issues.
For a sample outline of the situation analysis
report, please see Box 3.7.

Box 3.7

Sample outline of a situation
analysis report
Table of Contents
Executive summary
Introduction/Background
Objectives
Methodology/Approach
Limitations
Team members/Coordination
Findings (this can be divided by working
group topics, strategic directions of the
current NHPSP, cross-cutting topics, or
any mix of the above; it can also potentially
follow the WHO taxonomy)
Discussion
Conclusion
Annex (list of documents reviewed, field
visit reports, list of people interviewed,
etc.)
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3.5.2 Three streams of analysis
Three distinct
streams should
be examined by
the situation analysis
working groups:
analysis of
health data
and measuring
health sector
performance;
analysis of the
implementation
of sector activities and finances; and policy
dialogue on the
effectiveness of
NHPSP activity
areas.

To ensure solid results, three distinct streams
should be examined by the situation analysis
working groups (see Fig. 3.3):
(i)

analysis of health data and measuring the
performance of the health sector as per
its indicators;
(ii) analysis of the implementation of health
sector activities, budgets and finances;
(iii) analysis of the effectiveness of NHPSP
activity areas: policy dialogue with a wider
stakeholder group on the strengths and

weaknesses of the health system (health
workforce, pharmaceuticals, health financing,
service delivery, etc.) and health programmes
(HIV, noncommunicable diseases, nutrition,
maternal health, immunization, etc.), their
causes and effects, and cross-cutting issues.
Ideally, a focal point or several people acting
as a focal point group would be responsible for
streams 1 and 2 respectively, liaising with all
the working groups as needed.

Fig. 3.3 Three streams of work in a health sector situation analysis

Stream 1

Analysis of
HEALTH DATA
Stream 3
Policy
dialogue on
WHY
strategies
worked or not
Analysis of
ACTIVITY
and BUDGET
IMPLEMENTATION
Stream 2
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(a) Stream 1: analysis of health data
An in-depth analysis and synthesis of all relevant
health data is crucial to assess performance
and better comprehend priority problems, main
challenges, and urgent needs to be covered in
the health sector. Beyond data sets that capture
a snapshot of the health sector at a given time
point, this step should try to elicit trends and
developments over time, especially with regard
to the major causes of morbidity and mortality
in the country.
The health data analysis should be focused
on the priority areas of the NHPSP if that is
the objective of the situation analysis. In many
countries, health sector indicators tend to focus
on service delivery performance (output) and
outcome, whereas very important, sometimes
more qualitative, reform aspects are ignored
(and not captured in a routine monitoring and
evaluation system). Even if attainment of reform
phases are used as a milestone indicator, the
actual effects and impact of the reforms can
be easily missed.
Similarly, the effects of unforeseen environmental changes (external to the health care
system) sometimes need special attention. For
example, unexpected large migrations due to
civil unrest can overburden a health system and
merit a specific evaluation; decentralization
efforts can lead to an increase in the number
of administrative districts, which often leads to
an increase in the number of health districts.
Targeted studies or targeted data/information
gathered to evaluate these types of circumstances
may be necessary.

Ensuring a wide variety of data types and data
sets allows for critical triangulation between
the different data and information to get a more
complete and realistic picture of the health sector.

Box 3.8

What can a good data analysis
report include?
It includes:
assessment of progress against targets
for key indicators (core NHPSP indicators, as well as additional programme
specific indicators);
equity analysis by key stratifiers;
comparative analyses with peer countries;
customer satisfaction surveys/health
facility exit surveys;
performance and efficiency analysis
comparing inputs and outputs at the
sub-national level;
computation of lives saved through
interventions;
data quality assessment.
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If a data gap has been identified, a country may
choose to do additional surveys or research
studies to close that gap (if time permits).
It is to be highlighted that a wealth of data and
information may exist which have not been
validated, or disseminated, or stored. The task
of identifying and centralizing this documentation should not be underestimated: it takes
considerable time and effort, but is of course
a useful investment.

© WHO/HFP

First and foremost, existing data sets should be
collected, analysed and synthesized, including
primary data sets, reports of data collection
efforts, existing reviews as well as published and
grey literature. Here follows a (non-exhaustive)
selection of key questions to ask and issues to
appraise. Is data coverage complete, geographically and time-wise? Do existing indicators allow
for a comprehensive analysis? Do the existing
thematic reports and evaluations allow for a
comprehensive analysis? Is there likelihood of
contradicting information/data? If so, how can
one clarify this? How reliable is the routine data?
Should facility-based data be complemented
with other sources, like exit surveys?
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Box 3.9

Examples of data sources for health data analysis
1. National health plan
2. Population health surveys
reproductive, maternal, neonatal, child
health and other issues: Demographic
Health Surveys;
HIV/AIDS: AIDS indicator surveys,
sero-behavioural survey;
malaria indicator survey;
national household survey;
national service delivery surveys;
sub-national surveys.
3. National health information system data,
including trend data
4. Performance reports
annual health statistics report;
annual health sector performance
reports;
HIV/AIDS epidemiological surveillance
reports.
5. Facility assessments
Service Availability Readiness Assessment (SARA);
client satisfaction surveys.
6. Administrative data
financing: National Health Accounts,
progress reports on public sector management/finance reforms;
human resources: Human Resources
Information System, professional
council databases, training institutions records, progress reports on civil
service reforms;
infrastructure: Health facility inventory,
vehicle inventory, equipment inventory
of health facilities (public).

7. Mortality and causes of death
hospital reports, Health Management
Information System (HMIS);
maternal perinatal health review
reports.
8. Research/Evaluation studies
health systems assessment;
programme evaluations – e.g. Malaria
Programme review report.
9. Data sets/documents from other ministries (planning, education, local government, finance, etc.)
10. Data sets/documents from civil society
– reviews, analyses, evaluations, case
studies, etc.
Often, due to time and resource constraints,
health sector situation analyses draw heavily
from internal, or government, documentation.
These are usually data sets and documents
which the MoH is familiar with and can easily
access. It takes a concerted extra effort to
go and find out about the existence of, and
obtain, other non-sectoral, non-government
material. A solid situation analysis, however,
depends on this, since changes in health
status are sometimes better explained by
other “external” health determinants and
activities in which the government may not
be directly involved.
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Normally, health data analysis is done largely
by technical experts who are familiar with the
data sets and/or who are trained to analyse
data sets. For the interpretation of the data, it
is important to collaborate with those who are
familiar with health sector activities as well as
non-technical experts (see below section 3.5.5).
The technical experts will most likely be the
focal points for Stream 1 of the situation analysis. Since health data analysis is relevant and

cross-cutting across all working groups, these
focal points will be liaising and working closely
with all working groups (see Fig. 3.4) – this
is the crucial link needed for understanding
the numbers and making sense of the data.
For the working groups, the input from the
health data analysis will be indispensable for
understanding if and how health status and
indicators have evolved over the medium term
and how it potentially correlates with activity
implementation on the ground.

Fig. 3.4 Interaction between situation analysis working groups and streams

Steering committee

Working group

Working group

Working group

Working group

Working group

Working group

Health data

Policy dialogue
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Stream 2

Stream 3

Activities, budgets, finances

Stream 1

Core
Team

(b) Stream 2: Analysis of the implementation of
health sector activities, budgets and finances
The analysis of the implementation of NHPSP
activities should be organized around the
budget and planning cycle: beginning with the
costed NHPSP, the links to the actual health
sector budget and health sector expenditures
should be assessed. A study of the national
health budget and sector finances should be
undertaken to better understand whether
budget formulation and implementation have
adequately reflected the NHPSP objectives. In
addition, an assessment of whether the NHPSP
has been adequately funded, and if activities
have been implemented as per plan, must take
place. To this end, a review of public expenditure
over the previous years will be necessary, along
with an in-depth look at activity reports from
districts. The analysis of the implementation
of the health sector budget is a necessary link
between performance and activity progress. It
will be essential to link in with the health data
analysis when reviewing clinical activities in
health facilities and progress made on performance indicators – this linkage should happen
at the level of the working groups, depending
on the specific topic at hand.

Box 3.10

Examples of data sources
for the analysis of activity,
budget, and financial
implementation
Activities
national HMIS data;
periodic activity reports from the different levels of various ministries
involved in health sector activities;
social audits;
district and regional sector review
reports;
donor mapping exercises.
Finances
NHPSP costing;
ministry of finance reports
national health insurance or private
insurance reports;
MoH administration and finance reports
(including sub-national entities financial reports);
private sector reports;
National Health Accounts;
public expenditure review;
external donors financial reports if
relevant;
all other relevant reports, data, papers
and grey materials from other ministries, partners, nongovernmental
organizations, private sector, etc.
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Usually, this type of analysis is done with a
large range of mainly technical stakeholders,
principally from the health sector but also,
where necessary, with input from other sectors.
The working groups will be responsible for a
more in-depth interpretation of the data beyond
the technical analysis, as will the work done
in Stream 3.

(c) Stream 3: Analysis of the effectiveness of
NHPSP activity areas through policy dialogue

Stream 3 is
based on a
policy dialogue
on the strengths
and weaknesses
of the different
elements of the
health system
and health programmes not
only by technical
experts, but
also by service
providers, representatives of
the population
and beneficiaries, national and
international
partners and
CSOs.

This analysis aims at assessing and analyzing
what works and what does not work in the health
system as well as in programmes, sub-policies
and strategies. It is based on a participatory
assessment of strengths and weaknesses of
the different elements of the health system and
health programmes not only by technical experts,
but also by service providers, representatives
of the population and beneficiaries, national
and international partners and CSOs. The key
to this analysis is bringing together experts’
views with non-technical opinions of community
members who are using the health system on
a day to day basis. Health strategies and plans
should not be solely based on experts’ views,
but also on populations’ perceptions, opinions,
preferences and expectations – so as to help
demand meet the supply of health services.
Also, contextual issues play a key role in the
success of NHPSP implementation – people’s
views and opinions can be decisive in putting
the best-laid plans into context.V
In principle, this step should take place after
the two other streams, when the stakeholders
have a better understanding of what works
well and less well through the Stream 1 (data

and indicators performance assessment),
and Stream 2 (has the implementation taken
place as per planned activities and budgets?).
Stream 3’s objective is to collectively assess
if the strategic directions and activity areas
adopted have indeed led to expected results,
to examine strengths and weaknesses, and
deliberate on whether a change in strategies
should be recommended to reach higher levels
of effectiveness.
Moreover, policy-making is clearly a highlypolitical process and decisions are rarely done
on the sole basis of objective reasons. Consulting
population representatives is a critical means
to involve them in the political decision-making
process in order to avoid a bias in the situation
analysis towards the point of view of policymakers, or any other minority or elite group, only.
A situation analysis should go beyond the
descriptive stage to where stakeholders can
draw adequate lessons from the past. The
identified weaknesses and threats should not
be a mere repetition of what had been found
already in earlier analyses; instead, a serious
effort is necessary to learn why an improvement
has not, or insufficiently, taken place in order
to be able to rectify the issue at hand.
In practice, the Stream 3, fed by Stream 1 and
Stream 2 assessments, is organized following
the Strengths-Weakness-Opportunites-Threats
(SWOT) approach (see Box 3.11). The exercise
requires the organization of working groups
that will review the different health topics using
the SWOT terminology and ultimately assess
the overall health sector strategy. The final
product will consist in a set of conclusions and
recommendations.

V Please also see Chapter 2 of this handbook, “Population consultation
on needs and expectations”.
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Box 3.11

SWOT analysis
SWOT (strengths, weaknesses, opportunities,
threats) analysis is a popular method used
to compare internal capabilities, in the form
of strengths and weaknesses, to external
developments, in the form of opportunities
or threats. A SWOT analysis can provide a
strong and broad base for NHPSP situation
analysis and sets the stage for strategic
planning, especially because of its unique
ability to illuminate new strategic options via
evaluating the balance between internal and
external factors.17
SWOT analysis in its most basic form can be
broken down into four steps. The first step
is the collection and evaluation of key data
and information, including but not limited
to population demographics, sources of

health-care funding or the status of medical
technology. Step 2 is to sort data into the
four key categories, where strengths and
weaknesses typically stem from internal
organizational factors and opportunities and
threats from external factors. The following
table demonstrates how these four categories
are defined and sorted.
The third step involves development of a SWOT
matrix that compares different alternatives
for consideration following an in-depth data
analysis. The fourth step incorporates SWOT
anysis into the broader situation analysis
and decision-making process. Ideally, SWOT
analysis also includes a comprehensive
literature search and qualitative input from
stakeholders and sector experts.

Examples of SWOT analysis factors:18

DEFINITION

EXAMPLES

Factors that have stimulated
strong sector performance

State-of-the-art medical equipment, investments in health-care informatics

W (weaknesses)

Factors that increase health-care
costs or reduce healthcare quality

Ageing health care facilities, lack of standard
clinical practices, duplication of programs

O (opportunities)

New initiatives and areas of growth
available to the health sector

New development partners for health-care
programmes, introduction of standard clinical
protocols, increased sector funding

Factors that negatively affect
sector performance

Political or economic instability, funding
deficits, growing uninsured population

S (strengths)

T (threats)
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3.5.3 How long does a truly
participatory situation
analysis approximately
take?

A truly
participatory
and inclusive
situation
analysis will
take at least
3-5 months,
ensuring
adequate time
for real policy
dialogue.

From start to finish, a truly participatory and
inclusive situation analysis, with adequate room
for real policy dialogue, will take approximately
3–5 months at least. Most working group members will do this work in parallel with their routine
duties. If it is possible to free up stakeholders’
schedules from their more routine duties, the
situation analysis could be considerably faster.
On the other hand, if they are overburdened
with too many other tasks, it could take longer.
In addition, if the participatory approach and
methodology are new, time will be needed to
explain, clarify and justify it.
Please note that some of the working groups
will engage separately with the Stream 1 and 2
focal points. The workload for the three streams
will overlap in time so they are not explicitly
mentioned in the approximate timeline (see
Fig. 3.5).
The proposed timeline also assumes that all
data and information is available and needs to
be found and brought into one place. If collecting
additional data is considered indispensable, the
necessary time for integrating the results of
such small surveys/studies is additional. Also, if
heavy input from sub-national levels is deemed
necessary, it may require a longer timeline.
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Fig. 3.5 Example of a timeline of situation analysis activities
Activities/time frame

Month 1 /
Weeks
1

2

3

Month 2 /
Weeks
4

1

2

3

Month 3 /
Weeks
4

1

2

3

Month 4 /
Weeks
4

1

2

3

Month 5 /
Weeks
4

Inception phase (3 days) -- meeting of all
working groups + stream 1 and 2 focal
points to discuss content delineation, report
structure, modus operandi
Working group sessions: start content
development, discuss specifics of working
group organization and work schedule
Groups meet to examine initial evidence and
interview key stakeholders. Streams 1 and 2
focal points liaise with all groups
1st version feedback with all groups (1 day)
Groups meet individually, potentially do field
visits, continue content development.
Feedback from core team and concerned
department heads
Workshop with all groups for peer-review of
reports (2 days)
Re-work reports based on workshop
feedback
Each group meets with steering committee
for feedback
Groups write pre-final version of reports
Core team does compilation and last
corrections
MoH approves pre-final version
Stream 3: policy dialogue workshop with
wide stakeholder group on pre-final version
Editing final version situation analysis report
MoH endorses the report and disseminates
/ publishes
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1

2

3

4

3.5.4 Link between
Streams 2 and 3
In Stream 2, the core team’s Stream 2 focal
point(s) have the main responsibility for the
centralization and validation of all progress
and financial reports, audits and evaluations.
The main challenge is to:
For the analysis of overall
strategic
developments
and reforms
(Stream 3), it
is necessary
to have a good
assessment of how
activities and
finances were
implemented
(Stream 2).

centralize plans, data and reports (financial
and implementation) from various levels
and actors;
appraise reliability, identify gaps, contradictions, overlaps;
assist working groups to synthesize data
and capture the essence in concise tables
and graphs;
assist working groups to extract key issues
from reports (progress, evaluations, surveys);
assist working groups to comment on features, trends, unexpected developments.

real dialogue with all stakeholders, including
those with diverging or different views, including
non-technicians and non-experts, to discuss,
exchange, interpret and nuance the results
coming out of the situation analysis working
groups. Stream 3 draws from the results of the
other streams, and takes place sequentially
afterwards. In the analysis of overall strategic
developments and reforms (Stream 3), it is
necessary to have a good assessment of how
activities and finances were implemented (Stream
2) (see Box 3.12).

It is vital that the Stream 2 focal point(s) work
with and across all working groups, as activity
implementation and activity expenditure needs
to be adequately examined and analysed on all
health sector topics.
Stream 3 is a collective effort of the core team,
working groups, the wider community of experts
and the wider community of resource persons
(the latter two are sometimes deemed “community of practice”). It involves engaging in
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Box 3.12

Interconnection between the three streams: a hypothetical example
from the area of medical equipment maintenance
Stream 1: An assessment of health service
readiness revealed that in hospitals, 40% of
the medical equipment was not operational
and that in dispensaries, 50% of the latrines
were out of order. Stream 1 focal points’ discussions with the health technology working
group revealed that many of the after-sales
equipment needs as well as the preventive
maintenance needs had not been addressed.
Common reasons were: no universal reporting
system, responsibilities not clearly attributed,
non-availability of technicians and/or a functional workshop and budget insufficiency.
Stream 2: Of the planned activities and
investments for strengthening the area of
maintenance, only a limited number were
implemented. While several regional workshops for maintenance of medical equipment
were renovated or constructed, an insufficient
number of new technicians and engineers

were trained. Moreover, several of them left
for jobs in the private sector. The supply of
spare parts remained erratic due to procedural
and budgetary insufficiencies. Only few of
the planned new public-private partnerships
(for outsourced maintenance) were actually
established.
Stream 3: Policy dialogue with the full range
of health stakeholders, including facility-level
managers and health workers, showed that,
on the plus side, the new database for asset
management facilitated the strategic shift to
a more centralized system of maintenance for
medical equipment. However, on the negative
side, the lack of a health technology policy,
medical equipment norms and standards
and clear technical specifications for equipment standardization were all strong limiting
factors for more efficient and needs-based
procurement, supply and repair management.
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3.5.5 Link between situation
analysis and prioritysetting

Priority-setting
processes the
recommendations and
insights coming
from the situation analysis
and accords
them a specific
priority level.

As elaborated upon above, the health sector
situation analysis process is where the health
system’s strengths, weaknesses, opportunities,
and threats, including their root causes and
effects, are analysed and debated upon among
all relevant stakeholders. Of course, a discussion
on what has worked well and less well is not
completely disconnected from potential solutions
and recommendations to overcome health sector
challenges; thus those very suggestions, which
have already been debated upon, discussed, and
sorted through by a broad stakeholder base
during the situation analysis, form the starting
point for the priority-setting exercise. Prioritysetting is where the recommendations and
insights coming from the situation analysis are
“processed” and examined in view of according
them a specific priority level.
The analysis of the sector thus provides the
foundation for priority-setting, and greatly
determines the quality of priority-setting results.
The challenges identified during the situation
analysis process, and the debate around potential
strategies to overcome those challenges, help
make the best possible choices regarding the
focus and distribution of means, in order to
improve the performance and impact of the
health system in an efficient and fair way. The
choices made during the priority-setting process
will profit from the quality of evidence and the
quality of dialogue during the situation analysis

Those choices, or priorities, drive the decisions
on the key goals and objectives of the health
sector for a given period, and will be expressed
in the NHPSP. So, in the context of strategizing
for health, it is the identified important need
from the situation analysis, and reflections on
how this need can be addressed, which paves
the way for the priority-setting process.
Normally, future challenges – such as an ageing population, climate change, or increasing
health inequalities – are issues which will have
emerged both during population consultations
and a health sector situation analysis. During
the priority-setting phase, the consequences
of these expected eventualities will be contemplated. The process of setting priorities is
the opportunity for policy-makers and health
sector stakeholders to pre-empt foreseeable
health problems raised during the situation
analysis and ensure that their negative impact
on health outcomes is mitigated.
Since priority-setting is a trade-off, and trade-offs
are difficult, a robust reasoning and justification
must be offered. The situation analysis, by
examining challenges and possible solutions,
is the knowledge base which provides this to
health sector stakeholders and the population.
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3.6 Some issues to consider
3.6.1 Factors of success
Success of a situation analysis is judged against
its stated objectives. As mentioned previously,
the objectives of a health sector situation analysis are:
(a) to realistically assess the current health
sector situation, with all its strengths,
weaknesses, opportunities, and threats;
(b) to provide an evidence-informed basis for
formulating future strategic directions for
the health sector;

issues. It is important to note here that
accepting conclusions is not equal to being
in agreement with them. If the situation
analysis presents all major viewpoints in
an unbiased way, throwing light on the pros
and cons of the different perspectives, it can
be seen as “balanced”, which can then be
accepted by all.
In addition, the situation analysis can be seen
as successfully undertaken if results are the
drivers behind health sector priority-setting
as well as embodied in the strategic directions
of the health sector.

(c) to provide an evidence-informed basis for
responding to real health sector needs of
the population.
Accordingly, the main factors of success would
be achieving each of the above objectives.
The situation analysis adequately captures
a broad range of the stakeholders’ views
and opinions in a balanced way. It would be
especially useful if these views and opinions
were formulated such that they could be
easily converted into operational steps for
future (or adjusting existing plans).
More importantly, those very stakeholders
have accepted, or “bought into”, the situation
analysis conclusions, even on controversial
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A successful
situation analysis realistically
assesses the
current health
sector situation, provides
an evidenceinformed basis
for formulating
future strategic directions
for the health
sector and for
responding to
a population’s
real health
sector needs.

3.6.2 Dissemination of situation
analysis results
A situation analysis is in essence a very technical
piece of work whose results and conclusions
are relevant for the whole population. Therefore,
a significant effort to translate the technical
into simple population-friendly language is
imperative. For that purpose a concise summary of the situation analysis can be written,
with illustrations and graphs where necessary,
which can be distributed in communities and
at districts and regions. The concise summary
should clearly highlight the principal challenges
and trends, major issues of debate, possible
solutions and reasoning. Using various forms of
traditional and social media can be an effective
way of communicating the key findings of the
situation analysis. For example, partnering with
the media and collaborating on disseminating

and simplifying messages has been used as a
successful strategy in many countries.
The full situation analysis report is a wealth of
information which should be published, promoted
and distributed widely to guide the contributions
of all stakeholders during the rest of the strategic planning process. Dissemination includes
not just distribution of a hard-copy document;
instead, it implies explaining the document to
relevant communities and stakeholders, holding
special meetings and presentations, making it
available online, etc. In effect, it involves a whole
communication strategy linked to the NHPSP
as a whole, which might require additional
resources to be budgeted.

© WHO / PAHO

Containing a
wealth of information, the
full situation
analysis should
be published,
promoted, and
distributed
widely to guide
stakeholders
during the rest
of the strategic
planning
process.
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3.7 What if...?
3.7.1 What if your country is
decentralized?
A decentralizedVI setting requires looking more
closely at a country’s constitutional background
and legal framework. If health is a mandate
for a sub-national entity, the full health policy
and planning cycle, from situation analysis to
monitoring and evaluation will fall under that
authority. In this case, close cooperation with
other decentralized entities and/or a central
authority may be necessary on topics that are
not confined to one area or region.
A situation analysis at a regional/sub-national
level has the distinct advantage of being closer
to the reality of health services. This means that
a bottom-up approach does not have very far to
go to become translated into policy. This is to be
taken advantage of, and efforts to disseminate
and feedback results of a situation analysis to
the population should be easier to undertake.
Also, a decentralized system means that those
spearheading the health sector situation analysis
may have a better knowledge of local realities
such as language and customs that can help
tailor the situation analysis for maximum results
and use in policy-making.

A sub-national health sector situation analysis
will also be useful for central-level policy- and
decision-making, especially since national
policies and plans need to include concerns
and be adaptable to sub-national levels. More
detailed information, data, and views from
specific population groups or remote areas is
extremely valuable when designing policies,
setting priorities, and allocating resources. It
can even merit national-level involvement in the
sub-national process – and in some cases, other
regional/sub-national levels whose concerns
may overlap. A caveat for the national level is
to ensure coherence and comparability among
sub-national entities – without which it will be
extremely difficult to draw more generalized
conclusions for the rest of the country.
The table below gives an indication on issues
to consider when undertaking a health sector
situation analysis in a decentralized context,
following the “factors of success” for a situation
analysis in 3.6.1.

VI This includes including political decentralization (federal system)
as well as geographical decentralization (e.g. islands).

Chapter 3 Situation analysis of the health sector

149

A situation
analysis in a
decentralized
setting
requires
looking more
closely at
a country’s
constitutional
background
and legal
framework to
understand
the authority
of certain
stakeholders
and ensure
cooperation
between
entities at
various levels.

Table 3.5 Factors of success: situation analysis in a decentralized system

DID WE DO A GOOD JOB …

1. The situation analysis
adequately captures a broad
range of the stakeholders’
views and opinions in a
balanced way

Inclusiveness of national as well as sub-national levels in the design
of the methodology is ensured even if the actual situation analysis
may only be conducted at sub-national level. Both levels can benefit
greatly from the situation analysis results and the cross-linkage
between the two.
Stakeholders which only exist at sub-national (e.g. state MoH, grassroot organizations, professional associations), or only at national level
(e.g. federal MoH, parliamentary groups, ministries of finance and
planning, professional associations) are informed and adequately
included where useful and necessary. For example, the central/federal
MoH should especially be included (potentially in large numbers) in a
sub-national situation analysis if a new national health plan is being
drafted – input from sub-national level is crucial for this.
All types of stakeholders, even those with diametrically opposing views,
have been included and involved and a balanced outlook is presented
in the situation analysis report. Please note that this is not specific
to a decentralized system; however, it may be even more difficult to
present a balanced viewpoint in a localized system where the actors
know and interact with each other more closely.

2. And more importantly,
if those very stakeholders
have accepted, or “bought
into”, the situation analysis
conclusions, even on controversial issues.

Stakeholders who were less present or engaged before have an
increasingly active role in policy formulation and implementation.
Roles and responsibilities for NHPSP implementation between national
and sub-national levels, and between stakeholders, have been clarified.
National and sub-national levels are adequately represented during
the preparation and follow-up of the situation analysis.
Especially more marginalized stakeholder groups have a clear role
in and accept the conclusions of the health sector situation analysis.

3. In addition, if the situation
analysis results are the
drivers behind health sector
priority-setting as well as
embodied in the strategic
directions of the health
sector, it can be seen as
successfully undertaken.

The results of the situation analysis were made available to all
concerned levels.
Priorities which were raised in sub-national situation analyses can
be found in local district/regional operational plans as well as the
strategic and/or operational plans at national level.
Follow-up to the results should be demonstrated by national as well
as sub-national levels – with a clear understanding of which level will
be responsible for implementation of the follow-up plan.
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3.7.2 What if fragmentation and/or fragility is an issue in your
country?
Fragility refers to a country that includes certain
areas of limited statehood, “where the state
does not have the administrative capacity (either
material or institutional) to exercise effective
control over activities within its own borders”.19
When the state does not have effective administrative capacity, its governance and steering
capacities are also severely hampered. This can
lead to various stakeholders in the health sector
working in an uncoordinated way with duplications in procedures, funding streams, and parallel
institutions. In this context, a stronger emphasis
must be placed on strengthening coordination
for planning, funding, and implementation. A
joint situation analysis with a comprehensive
and solid stakeholder input, bought into by all,
can be a very good start.
Especially in post-crisis settings, there is often
a tension between those desiring to do a rapid
situation assessment with a humanitarian aid
focus and those wanting to ensure an overarching policy framework based on a more
comprehensive situation analysis to prevent
further fragmentation and verticalization. It is
key here to enter into dialogue with actors on
both sides to come to a common understanding;
without it, any situation analysis work, where all
stakeholders’ input is necessary, will be difficult.
In reality, much of the situation analysis itself
will be conducted by these very stakeholders
anyway, which renders the dialogue beforehand
even more critical.
Logistical issues can pose a particularly difficult
challenge in a fragile setting and can put into
question the feasibility of the exercise in the
first place. These issues must be carefully
considered with all relevant stakeholders before
coming to a decision.

Despite the myriad problems associated with
conducting a situation analysis in a fragile setting,
this exercise can actually be a huge opportunity
to gauge what the new status quo of the health
sector is after a difficult conflict/struggle/
natural disaster/revolution. It can be the start
of gathering relevant information to introduce
reforms that may have been necessary before
the fragile situation began but were unlikely
to go through. It can be seen as the beginning
of a clean slate to rebuild the health sector to
a state that will be better than it was before.
1. The situation analysis adequately captures a
broad range of the stakeholders’ views and
opinions in a balanced way
In a fragile or fragmented context, where steering
capacity is diffused and held by those with the
most money or power, getting a balanced view
on the health sector situation is a challenge.
It is all the more important to spend time and
effort to build MoH governance capacity in
targeted areas as quickly as possible so that it
can adequately take on its lead role in ensuring
a balanced situation analysis. Development
partners can play their part by participating and
giving input into a situation analysis exercise,
and aligning with the MoH agenda.
2. And more importantly, if those very stakeholders have accepted, or “bought into”,
the situation analysis conclusions, even on
controversial issues.
In fragile, post-conflict, or post-emergency
settings, a situation analysis will be largely
conducted by those involved in emergency
relief as well as health sector development
professionals. Often, there is a tension between
the two groups due to differing views on the
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3.7.3 What if your country is
highly dependent on aid?

In an aiddependent context, a situation
analysis should
be used as an
opportunity to
rally donors
and aid agencies around
the same
priorities.

objectives and scope of a situation analysis –
short-term data and information to feed into
humanitarian aid planning, or more in-depth
longer-term trends, taking into account the
recent or current emergency, for longer-term
health system development? Managing this
tension will not be easy but the measure of
success will be if both sides have truly accepted
the situation analysis conclusions.
It is important to note here that accepting conclusions is not equal to being in agreement with
them. If the situation analysis presents all major
viewpoints in an unbiased way, throwing light on
the pros and cons of the different perspectives,
it can be seen as “balanced” which can then
be accepted by all. A good way of assuring a
balanced view of a subject in a fragile setting is
to actively ensure the meaningful participation
and representation of both types of stakeholders
into the analysis, even if it might mean that
debates and discussions are particularly heated
or even conflictual. The conclusions may present
the majority view but should take into account
other views as well.
3. In addition, if the situation analysis results
are the drivers behind health sector priority
setting as well as embodied in the strategic
directions of the health sector, it can be seen
as successfully undertaken.

A country that heavily depends on external aid
might also be dependent on external funding
and expertise to conduct the situation analysis in
the first place. This could imply undue influence
of those who are funding or providing expertise.
Unless government stewardship is strong, the
situation analysis might end up reflecting external – rather than domestic – priorities or vision.
External priorities might imply that certain
programmes or project topics receive more
prominence than necessary in the situation
analysis. It can be a vicious cycle where the
situation analysis results find themselves in the
national health plan with the same priorities,
which are not really the ones the government
would like to focus on.
A situation analysis in an aid-dependent context
should rather be seen and used as an opportunity to rally donors and aid agencies around
the same priorities. If the situation analysis is
done correctly with a balanced vision of the
strengths and weaknesses of the health system,
key problems can be collectively addressed and
priorities given funding by donors. A well-done
situation analysis could raise the credibility
of the MoH and government and give donors
confidence to support activities that have been
deemed important by the situation analysis.

As mentioned in previous chapters, the disconnect between existing policies and plans and
realities on the ground is particularly high in
fragile settings. A well-done and well-balanced
situation analysis can help address this deficiency and support the priority-setting process
in a constructive yet realistic way. A direct link
between the situation analysis results and the
core set priorities in any health sector reform/
health sector plan is particularly imperative here.
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Table 3.6 Factors of success: situation analysis in an aid-dependent context
WHEN UNDERTAKING A
SITUATION ANALYSIS…

… THIS IS WHAT WE NEED TO CONSIDER ADDITIONALLY IF
OUR COUNTRY IS HEAVILY DEPENDING ON EXTERNAL AID

1. The situation analysis
adequately captures a broad
range of the stakeholders’
views and opinions in a
balanced way

When setting up the methods and deciding on who to be involved
(stakeholders), it is important to explicitly recognize and ensure that
every stakeholder is considered equally; a categorical effort should
be made to create a sense of joint commitment and collective benefit
to all. Keep in mind that often, those stakeholders who provide
funding (donors) may be perceived as more important than others.
The big risk here is the tacit establishment of a certain hierarchy of
stakeholders which can create tension, resentment and frustration. The
consequences can include the withdrawal of some stakeholders, from
the process altogether – with its accompanying loss of “champions”
(and the evident possibility of negative propaganda) as well as a group
of stakeholders (often donors) taking over the situation analysis to
influence it in their own interests.
Linked to the above, it is crucial to clarify in no uncertain terms the
roles and responsibilities of each stakeholder, taking into account
their respective added value.

2. And more importantly,
if those very stakeholders
have accepted, or “bought
into”, the situation analysis
conclusions, even on controversial issues.

Donor engagement in consultation processes might change the dynamics
and reception, and the subsequent results, of the situation analysis.
The technical team coordinating the situation analysis should make
a specific effort to ensure that all stakeholders in a sensitive aiddependent environment feel as if their matters have been adequately
considered and its pros and cons weighed up. The aim of any situation
analysis result is for it to be balanced and fair.

3. In addition, if the situation
analysis results are the
drivers behind health sector
priority-setting as well as
embodied in the strategic
directions of the health
sector, it can be seen as
successfully undertaken.

In an aid-dependent context, it is especially vital to ensure that the
results of the situation analysis are immediately translated into either
an operational plan or a strategic plan while the momentum and
dynamic is still in place. A long gap between the situation analysis and
plan development will allow various actors to potentially intervene and
influence the plan to their interests, thus creating a disparity between
the situation analysis and the plan.
Linked to the above, an adequate follow-up and monitoring body must
be set up to see through the implementation of the situation analysis
results. A fine balance must be found in enabling the right monitoring
body, as it should be a high enough level for decision-making purposes
but operational enough for day-to-day follow-up.
Inadequate follow-up can lead to different interpretations of review
results by different stakeholders – these varying interpretations may
manifest themselves again in the country’s health sector vision and
priorities.
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3.8 Conclusion
The strategic directions and the principal orientation of a NHPSP must be firmly grounded
in an analysis of the current state of the health
sector. A situation analysis helps to provide
an evidence-informed basis for the NHPSP
strategic directions to respond to real health
sector needs of the population. In this chapter,
the situation analysis methodology proposed is
one that adequately captures not only expert
analysis but also stakeholder input that actively
includes citizens’ voices and population demand.
A situation analysis of the health sector should
ideally feed directly into the priority-setting
process, as it is the knowledge base for health
challenges, potential solutions, what has worked
well in the past and what has not. However,
regardless of whether it is technically undertaken
by external parties or not, the lead and overall
coordination should be provided by the MoH.
A health sector situation analysis is a crucial
step in the health policy and planning cycle. It
is a key platform to give voice to stakeholders
in order to obtain their buy-in for better policy
design and implementation, and ensure mutual
accountability between them.
Methodologically, a situation analysis should
include an analysis of health system performance
and an analysis of the implementation of health
sector activities, budgets and finances. These
should then be brought into an overarching policy

dialogue on strengths and weaknesses of health
system components and health programmes
as well as cross-cutting health topics that
bring expert views and end user/community
opinion together.
A situation analysis should be participatory
and inclusive, comprehensive and analytical in
nature. This last point is to be emphasized as
it is easy to stop at a description of the health
sector status quo (already useful in and of
itself) and not delve adequately enough into
the root causes and comprehension of why
certain activities or programmes worked well
or less well. But precisely understanding the
root causes and effects will help lead to finding
longer-term sustainable solutions or scale-ups.
A situation analysis can be judged as successful
if it adequately captures a broad range of the
stakeholders’ views and opinions in a balanced
way; if those very stakeholders have accepted,
or “bought into”, the situation analysis conclusions; and if the situation analysis results are
the drivers behind health sector priority-setting
and the strategic directions of the health sector.
Finally, if your country has particular specificities
such as a decentralized setting, a distressed
health context, or is highly aid-dependent, there
may be unique issues to heed when conducting
a situation analysis, as has been elaborated
upon in this chapter.
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Overview
Priority-setting determines the strategic
directions of the national health plan.
Led by citizens who are the principals
and decision-makers, priority-setting
is a shared responsibility between the
ministry of health (MoH) and the entire
health stakeholder community. This
chapter elaborates various criteria and
approaches for priority-setting. It closes
with some specificities of the prioritysetting exercise in particular contexts
such as the decentralized and highly
centralized setting, fragile states, and an
aid-dependent environment.
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Summary

What is priority-setting?
The process of priority-setting is inherently
political, which means that it is a process where
societal values and goals are important, and
resulting priorities reflect a compromise among
stakeholders. That being said, the aim of the
process is to select among different options for
addressing the most important health needs,
as highlighted in the health sector situation
analysis,I in the best way (“best” here depends
on a number of criteria, explained in the course
of this chapter), given limited resources (rationing). In health, priority-setting determines the
key objectives for the health sector for a given
period, thus directly feeding into the content of
the national health plan.

Priority-setting can be done at different intervals
in the policy and planning cycle of a sector, a
programme or project. For this handbook, it
is discussed notably in the context of national
health planning in the medium term.

Who should undertake or be engaged in
priority-setting?
Actors such as government (ministries) have a
formal responsibility for priority-setting. In an
inclusive approach, stakeholder groups of various
levels are consulted, as are the population.

How can priority-setting be done?
What are the criteria and approaches?

Why is it important?
Priority-setting is necessary everywhere, as
resources are never unlimited. Choices must be
made that reflect a society’s values and vision
for the health system, and integrate reflections
on explicitly chosen criteria. In addition, a
priority-setting exercise is where the principal
decisions are made after the situation analysis
discussions; these decisions feed directly into
national health plan development.

When should priority-setting be done?
The priority-setting exercise generally follows
a situation analysis and precedes decisions on
resource allocation and planning.

Priority-setting is a multifaceted process that is
usually informed by the situation analysis. It is
based on criteria set by health sector stakeholders. Evidence on the different criteria is then
examined jointly. The results of the evidence
analysis feed into the formulation of the national
health policy, strategy or plan (NHPSP).
Possible criteria and approaches are elaborated
upon in this chapter.

Anything else to consider?
decentralized environment;
highly-centralized setting;
fragile environment;
aid-dependent setting.

I See Chapter 3 “Situation analysis of the health sector” in this
handbook.
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Fig. 4.1 Trade-offs are part of priority-setting
Damian Glez; scenario by Bruno Meessen.

4.1 What is priority-setting?
The aim of the priority-setting process is to
select among different options for addressing
the most important health needs, as highlighted
in the health sector situation analysis,II given
limited resources (rationing). The process of
priority-setting is inherently political; it is a
process where societal values and goals are
important, and resulting priorities reflect a
compromise among stakeholders, including the

population. Indeed, citizens are the principals
and decision-makers of the priority-setting
process. In health, priority-setting determines
the key objectives for the sector for a given
period, thus directly feeding into the content of
the national health strategy. The priority-setting
exercise generally follows a situation analysis
and precedes decisions on resource allocation
and planning.

II See Chapter 3 “Situation analysis of the health sector”’ in this
handbook.
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The process of
priority-setting
is inherently
political, which
means that it
is a process
where societal
values and
goals are
important, and
resulting priorities reflect
a compromise
among stakeholders.

Priority-setting is closely linked to the challenges
identified during the situation analysis process,
and the debate around potential strategies to
overcome those challenges. It helps to make the
best possible choices regarding the distribution of
means, since resources are scarce, and trade-offs
are thus necessary. The intended consequence
is to improve health system performance in an
efficient and fair way.
Priority-setting is not only about making the
best use of financial resources; it is also about
attribution of resources in general in response
to population value choices, demand and need.III
For instance, it may be agreed that certain
institutional reforms are a priority. The concerned reforms may necessitate a change in
administrative and technical procedures, which
in turn may require existing staff to use their
time differently – the necessary investment is
thus not predominantly monetary in nature.

III “Need” in the context of health is something that is necessary for
humans to live a healthy life. This can be measured by, for example,
self-reporting, health status indicators, biomedical markers,

In the context of this chapter, the term interventions may cover programmes, sets of activities,
policies, strategies, reforms, investments or
implementation modalities, undertaken separately or in combination. An intervention is
thus any measure whose purpose is to improve
health or alter the course of disease, for example, a solution to a health problem or a health
promotion activity or a new organigram for the
district health management team, etc.

geographic measures, etc. Broadly speaking, “demand” for healthrelated services is the expression of felt need. Demand is influenced by
factors such as illness behaviour, knowledge of services, media, etc.
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4.1.1 Priority-setting in the context of universal health coverage
(UHC)
“I regard universal health
coverage as the single most
powerful concept that public
health has to offer,” stated the
World Health Organization’s
(WHO’s) Director-General Dr
Margaret Chan at a ministerial-level meeting
on UHC in February 2013.1
UHC is a social contract, an overarching goal
towards which a health system should steer.
WHO Member States committed to this in the
World Health Assembly resolution 64.9, with the
definition anchored in the 2010 World Health
Report: “UHC is defined as ensuring that all
people can use the promotive, preventive,
curative, rehabilitative and palliative health
services they need, of sufficient quality to be
effective, while also ensuring that the use of
these services does not expose the user to
financial hardship.”2 In addition, Sustainable
Development Goal 3.8 is to achieve universal
health coverage, a goal which all UN Member
States subscribed to in September 2015.
There is no blueprint solution for the path
towards UHC; instead, it is a process that must
be pursued differently in a context-specific way
in each individual setting. However, all contexts
and all settings will require a health system
approach to move closer towards the overarching goal of UHC – an approach that seeks to
actively collaborate with other relevant sectors,
and bring together all relevant health sector
stakeholders to discuss potential interventions
to improve the population’s health.

The UHC concept takes into account the aspect
of financial protection for improving coverage,
geographical accessibility and availability of
care. To move towards UHC, WHO thus recommends working on three dimensions (Fig. 4.2):
extension of health coverage to the population
not yet covered, improvement of the health
service package provided (in terms of number
and quality of services), and a reduction of cost
sharing and out-of-pocket payments for health.
Priority-setting exercises can help address
these dimensions:
Reaching vulnerable, marginalized and hardto-reach populations (“width” of coverage)
can be achieved by the extension of services
to those segments of the population not yet
covered.
Maximizing service delivery provision (“depth”
of coverage) can be achieved by improving
efficiency in service package results.
Improvements in financial risk protection
(“height” of coverage) can be achieved for
poor and vulnerable populations through
targeted reduction of cost sharing and fees.
Moving towards UHC means that priority actions
and investments along each axis are needed; for
this, trade-offs are constantly necessary. These
trade-offs will be influenced by imperatives that
change over time as choices of citizens evolve,
the economy develops, the population ages,
or the disease burden shifts. Hence, moving
toward UHC is at the heart of the democratic
debate, a political process that involves public
information and negotiation between different
groups in society over the contribution to and
use of the public purse, allocation of health
benefits and who should pay for these benefits.
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UHC is a process that must
be pursued
differently in
a contextspecific way
in each individual setting.
However, all
contexts and
all settings
will require a
health system
approach to
move closer
towards the
overarching
goal of UHC –
an approach
that seeks to
actively collaborate with
other relevant
sectors, and
bring together
all relevant
health sector
stakeholders
to discuss potential priority
interventions
to improve the
population’s
health.

Fig. 4.2 Three dimensions to consider when moving towards UHC3
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4.1.2 Priority-setting basics

Priority-setting examines the degree to which an
identified important need – generally specified in
the situation analysis – can be addressed, based
on criteria such as, but not limited to, the burden
of the health issue at hand, fairness, cost of the
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intervention, responsiveness, the effectiveness
of the intervention and the acceptability of the
intervention. A society may also include other
criteria that it feels are essential and reflect its
culture, history and objectives.
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Cost-effectiveness has been an extensively used
priority-setting criterion in economic literature
and discourse, in this chapter we advance the view
that cost-effectiveness analysis is an important
and widespread technological approach (and not
a criterion), which feeds into the evidence base
during the priority-setting process. However, it
is only one of several technological approaches,
whose results should be deliberated upon
carefully during the course of the priority-setting
process, along with all other available evidence.
More on cost-effective analysis and its place
in the priority-setting process is discussed in
section 4.5.3.
We distinguish between prioritizing health
problems or health sector challenges and prioritizing solutions or interventions to overcome
those problems and challenges. Naturally, the
two are very closely linked; however, a health
problem can have several possible solutions.
For example, identifying diabetes as a priority
disease in a country is a separate decision from
the one that examines the different preventive,
promotive and curative interventions available
to tackle diabetes.
The priority-setting criteria mentioned in this
chapter address both priority-setting for health
problems and priority-setting for possible
solutions. The criterion of burden looks mainly
at the health problem, while effectiveness, cost
and acceptability address the proposed health
intervention (solution). Fairness can address both.

Resource limitations are taken into account in
a priority-setting process. However, the actual
resource allocation and budgeting decisions
come after the priority-setting, because it is a
process of trade-offs. Priority-setting informs
the decision-making process. The prioritysetting process makes explicit which health
problems, challenges and solutions should
be given priority based on certain criteria; the
decisions then taken are based on the prioritysetting process’s evidence, giving more or less
weight to certain issues based on a (political)
debate and discussion. In the end, there might
be trade-offs between the various criteria, and
the weight of each of them will be a political
decision.
In practice, feasibility and implementation issues
will be part of the priority-setting dialogue and
cannot be artificially extracted from it. Also,
feasibility may be included in the priority-setting
criteria in some settings. Strictly speaking, the
priority-setting process should focus first on what
the country’s health sector priorities should be
for the NHPSP; considerations of feasibility and
implementation constraints will be more strongly
taken into account in the actual decision-making
and NHPSP formulation process.
Because priority-setting is highly coloured by
politics, there may be a tendency to focus on
shorter-term gains rather than looking at a
longer-term strategic vision. Either way, it is
useful to keep in mind that a collection of shortterm priorities may not necessarily culminate
in achieving a longer-term one and that special
care might need to be taken to keep the longerterm priorities on the agenda.
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In the context
of strategizing
for health,
priority-setting
examines
the degree
to which an
identified
important
need – which
is generally
specified in
the situation
analysis – can
be addressed,
based on
criteria such
as, but not
limited to, the
importance
of the health
issue at
hand, the
effectiveness
of the
intervention,
the cost of the
intervention,
the
acceptability
of the
intervention
and fairness.
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4.2 Why do we want to prioritize?
Priority-setting is necessary, as resources are
always limited. A priority-setting exercise is
where the principal decisions are made, based
on the results of periodic assessments of health
needs and solutions.

4.2.1 Priority-setting is 		
necessary to adapt to a
changing context
Over time a population’s health and its determinants change and a health sector priority-setting
exercise can adequately reflect this. For instance,
due to the population’s increased mobility, new
communicable disease threats which, in the past,
may have been more geographically contained,
may emerge. Or new habits and attitudes,
triggered by macroeconomic changes and
leading to modifications in lifestyle, may affect
the health status of certain population groups
(eg. the middle class in emerging economies).
Changes in the country’s demographic profile
(larger percentage of elderly population) may
explain the predominance of certain (chronic)
disorders. Increased awareness or new technological solutions may cause shifts in mortality
and morbidity prevalence and incidence. Fundamental changes in a country’s political and or
administrative system, such as decentralization,
may create new opportunities for a healthier
life and more effective health care.

4.2.2 Priority-setting
addresses challenges
raised during the
situation analysis
The health sector situation analysis process
is where the health system’s strengths, weaknesses, opportunities, and threats (SWOT)
– including their root causes and effects – are
analysed and debated upon amongst all relevant
stakeholders. A discussion on what has worked
well and less well is connected to potential solutions and recommendations to overcome health
sector challenges. Thus those very suggestions,
already debated upon, discussed, and sorted
through by a broad stakeholder base, form the
starting point for the priority-setting exercise.
Priority-setting is a grand opportunity to take
the recommendations and insights coming from
the situation analysis work one step further to
give them a specific priority level.

Such trends must be monitored and changes
must be detected in a timely fashion for a
periodic reassessment of health needs and
solutions. This is especially important in the
context of public service sectors competing for
insufficient government resources.
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Priority-setting
is thus a grand
opportunity to
take the recommendations
and insights
coming from
the situation
analysis
work one
step further
and examine
them in view
of according
them a specific
priority level.

Box 4.1

Ambitious planning requires prioritization: the case of Sierra Leone

The Sierra Leone IHP+ Compact established
a voluntary agreement in 2011 between
the government of Sierra Leone and its
development partners4 to reduce inequities
in health services and improve the health of
vulnerable groups, especially mothers and
children. Sierra Leone’s National Health
Sector Strategic Plan (NHSSP) 2010-2015 was
developed around the same time, focusing
on the following key pillars: governance and
leadership, human resources for health,
healthcare financing, medical products
and technologies, and health information
systems.5,6 In conjunction, the Basic Package
of Essential Health Services (BPEHS) was
formulated by MoH with support from stakeholders to ensure a minimum package was
offered at different service delivery levels. The
Joint Programme of Work and Funding (JPWF)
outlined activities and investment decisions
by the Government and stakeholders for the
2012–2014 years of NHSSP implementation.7
These overarching documents’ aim was to
keep the health sector’s focus on reducing
mortality rates and improving accessibility
of care.8
While there was real goodwill to commit to
the NHSSP through the IHP+ Compact, it is
widely acknowledged that it failed to reach its
full potential, as it was poorly implemented.
A recent review of the NHSSP concluded that
it was overambitious and disconnected with
local needs, resulting in minimal improvements in the health sector as evidenced by

Many of the weaknesses led to a health system which did not demonstrate the necessary
resilience to contain the spread of Ebola in
2014. It has been widely documented that
the Ebola-affected countries, Sierra Leone
included, suffered from low-performing
essential health systems functions, hampering the development of a suitable and
timely response to the outbreak.10 Inadequate
numbers of qualified health workers, weak
basic infrastructure, logistics, health information, surveillance, governance and drug
supply systems were the underlying issues
which were meant to be addressed through
NHSSP implementation.
Though the NHSSP initiatives aimed at
strengthening systems, in practice, partners
implemented individual initiatives rather
than coordinating with district health man-
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key indicators. It further established that a
lack of priority-setting was the underlying,
common misstep made in the development
of all of the above documents. The review
team concluded that a more participatory
process, including more district consultations and input from a broader range of civil
society groups, would have easily aided the
MoH to identify key health sector priorities.
Instead, the NHSSP and the BPEHS were
comprehensive in their scope rather than
selective in their priorities. Given scarce
resources, both ended up being unrealistic,
and therefore, poorly implemented.3,9
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agement teams; more progress could have
been made by working within and through
existing structures. A gap in ownership was
evident in translating the NHSSP and JPWF
into action; weak coordination and poor
dialogue between stakeholders hindered the
harmonization the documents intended to
provide. The same review studied the BPEHS
and analysed that, although it offered higher
quality minimum services and created a
more comprehensive set of guidelines for
service delivery, operationalization was
hindered by a lack of understanding of what
the population could afford at district level.
The Sierra Leone example underlines the
paramount importance of priority-setting in
a situation of massive need, a sector which
is struggling and insufficient resources.
This illustration also demonstrates the
criticality of the conditions which must
be created to make it a meaningful and
effective exercise: involvement of those
who are on the implementing side and
input from the population and/or those
representing them. The Sierra Leone case
also demonstrates the dire consequences of
inadequate priority-setting: a weak health
system which was unable to successfully
face the Ebola threat.
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When priorities
are explicitly
set with clear
criteria, they
can be a subject of dialogue
and debate,
i.e. they can be
challenged. If
it can be challenged, there is
a potential for
improvement.

4.2.3 Priority-setting
identifies challenges
expected to be prominent
in the future

4.2.4 Implicit priority-setting
happens if it is not
consciously made explicit

Future challenges, such as an ageing population, climate change, or increasing health
inequalities, may have emerged both during
population consultations and the health sector
situation analysis. During the priority-setting
phase, health stakeholders need to contemplate
the consequences of these expected challenges
and if available, interpret specific studies for
the local context, or commission new ones. The
process of setting priorities is the opportunity for
policy-makers and health sector stakeholders
to pre-empt foreseeable health problems and
ensure that their negative impact on health
outcomes is mitigated.

A national health planning process always
includes priorities. If this is not explicitly done,
with a transparent discussion on priority-setting
criteria and a joint examination of the evidence,
then it will be done in an ad hoc, implicit way.
The latter does not encourage accountability, is
not transparent and is prone to influences and
special interests that may or may not be in the
best interest of population health. When priorities
are explicitly set with clear criteria, they can be
a subject of dialogue and debate, i.e. they can
be challenged. If a priority can be challenged,
there is a potential for improvement. A recent
article by Chalkidou et al.11 summarizes this as:

With this in mind, priority-setting goals in the
health sector are:

“In an explicit process it is clear who made which
decisions, the criteria used, whether the criteria
used were met, what evidence was considered
and whether the evidence was adequately
assessed, whether appropriate values were
employed, who was consulted, whether those
giving advice had significant conflicts of interest
and how the various trade-offs were made.”

to relate the most important citizens’ health
needs and demands, as identified in the
situation analysis, to the best options for
addressing those needs and demands;
to ensure that programmes and interventions
are evidence-based, cost-effective and fairly
distributed, addressing health needs of all
population groups, particulary the poorest
segments of society;
to inform national strategies and resource
allocation of the public purse;
to provide key reference information and
evidence for policy-making, and monitoring
and evaluation.
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4.3 When should we conduct a
priority-setting exercise?
Where does priority-setting start in the planning cycle and where does it end? In principle,
priority-setting happens on a continuous basis
in some shape or form throughout the policy &
planning cycle. Some find that the priority-setting
phase is only concerned with the preliminary
steps of identifying the most important needs
and opportunities, while others include the
weighing of resource limitations. Some also
include the decision-making process on resource
allocation in priority-setting.
Once the health needs/problems and their
causes have been identified in the preceding
situation analysis phase, the priority-setting
should then focus on ranking those identified
needs and options, on the basis of a set of
criteria, approaches and methods/tools (many
of which are described in this chapter). In the
planning phases that then follow, decisions will
be taken on sequencing priority interventions
and on budgeting.

4.3.1 Periodicity and scope of
priority-setting
Priority-setting may be done:
at varying intervals (annually, mid-term, etc.)
and for any given timeframe (short-term,
medium-term, long-term, or other);
at any level of the system (national, province/
region, district, or other);
on varying themes and system components
(hospital reform, post-Ebola health system
recovery, etc.);
with any group of actors (authorities, service
providers, private sector, communities, etc.).

This chapter focuses particularly on comprehensive, medium-term, health sector priority-setting.
Approaching priority-setting from a whole-ofsector perspective is a complex undertaking,
encompassing all its levels, types of care,
actors, implementation modalities and funding
flows. This approach may be at odds with the
modus operandi in settings where programmes
and projects are vertical in nature since their
management timelines may not be in sync with
the national governmental planning cycle. Here,
there is a risk that the scope of priority-setting
for these programmes is limited to the (vertical)
programme objectives. In such situations, more
integration and alignment with the overall sector
planning cycle should be sought and vertical
programme priorities should be examined in
view of overall sector priorities.
Priority-setting should be a participatory and
inclusive process, as part of the health policy and
planning cycle. This process itself is transparent
and understood by all.
Priority-setting often provides a key milestone
for strategic planning. Strategic options are
weighed in the priority-setting process. Decisions taken based on criteria such as burden,
cost-effectiveness, affordability and fairness will
shape the strategic plan, given the resources
available for the health sector. Much of the
priority-setting process will build on the situation
analysis and population consultation phases,
closely examining the evidence generated as
well as analysed in those processes.
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The situation
analysis can
be seen as
the starting
point of the
priority-setting
process.
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4.3.2 Priority-setting as part
of comprehensive health
sector development
Later, the strategic medium-term choices will
be translated into annual plans. Priority-setting
will also be necessary for guiding this operational planning. It will contribute to budget
recommendations on resource allocation for
phased implementation of the medium-term
strategic directions. This chapter deals with
medium-term priorities, while priority-setting
to guide operational planning (annual implementation plans and budgets) will be covered
in another chapter.IV
Priority-setting may or typically come after the
situation analysis and before the decision-making
and policy debates on key strategic directions for
the health sector. Budgeting then follows, after
which NHPSP implementation takes place and
results are monitored and evaluated.
A comprehensive situation analysis takes an
in-depth look at factors that explain success and
failure in past implementation. It is retrospective.
It can be organized as a mid-term or final health
sector review in the case of a medium-term
strategic plan. Such a review results in a set of
key recommendations (usually for each health
system building block12 and for thematic areas)
and sometimes certain priorities are already
identified. So the situation analysis can be seen as
the starting point of the priority-setting process.

To ensure adequate priority-setting for the development of national health policies, strategies
and plans, it should be assumed that:
the situation analysis has taken into consideration population needs and demand – through
a citizen consultation, by analysing secondary
data on patient satisfaction, and by including
community leaders meaningfully into the
situation analysis process, etc.;
there is a realistic forecast of the resources
likely to become available for the period to
be planned;
criteria and formulae are likely to inform
resource allocation;
budgets will be based on a costing exercise, which in turn is based on an adopted
methodology;
plans and budgets are based on adopted
implementation modalities (e.g. horizontal,
vertical, decentralized).
A clear distinction is made here between prioritysetting and the final decision-making. The
priority-setting phase formulates the recommendations for priority areas/interventions/levels,
etc., taking into consideration cost implications
and assuring fairness, but without going as far
as making actual decisions.

IV Please see Chapter 6 “Operational planning: transforming plans
into action” in this handbook.
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4.4 Who should be involved in priority-setting?
Which actors should be involved in the prioritysetting process needs to be considered carefully.
An inclusive approach is where different stakeholder groups of various levels are consulted
and where the expectations of the population
are heard.
Priority-setting rests on judgements informed
by evidence, and those responsible for making
those judgements need to be held accountable
for their decisions. So if priority-setting is to
have legitimacy, citizens are to make the final
choice through their parliaments.13
Some actors have a natural position of participation in the process:

policy-makers and health planners: MoH,
other ministries (such as ministry of finance,
ministry of planning);
administrative and health authorities at
decentralized levels;
health professionals (public and non-public
sectors);
community representatives and/or groups
of patients.
Brinkerhoff and Bossert’s14 (see Fig. 4.3) three
categories of population groups who have a
stake in health governance can be used as a
lens to better understand the roles of those
stakeholders who have a natural position of
participation in the priority-setting process.

Fig. 4.3 Three dimensions to consider when moving towards UHC
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Providers

4.4.1 Clients/citizens

4.4.2 The state: politicians and
policy-makers

Citizens are the final decision-makers on priorities through their parliaments; they thus need
to be involved at each step of a priority-setting
exercise (see Boxes 4.2 and 4.3).15 The priorities
which are set should ultimately be owned by
citizens as part of the democratic process.

National leadership (the state: politicians and
policy-makers), in particular the MoH, needs to
navigate the political complexities of working
within and across stakeholders and organizations
(both clients/citizens as well as providers) with
differing incentives systems and cultures. The
role of the MoH is to plan, initiate, coordinate
and oversee the priority-setting process, where
relevant through health sector coordination
mechanisms.

Public accountability is one of the principal aims
of consulting citizens on their views and needs.
As much as possible, the population is to be well
informed beforehand about the advantages and
disadvantages of various options, and when the
methodology is extensive and intensive. The
need for and feasibility of an in-depth, largescale consultation will depend on the national
context.16 Context may also determine to what
extent the country chooses a consultation of the
population at large or a less complex consultation
via appointed population representatives. For
this second option, it is assumed that population
representation is based on transparent and
democratic means.
Consensus-based expert opinion approaches
are by definition less inclusive than a large
direct citizen consultation because participants
are selected based on expertise. However, they
are relatively easy to organize and results can
be obtained quickly. The main caveat is that
external experts may not necessarily be aware
of important local developments.17

The ministry may seek the assistance of
independent technical experts for developing
and preparing the methodology and tools, as
well as for facilitating the process, but the
overall coordination and final decision-making
is likely to remain with the government side.
Policy-makers must thus lead the process,
ensure broad and meaningful stakeholder
participation, ensure that the priorities that
are set reflect stakeholder input in a balanced
way, and be held accountable for the results.
In a decentralized environment, the policymakers are the local government. They must
collaborate with service providers (Brinkerhoff
and Bossert’s “providers”), civil society and the
community (clients/citizens) for their insights
and input. The process must be transparent,
with clear roles and responsibilities, especially
when it comes to evaluating and discussing
evidence from different angles and viewpoints.
In countries that rely heavily on external funding,
the active participation of development partners
in the priority-setting process is necessary. In
a process lead by the government, it improves
their understanding of national considerations,
enhances alignment with national priorities
and sensitizes for integrated aid contributions.
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The role of
the MoH is to
plan, initiate,
coordinate and
oversee the
priority-setting
process, where
relevant through
health sector
coordination
mechanisms.

4.4.3 Providers
Box 4.2

Balancing patients’ demands
with medical needs and costeffectiveness18

Providers and
the population can have
differing views
regarding
health sector
priorities – the
priority-setting
process provides an essential platform for
making these
different views
explicit and
discussing them
in a spirit of
finding a common solution.

As the Swedish example demonstrates (Box 4.2),
providers and the population can have differing
views regarding health sector priorities – the
priority-setting process provides an essential
platform for making these different views explicit
and discussing them in a spirit of finding a
common solution. Addressing these differences
early on, before the NHPSP is implemented,
precludes potential problems and bottlenecks
later on during NHPSP implementation.
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A Swedish study in 2012 questioned nurses,
general practitioners, and patients on
their views on priority health problems in
primary health care. The study found that
for nurses and general practitioners, the
severity of the health condition was the
most important priority-setting criterion.
Specifically for general practitioners,
cost-effectiveness was an additional key
criterion. Patients, on the other hand,
assigned a relatively higher priority to
acute/minor conditions in routine primary care also compared to preventive
check-ups for chronic conditions. It was
concluded that the challenge for primary care providers is to balance the
patients’ demands with medical needs
and cost-effectiveness. Transparency
in applying criteria might contribute to
a greater consensus between general
practitioners and nurses.

Service providers are the front-line organizations
who are at the heart of implementing the priority
actions that have been decided upon. Their
experience of the health sector comes from
the inside, is practical, and offers insights on
feasibility. Their input into the priority-setting
process is therefore crucial – they essentially
translate policy-makers’ resolutions into services for citizens.
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Box 4.3

More public engagement for health sector decision-making: a metastudy from low- and middle-income countries19
Citizen consultations aim to actively engage
health system end users in priority-setting.
A 2013 meta-study looked at different forms
and current trends of such consultations in
low- and middle-income countries.

And a recent ordinance in the Philippines
requires bottom-up planning for poverty
alleviation to incorporate community and
grassroots organizations’ perspectives at
the local government unit level.

In Uganda, nominated community members were recommended to represent the
public on technical committees in health
sector decision-making. In Kenya, local
health workers developed an annual list
of priority activities and targets, informed
by the local community. In Indonesia, an
annual, bottom-up participatory budgeting
process was created specifically to replace
Indonesia’s former centralized system. In
India, the National Rural Health Mission
advocates increased stakeholder and public
engagement in priority-setting at the village,
sub-center, block, district, and state levels.

The meta-analysis found that affordable,
appropriate and effective engagement of
the public remains elusive, despite many
good initiatives and promising starts. To
remedy this situation, it is suggested that,
rather than mandating public participation,
countries and donors should focus on building
a policy environment that is conducive to
grassroots initiatives and public involvement
in decision-making processes. In addition, a
stronger evidence base must be created at
local level for what works and what works
less well, using small pilot studies.
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4.4.4 The media supports all three
stakeholder groups
in follow-up feedback. Here, the policy-maker
and other stakeholders must make a conscious
effort to communicate more simply, with less
technical jargon, with the media, as well as
through the media to the populace. Producing
targeted documentation on priority-setting
analyses in easy to understand language for
the public can be a powerful tool in making
choices more transparent.

© WHO/HFP

The media can be seen as straddling between
the three stakeholder groups, as they bring
information to and provide a medium to represent
all three groups. The media plays an important
role in informing and sensitizing the population
about the importance of priority-setting, priority
health needs and the consultation process.
Media can also function as a forum for public
debate on these issues, and act as a key partner
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4.5 How should we do priority-setting?
4.5.1 Criteria for priority-setting
Priority-setting is a trade-off: attributing more
attention and resources to a given intervention
means to a large extent that less can be done in
other areas. That being said, the actual tradeoff must be preceded by understanding the
health sector challenges (situation analysis),
examining possible solutions to overcome the
challenges, and then defining the priority-setting
criteria explicitly. In this section, five criteria are
recommended which underpin the approaches,
methods and tools used to set priorities.
Since health status is to a large extent determined
by other factors such as cultural, socioeconomic
and environmental, it is critical to go beyond
the strict remit of the MoH and to consider
other sectors when prioritizing solutions for
a health problem. Although this might seem
obvious, there are few countries which manage
to systematically bring intersectoral thinking and
action into national health planning processes.V
An example priority area of focus could be waste
management as a solution for lowering the
incidence of diarrhoeal diseases – this would
imply that the ministry of environment would
take the lead, but with key input (and potentially
funds) from the MoH. The point here is that
some priority options for the health sector may
be carried out principally by other sectors and
this should be kept in mind.

Five key criteria for setting priorities in the
health sector are suggested here, without any
pretense that this list is comprehensive; in
the end, the choice of and weight given to the
criteria themselves will be a product of debate
and deliberation by society, stakeholders and
policy-makers. They are:
burden of the health issue;
effectiveness of the intervention;
cost of the intervention;
acceptability of the intervention;
fairness.
A country may decide to choose different, or
additional, criteria according to local needs and
norms. The relative weight attributed to each
of these criteria may vary as a range of factors
influence them. Trade-offs between the various
criteria, and the weight of each of them, will
be a political decision. Several methods and
tools have been developed for measuring and
analysing these criteria as far as possible; some
are concerned with only one of the five criteria
(e.g. health needs assessment), while others
combine two criteria (e.g. a method for measuring
cost-effectiveness, burden of disease, or several
criteria (e.g. health technology assessment)).

(a) Burden of the health issue 20, 21
In the priority-setting process it will usually
be possible to identify “quick wins” and “lowhanging fruit” to guide the strategic planning.
Some changes to the current set of health sector
activities can be relatively easy to achieve and can
be addressed first, because they are politically
feasible, affordable and technically possible.

The burden of the health issue can be viewed
from different perspectives. From the MoH or
service provider point of view, the magnitude
severity and urgency of the matter are most
pertinent. From the population perspective, it
is the perception of the health burden that is

V For more information, please see Chapter 12 “Intersectoral planning for health and health equity” in this handbook.
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Almost all
priority-setting
is a trade-off:
attributing
more attention
and resources
to a given
intervention
means to a
large extent
that less can be
done in other
areas.

most germane. These aspects are not mutually
exclusive; for example, a high burden of disease
can increase the magnitude of the problem,
but can also (but not necessarily) increase the
perception of the burden.
From the MoH or health provider perspective,
the burden of a health issue can be established
by analysing epidemiological trends and data
such as prevalence, incidence, and survival rate.
For example, in many low- and middle-income
countries, the epidemiological profile is rapidly
changing, with a growing burden of disease
caused by non-infectious, degenerative diseases
that are linked to changes in lifestyle and environmental factors. Such a situation (increasing
burden of non-communicable diseases (NCDS))
may ask for a review of priorities whereby more
focus is given to preventing and treating NCDs.
This may result in priority recommendations
leading to adjustment of services provided at
facility level, etc.
The “burden of disease” is a quantitative, timebased measure combining years of life lost
due to premature mortality and years of life
lost due to time lived in states of less than full
health. The cost of the disease burden permits
an understanding that some health issues, if
left unresolved, will have more of a cost impact
than others on the health system as well as on
the society. So the cost of the disease burden
itself can influence how it is prioritized.

VI Sickle-cell disease is a haemoglobin disorder that affects how oxygen is carried in the body. In this blood disease, misshapen cells
lack plasticity and can block small blood vessels, impairing blood
flow. The condition leads to shortened red blood cell survival, and

Severity can be determined by the effects of
the health threat: acute or chronic, disabling
effects, mortality, measured in quality-adjusted
life-years (QALYs) and disability-adjusted lifeyears (DALYs).

subsequent anaemia, often called sickle-cell anaemia. Poor blood
oxygen levels and blood vessel blockages in people with sickle-cell
disease can lead to chronic acute pain syndromes, severe bacterial
infections, and necrosis (tissue death).
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The magnitude of a health problem may be
indicated, for example, by the proportion of the
population at risk or affected in terms of mortality and morbidity. This also means identifying
patient subgroups for which treatments have
differential benefits and establishing whether or
not interventions are effective in all healthcare
settings and subpopulations. Projections and
trends are essential in ranking health threats,
despite the uncertainty of such a judgement.
For instance, many countries experience a rapid
increase in migrating populations from rural
to urban settings. This phenomenon is likely
to cause important shifts in the distribution
of health risks and health care needs, which
may subsequently need prioritizing. Another
example of how the magnitude of a health
problem can influence priority-setting decisions
is sickle-cell diseaseVI in tropical regions and
parts of Africa where there are pockets of up to
25% population prevalence of sickle-cell disease
gene carriers. In this setting, the magnitude
of sickle-cell disease will likely be a deciding
factor for allocation of money and resources to
programmes to prevent symptomatic sickle-cell
disease as well as for disease management.
Prioritization of the identified target population
(sickle-cell disease gene carriers) with preventive
measures and early intervention are likely to
have a considerable impact on the burden of
this disease.22
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Box 4.4

The burden of disease: obstetric fistulas and living in a state
of less than full health
Obstetric fistulas remain a major maternal
health issue, especially in resource-poor
regions, such as some sub-Saharan African
and South-East Asian countries, where
maternal mortality rates are high and access
to emergency obstetric care is limited.23
The majority of obstetric fistulas result
from cases of obstructed labour, one of
the top five causes of maternal death and
an issue linked closely with young not fully
formed girls experiencing pregnancy, the
developmental effects of malnutrition, delay
in seeking care and poor accessibility to
health services.24 Most women living with
the disorder experience urinary or fecal
incontinence due to fluid leaking into the
vaginal canal through a hole resulting from
complications in delivery. The result is not only
physical discomfort and constant attempts to
mitigate the issue — coping strategies include
wearing protective cloths to absorb leaking
fluid, linked to an ongoing preoccupation with
managing and cleaning the cloth, or applying
scented perfumes to mask the smell, both
strategies that rarely make a difference—but
also shame over ensuing smells, physical
isolation from families and communities,
and potential divorce or abandonment which
further isolates affected women.25
Women living with an obstetric fistula can be
considered a “state of less than full health”
in which their capacities are not necessarily
completely debilitated because of the health
problem yet they still experience a life of less
care, equality, opportunity, and treatment
compared to unaffected counterparts. There
are vivid descriptions of coping with the

disorder that illustrate living in a state of
less than full health.
“In this condition producing odours is
inevitable… No perfume is capable of
covering up these odours. I give off a
bad smell.”
“The sores bother me terribly; I feel as
though I am in prison all the time.”
“My life is ruined; I have become like a
crazy woman who must live alone cut off
from the world. I live far from my parents,
my village, and my husband, in order to
escape the noise (insults and questions)
of others and to look for a cure.”
Such recollections exhibit not only the physical consequences of the disorder but the
social and cultural ramifications of fistulas.
Almost 90% of obstetric fistula cases can be
cured by a simple vaginal repair surgery,
but transportation limitations because of
the disorder, poor accessibility to care, and
lack of financial resources can impede on
seeking treatment.26
According a priority to obstetric fistula treatment and prevention at a national level may
be necessary in some settings to minimize
the damaging long-term effects of such
a condition. The criteria underlying such
a decision could be importance (responsiveness – it responds to a demand from
a specific population group), effectiveness
(vaginal repair surgery is relative simple and
effective), and fairness (a vulnerable group
in society – women – are suffering and being
marginalized due to this health problem).
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(b) Effectiveness of the intervention27,28
The urgency of a problem may also be a reason
for declaring it a priority. The justification would
in that case be, for example, the threat of an
epidemic outbreak (rate of spread, infectiousness). The recent Ebola epidemic required
urgent priority interventions, not only in the
three most affected countries (Guinea, Liberia
and Sierra Leone), but also at a global scale.
Containment of the outbreak in a region with
poorly-functioning health and communication
systems and porous national borders required
large-scale emergency measures and health
system recovery investments.
Perception looks at the burden of the health problem from the patient and population perspective,
giving more weight to the demand side of the
health system in the priority-setting process.
Essentially, this criterion seeks to answer the
question “what are the most pressing health
problems from the citizens’ perspective?” (see
Box 4.4). People’s sense and implicit knowledge
are accorded attention here, such that health
sector stakeholders, in applying this criterion,
examine the demand and preferences of the
public.VII

This criterion considers how well, clinically or
practically, the health issue can be solved, not
only in terms of output, but also in outcome and
impact. In other words: what is the likelihood
that the selected strategy or priority will lead
to expected results? What are the risks of the
identified problem in terms of available technological and organizational solutions? What
are feasibility considerations under the given
conditions? Other terms often used in this context
are: applicability, deliverability, sustainability.
What are trends and developments? Examples
include emerging technologies, human resource
specialization and skill-mix issues.29
When determining effectiveness, the “innovation” factor needs to be taken into account:
has the strategy or intervention not yet been
researched and tested (evidence-based), or
is there an existing knowledge base that has
already established effectiveness? One must keep
in mind that a new solution may have proven
technological effectiveness at a global level, but
its effectiveness at country level needs to be
assessed as well. For instance, is telemedicine
adapted to the local context? Can telemedicine
be made operational within the planned period?
The same applies for organizational effectiveness.
Example: Is decentralized governance sufficiently
robust in terms of skills, systems and practices
for introducing performance-based financing?
What are potential limitations and barriers
in implementing healthcare strategies? This
means assessing the major forces shaping the
service, including technological developments,
manpower trends and health policy.

VII See Chapter 2 “Population consultation on needs and expectations” in this handbook.
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When the effectiveness of certain solutions is to
be analysed, it is useful to distinguish between
two types of situations.
(i) The evidence base has not yet been established at the global level and will have to be
created through scientifically-sound testing.
(ii) The evidence base exists at global or international level, but the applicability and (cost)
effectiveness needs to be verified for the local
context. Eventually, the solution/intervention
may need to be adapted. Also other issues
of effectiveness, indirectly related to the
problem, may need to be determined, such
as communication capacity and geographical accessibility. For example, while the
effectiveness of schistosomiasis prevention
through pest control by the application of
pesticides has been established at the global
level, the effectiveness of this solution needs
to be verified for each environment. Also
the “strategic fit” for the proposed priority
solution has to be verified. For instance,
while the arguments for a progressive privatization of a certain type of hospital may
be convincing, it will still be necessary to
verify that this option is in line with other
sector strategies. Questions which need to
be answered include: do consequences of
an ongoing administrative decentralization
have to be taken into account? Are the existing
price policies for service delivery in line with
such a move? Establishing the evidence base
at country level may require a study, pilot
project or expert appraisal. Ultimately, the
decision is often based on the judgement
of a mixed group, composed by experts and
non-experts alike, including those who are
knowledgeable of and closely linked to the
policy process.

The potential of new, innovative solutions must
be weighed against the effectiveness of current
interventions. Hence, an evaluation of the latter
is necessary. In certain cases, an in-depth health
technology assessment may be necessary.
The effectiveness and applicability of a solution
is also determined by the acceptability of the
intervention by the target population. Moreover,
the availability of resources to execute the
intervention will have to be evaluated. This
will allow decision-makers to prioritize health
issues that have evidence-based, viable and
efficient solutions.

The effectiveness criterion
considers how
well, clinically
or practically,
the health
issue can be
solved, not
only in terms
of output,
but also in
outcome and
impact.

(c) Cost of the intervention30,31,32
This criterion is about cost in the sense of
affordability (How much does the NHPSP cost?
Is it affordable?) as well as efficiency (a valuefor-money assessment, which should cover both
cost minimization and cost-effectiveness). Both
the affordability and efficiency of the solution
to address a health problem need to be carefully considered. In other words, this criterion
encompasses the issue of whether the health
intervention is affordable in absolute terms as
well as the relative cost to the health sector, to
the community and to individuals for tackling
the health problem. The cost of the intervention
must be economically feasible and economically
sustainable.
An example is the proposal to establish a national
health insurance. While for the health sector this
may seem an obvious solution for solving the
problem of catastrophic health expenditure, the
feasibility and sustainability of a comprehensive
insurance scheme will to a large extent depend
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The cost
criterion is
about cost in
the sense of
affordability
(How much
does the
NHPSP cost? Is
it affordable?)
as well as efficiency (a value-for-money
assessment,
which should
cover both cost
minimization
and costeffectiveness).

on political commitment and the country’s
macroeconomic perspective.
Just as for the criteria burden and effectiveness,
the quality of the cost analysis depends on the
quality of the data and information available.
Here, we not only mean cost-related data but
also information on planned implementation
insofar as it has cost implications. For instance,
the strength of support systems in the health
sector need to be taken into consideration,
as it has implications on the cost of a health
intervention, in addition to more classical clinical
dimensions.

(d) Acceptability of the intervention

Acceptability
can be further
declined
as social
acceptability
or cultural
acceptability.

If a priority health intervention naturally goes
against social and cultural norms, it has a low
chance of success, unless specific interventions addressing the issue of social or cultural
acceptance are undertaken. Priority-setting thus
requires evidence on the nuances of social and
cultural acceptability, and underlying factors
which may affect the success or failure of the
health intervention.36 In the national health
planning process, community perceptions of
acceptability need to be considered at every stage,
and especially so during the priority-setting
stage.37 A district health management team
member from Kenya explains exemplarily:38
“We also look at specific health problems in a
given area. For example, if there is a lack of pit
latrines in a specific area due to cultural beliefs
that a daughter and a father cannot share the
same toilet, we design programmes together
with the people to ensure that the programmes
are relevant and acceptable to them. So we rely
on data and reports from the people.”
Another eye-opening example of the influence
of cultural and societal factors on the success or
failure of priority health interventions is female
genital mutilation (FGM) and interventions aimed
at reducing or eliminating the practice. FGM,
the act of partial or total removal of a female’s
external genitalia, is a deeply rooted societal,
cultural, and religious tradition. In order for
FGM to be successfully eliminated, communities
themselves must decide to abandon it and
adopt behavioural change.39 Health education
programmes must be sensitive to cultural and
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The acceptability of a priority health intervention
refers to whether a community or target population accepts the chosen health intervention
that addresses a priority problem.33 It also
refers to the willingness by those who will
be carrying out the intervention to do so – for
example, health service providers, MoH, and
subnational health authorities. Acceptability
can be further declined as social acceptability or
cultural acceptability; to address this criterion,
context-specific priority-setting is required.34
Acceptability is strongly related to the applicability
or feasibility of providing a certain intervention
in a local setting.35 On the service provider side,
risk aversion and resistance to change can effectively hinder any policy or intervention – reasons
cited are often a reduction of revenues or an
increased workload. From the government side,
a new priority may create resistance from civil
servants and administrators if it represents an
additional workload with perceived little added
value. It is therefore all the more essential to

ensure solid policy dialogue with all stakeholder
groups from the outset to raise, discuss and
clarify concerns.
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religious concerns of the community or run the
risk that information will be taken as offensive
and more deeply entrench the practice that
workers are trying to dismiss. For instance,
a health programme that immediately lists
the reasons why FGM has no health benefits
in a community that has religious leaders
supporting it as an act of faith may view the
health programme as a threat to their religion.
The most successful interventions are those
that are participatory, allowing communities to
create their own solutions and involving many
families in the community so that collective
change is made. No matter what intervention
is used, programmes that maintain a mindset
of cultural and social awareness will be more
successful for long-term elimination efforts
of FGM.

(e) Fairness40, 41
The notion of fairness is defined by the quality
of treating people equally or in a way that is
right or reasonable.42 Put in other words, it is
“the state, condition, or quality of being free
from bias or injustice”. It is based on principles
such as equality and equity. Fairness must
be brought into a priority-setting discussion,
as it is closely linked to the judgment and
trade-off on the importance of a health need
and the effectiveness of an intervention. It also
influences the decision regarding how much
weight to give to the cost of its solution. For
instance, a health problem may mainly affect
people with an income level that is too low to
assure healthy living conditions and financial
access to health care. A health problem may
also be particularly prevalent amongst populations living in a hazardous environment. In

other circumstances, a particular segment of
the population may be at risk because of their
unhealthy lifestyle (dietary habits, drug abuse,
etc.). In all of these cases, the fairness criteria
might lead to a decision to give priority to the
health problems of these population subgroups,
even though their health need represents a
minority of the population, and even though
the treatment of this health problem is not the Fairness is
based on
most cost-effective (see Box 4.5).
Another subjective element linked to fairness
which has risen in prominence recently is the
“rule of rescue” (RoR) concept, especially when
examining the cost effectiveness evidence for
intervening early in life. The RoR is a commonly
and strictly felt duty to “rescue the doomed”,
i.e. those with a life-threatening condition. The
imperative to rescue is, undoubtedly, of great
moral significance, making RoR a predominantly
ethical issue linked to the sentiment that those
who are “doomed” need special attention and
must be “rescued” on grounds of fairness.
RoR in health care is commonly invoked as a
constraint on cost benefit evaluation, but quite
often it may prove the opposite: for example,
rescuing patients from a fatal disease prevents
patients’ premature death. Restoring them
to good or full health will “produce” a large
number of QALYs.48
The RoR concept highlights the ethical dilemma
between the two principles “sickest-first” and
“maximizing aggregate benefit” (cost benefit).
Examples of RoR-principled therapies are
renal dialysis and second-chance transplants.
Examples of interventions that receive lower
priority according to the RoR logic are prevention
programmes such as diagnostic screenings.
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principles such
as equality and
equity. Fairness
must be
brought into a
priority-setting
discussion, as it
is closely linked
to the judgment
and trade-off on
the importance
of a health
need and the
effectiveness of
an intervention.
It also
influences
the decision
regarding how
much weight to
give to the cost
of its solution.

Box 4.5

The fairness criteria applied to priority-setting: health investments
to the marginalized and vulnerable Australian indigenous population
Discernment of what is considered “fair” in
priority-setting is sometimes a challenge
to perceive. It is a value judgment that a
government and society makes collectively.
In Australia, it was recently decided to focus
public health efforts and resources on the
indigenous populations, for objective reasons
such as their poorer health status, but also
for reasons of fairness (based on principles of
equality and equity) linked to decades of having
less opportunities and being marginalized.
Indigenous people make up approximately
2.5% of the entire Australian population (with
90% of that group identifying as Aboriginal),
in other terms over 710,000 individuals, one
third of them under the age of 15.43 Obvious
health disparities exist between indigenous
and non-indigenous populations.44 13% of
indigenous people report some form of
cardiovascular disease, 33% are affected
by respiratory disease, and communicable
diseases are more prevalent in indigenous
groups than non-indigenous groups. Smoking
rates are twice as high for indigenous people
than for non-indigenous people.32 Furthermore, a large number of indigenous groups

Through the national health planning process,
the Australian government decided to establish a separate fund for indigenous healthcare in efforts to close the gap and ensure
equity, thus clearly giving indigenous health
an unequivocal priority. The health sector
spends 18% more per capita for indigenous
than for non-indigenous people, accounting
for 3% of the national expenditure on health,
and the funding levels for indigenous health
continue to grow.45,46 From 2014–2018 the
Australian government plans to spend $A 3.1
billion on indigenous-specific health care
and programmes, a 16% increase from the
2009–2013 expenditure.47 As part of the
Indigenous Australians’ Health Programme,
an updated funding allocation methodology
was established to assure investments were
directed to the areas of most need, focusing
on four different areas: primary health care,
child and maternal health, chronic diseases,
and a stronger future in health.
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have poor accessibility to health services,
and are often not treated with welcome and
quality care in centres even when they do
have access.33,32
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4.5.2 Contextual factors
Priority-setting will depend on a number of
contextual factors, including political processes
and influences, at both national and international levels.

(a) A comprehensive whole-of-government
approach
When strategizing for health, including when
priority-setting, a sector-wide comprehensive
approach has many advantages. First of all, it
assures comprehensive and integrated planning
for the whole health sector. This means that
priority-setting is done for all sector aspects,
levels and interventions together. In this way,
comparative importance and opportunities are
taken into account. Secondly, various stakeholder
groups are involved in the priority-setting. This
ensures that those who are directly concerned
(programme and facility managers, supporting
organizations and health system users) contribute in the selection of priorities. Thirdly, a
comprehensive sector-wide approach reinforces
national (MoH) leadership which, in the context
of a priority-setting exercise, enhances country
ownership of the priority-setting results. In short,
priority-setting in a comprehensive sector-wide
approach can lead to improved effectiveness,
efficiency, broad commitment and acceptability,
and therefore sustainability.
Many countries have stated their adherence
to the principles of a comprehensive planning
approach and of the Paris Declaration. Many
also signed the IHP+ Global Compact and have
developed a national Compact.49 Still, even if
concrete commitments in a country’s health policy
and strategic framework reflect adherence, this
does not guarantee that the scope, approach and
methodology of medium-term priority-setting for

the health sector will be genuinely sector-wide
and based on broad stakeholder inclusiveness.
For this to become reality, effective stakeholder
consultation and coordination mechanisms
must be in place with clear principles and
procedures for joint decision-making. Secondly,
comprehensive sector information, analysed
and synthesized, must be shared. This demands
clear and strong MoH communication. Last but
not least, strong national leadership is required
to lead the priority-setting, with MoH proactively
managing the process. Here, challenges may
include avoiding a politicized environment in
priority-setting and withstanding undue pressure from powerful and potentially generous
external partners.

(b) Politics and political climate at national level
Priority-setting is inherently a political process.
The need to invest in getting all relevant stakeholders on board and ensuring political buy-in
cannot be emphasized enough. In addition, the
general political climate and political party
programmes are an important underlying aspect
which needs to be taken into consideration.
In the end, citizens, through their governments
will determine which health issues are addressed
in policy and the allocation of resources within
the health system. Political opportunities such
as elections or a change in government can
greatly impact the nature and methods used on
setting priorities within the health sector. Also,
the influence of various types of lobbies (including
pharmaceuticals, donors, and civil society) is
not to be underestimated. In countries where
national level governance has been weakened
due to political turmoil, special care must be
taken to ensure that the population’s health
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The time and
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necessary
to invest in
getting all
relevant
stakeholders
on board and
ensuring
political buy-in
cannot be
emphasized
enough.
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4.5.3 Approaches, methods and
tools
remains the strong focus. Even though politics
will certainly be omnipresent in priority-setting,
health sector stakeholders should ensure that
evidence and hard facts are at the centre of the
political debate.

(c) International policy relevance
Issues of international policy relevance – whether
as a debate, an agenda or a firm national commitment – need to be considered. For example,
environmental protection is a key theme in the
global debate. The consequences of air/water/soil
pollution and of climate change include threats
for the health of the concerned populations.
Ideally, this would mean that an environmental
goal such as the reduction of carbon monoxide
levels should also be reflected in priority-setting
for health. Similarly, international commitments
with regard to the protection of human rights
could be reflected in the explicit protection of
marginalized groups against discrimination
and further marginalization with regard to the
accessibility of health care. Regional disturbances
and warfare may lead to a sudden massive
migration/exodus which would unexpectedly
affect health care in neighbouring countries.
Another aspect that needs to be taken into
account is the pressure of industrial and trade
policies on global health policy-making.

The literature describes a variety of approaches
and hybrids of approaches and models, all of
which assist in technical analyses (see Fig. 4.4).
That being said, values will underpin the technical
approaches and value judgments are never
absent from the interpretation of evidence. The
technical element of any approach attempts to
analyse the available data and evidence to provide
a rational basis for a priority-setting decision.
The value-based element of an approach will
contribute to the priority-setting decision based
on a judgment of the rightness or wrongness of
a certain principle (examples of such principles
are “equity”, or “health as a human right”). Most
priority-setting methods have both a technical
and a value-based element.
A recent comprehensive literature review
discusses a long list of existing approaches:
Accountability for Reasonableness, multicriteria, decision analysis, public budgeting and
marginal analysis, multidisciplinary approach,
business case approach, saved lives, investment case approach, balance sheet combined
normative-empirical approach, public participation approach, mixes of qualitative and
quantitative approaches, the local level diamond
model. The review concluded that no particular
approach could be confidently recommended,
suggesting that the advantages and limitations
of each of these approaches should be weighed
in relation to the local situation and context.50
Technical approaches such as burden of disease
and mortality analyses are methodologies which
have been tried and tested, and have less of a
subjective element compared to other approaches
(see Annex 4.1 for more information on all of the
mentioned tools and approaches). The future
projections approach or risk factor approaches
already bring in certain assumptions, and thus,
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Fig. 4.4 Evidence, Transparency, Voice: Three steps of priority-setting
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a subjective element. The social solidarity
approach has a strong value base, because
priority-setting is based on ethical and moral
aspects, judged by the society or country that
is setting priorities.
That being said, ethics and moral values are
never completely absent from a priority-setting
process. They are often invoked to mobilize support for various health initiatives, and theories
of social justice are often applied to assure fair
and equitable treatment of people.51
In this chapter, at several places, the argument
is made for choosing a combination of several
approaches and tools. The reason is clear:
used in isolation, none of the approaches is
able to examine priority options from different
angles, while parallel analyses, with different
methods, used by different actors, provide a
more comprehensive perspective on questions
of the relative importance of a health need, on
the potential of a particular solution and on the
fairness of a strategy. Also, since the priorities
in this context are being ultimately set by the
public sector (even if input from private sector
and others is actively solicited), it is important
to note that the principles, objectives and issues
are multiple from the public sector perspective.
This calls for putting different arguments and
views in balance with one another, which is
best done when evidence from a combination
of approaches and tools are examined.

In the literature, the distinction between
approaches, models, methods and tools used
in priority-setting is not always uniform. We
use “approach” to mean a particular way of
thinking about or dealing with something or
someone in space, time, quality or amount, or,
more simply: direction and ways of getting to
a common goal.
In this handbook, the term “method” stands
for a procedure, technique, or way of doing
something, especially in accordance with a
definite plan. A “tool” is defined as an item or
implement used for a specific purpose. The
criteria for priority-setting put forth in this
handbook should be part of and feed into the
decision of which approach(es) is/are chosen.
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Used in isolation, no single
approach is
able to examine priority
options from
different
angles, while
parallel
analyses,
with different
methods, used
by different actors,
provide a more
comprehensive
perspective.

Box 4.6

Examples of policy
priorities in line with the
three UHC dimensions
Maximizing service delivery:
strengthening the gate-keeper function
in hospitals.
Reaching vulnerable, marginalized and
hard-to-reach populations:
establishing mobile primary health
care (PHC) services for hard-to-reach
communities.
Improvements in financial risk protection:
adopting a pro-poor price policy and
preference for generic drugs.

In the following sections, various priority-setting
approaches are discussed. All of them help
assess the potential for solutions to health
problems and health sector bottlenecks against
the key criteria for prioritization, mentioned
earlier. More detailed information on each of
the methods is in Annex 4.1.

Health needs
Identification and ranking of health needs
(problems and threats) should be based on
an approach that analyses both the burden of
diseases and their determinants. This is notably
important because the combined approach gives
more insight into the vulnerability of a health
problem/threat, and subsequently guides the
weighing of options to address it. For example,
if under-five children frequently suffer from
diarrhoea, an assessment of socioeconomic
health determinants may link this problem
to poverty and to poor water and sanitation
infrastructure. The solutions for these determinants exist but are not the mandate of the
health sector. Nevertheless, priority-setting
should include strategies and interventions to
collaborate with other sectors to address the
diarrhoea issue.
Three analyses often used to look more carefully
at health needs are burden of disease analysis,
health needs assessment, and the 2x2 grid.
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(a) Burden of disease analysis (BoD)

(c) 2x2 grid

The burden of disease analysis encompasses
a broad range of assessments from multiple
data sources to determine health loss from
diseases, and its attribution to specific risk
factors. Even though this analysis is specific
to disease-related health issues, it can also
help inform priority-setting in health system
related issues. The advantages of using BoD
are that, with consistent methods, it critically
analyses available information on each health
condition, makes this information comparable
and systematic, and produces results using
standardized metrics.

The 2x2 or strategy grid uses need and feasibility
criteria to determine which health priorities
yield the greatest results. The grid organizes
health problems using two dimensions, need
and feasibility, to form a quadrant. The combination of a health problem and its solution can
be classified either as of

(b) Health Needs Assessments (HNA)
A HNA involves epidemiological, qualitative,
and comparative methods to describe health
problems of a population. It may be undertaken as
part of the situation analysis phase when routine
data and existing information are insufficient for
purposes of ranking health needs. HNA provides
the opportunity for describing the patterns of
disease in the local population, differences
between districts, regions and national disease
patterns, while highlighting the areas of unmet
need. It also allows for learning more about the
needs and priorities of the local population.
It provides a clear set of objectives to work
towards to meet these needs and helps to decide
rationally how to use resources to improve their
local population’s health in the most effective
and efficient way.

(i)
(ii)
(iii)
(iv)

low need/high feasibility,
high need/high feasibility,
high need/low feasibility, or
low need/low feasibility.

An example can be found in Annex 4.1. This grid
helps to refocus efforts by shifting emphasis
towards addressing problems in a manner that
will yield the greatest results. This simple tool
may assist in transitioning from brainstorming
with a large number of options to a more focused
plan of action and can be used also by stakeholder
groups with limited capacity.
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Health technology assessment (HTA)
HTA is a multidisciplinary form of research used
to generate evidence about the performance
of health technologies. HTA not only includes
cost-effectiveness analysis but also identifies
new technologies for health problems. HTA
works under an explicit legal and institutional
framework, aiming to channel and manage

More recently, HTAs have focused more attention to the assessment of weaknesses and
inefficiencies in existing interventions. In the
same way, HTAs increasingly take into account
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the country‘s broader development context,
visions, and goals; for instance, the quest to
move towards UHC. A comprehensive HTA thus
may be the technical approach which provides
the most comprehensive set of evidence for
priority-setting.
When doing a comprehensive HTA of a programme, one may be tempted to expect that
all the technologies of that programme have
a high score on cost-effectiveness. This is not
always the case. For example, while the strategy
for screening may be cost-effective, certain
palliative technologies may not be. Therefore,
when prioritizing between programmes, it is
recommended to do a HTA separately for each
individual health technology. Within a programme
HTA may be done, for example, for devices,
drugs, procedures and/or systems. Similarly,
a cancer-control programme usually includes a
variety of technologies, for prevention interventions, screening, early-detection, diagnostics,
therapies and palliative treatment, evaluated
in appropriate combinations.
Cost-effectiveness and affordability
Maximizing health is usually the goal of health
policy-makers. Economic considerations in
priority-setting are important for furthering such
goals. Economic models and their measurements
offer the decision-maker a rational approach
to making policy choices to maximize health.

Cost-effectiveness analysis
The main type of economic evaluation is the CEA,
which compares the cost of a potential health
intervention with the expected (or in some cases,
known) health gain. CEA is a powerful tool for
priority-setting; from an economic perspective,

it looks at the problem of choosing the optimal
portfolio of programmes that can be afforded
from a limited national healthcare budget. It
forces the decision-maker to define explicitly
the objectives of the priority-setting process,
even if these cannot be easily measured. CEA
promotes value for money in health in order
to allocate available resources. CEA can be
a central factor for decision-makers when
choosing health issues to prioritize. An economic
perspective recognizes that the priority-setting
process will often involve a series of conflicts, but
instead of obscuring such conflicts, it provides a
framework for their exploration, and trade-offs
can be made explicit.
CEAs are popular with the public health community because the method offers a coherent
measure of benefit while avoiding the difficulties involved with the valuation of health. The
value of health can be seen as the “price” of
health multiplied by its quantity. However, this
“price tag” is based on the most obvious health
benefit, i.e. those that can be easily expressed
in mortality, disability avoided, etc. The caveat
here is that it may lead to a narrow focus on
benefits related to health care only, rather than
broader health-related development goals. It is
more difficult to attach a value to some of the
broad development goals which influence health.
It is important to keep in mind that despite
many decades of advancement in addressing
the technical and methodological issues, it is
widely recognized that economic models such as
this one should be put in context and combined
with other approaches in order to paint a more
complete picture of health sector priorities.
The traditional economic approach proposes
maximizing health gain (however measured) subject to a budget constraint, which implies ranking
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Costeffectiveness
analysis is a
powerful tool
for prioritysetting; from
an economic
perspective,
it looks at
the problem
of choosing
the optimal
portfolio of
programmes
that can be
afforded from
a limited
national
healthcare
budget.

programmes according to their cost-effectiveness
ratio. The traditional approach generally ignores
the numerous practical constraints arising from
the political, institutional, and environmental
context in which priority-setting takes place.
A few such limitations to keep in mind when
undertaking CEA are listed below.52
Methodological concerns include identifying
whose perspective to adopt, the generalizability
of results to multiple settings, the treatment of
uncertainty and timing, and the treatment of
interactions between programmes.

(a) Lives Saved Tool (LiST)
LiST is a software tool used to model the impact of
scaling-up health interventions aimed to reduce
mortality and morbidity in mothers, newborns,
and children under five years of age. It allows
users to set up and run multiple scenarios, called
projections, in order to estimate the impact of
different health intervention packages based
upon coverage at the national or subnational
(e.g. region, state, or district) level.

(b) Basic Priority Rating System (BPRS)
Equity considerations are either related to
some concept of need or related to access to
services. However, it has been reported that
many contributions to the debate on equity
concepts are theoretical and remote from
practical implementation issues.
Practical constraints arise from the political,
institutional, and environmental context in which
priority-setting takes place. These include the
influence of interest groups, the transaction
costs associated with policy changes, and the
interactions between the provision and financing
of health services.

The following tools look at either cost or effectiveness or cost-effectiveness; they do not explicitly
put effectiveness/feasibility in relation to the
local context. Especially in settings of weak,
poorly-managed institutions and insufficient
capacities, context should be taken into account
in other ways within the priority-setting process.

The BPRS, also known as the Hanlon method,
helps to quantify public health problems. It
proposes a priority rating, based on attributing
scores from 1 to 10 for three sets of variables on
(i) weight;
(ii) severity, urgency, economic consequences,
and willingness/involvement of others;
(iii) the effectiveness of the intervention. The
tool is used by health administrators and
decision-makers and uses various data in
order to quantify public health problems and
set reasonable priorities53 Though a complex
method, the Hanlon method is advantageous
when the desired outcome is an objective
list of health priorities based on baseline
data and numerical values.

(c) Propriety, Economics, Acceptability,
Resources and Legality component (PEARL)
The PEARL54 rates preselected priorities on
five factors of feasibility. These factors are not
directly related to the health problems; how-
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ever, they contribute greatly to deciding which
priorities should be addressed. PEARL can be
used in combination with BPRS. The PEARL
component requires sufficient data about both
the characteristics of the health problem and
the target population.

(d) Programme budgeting and marginal
analysis (PBMA)
This economic framework can be used to set
priorities in health by examining how resources
are currently spent and subsequently linking
those expenditures to possible marginal health
gains. PBMA relies on an advisory panel, which is
charged with identifying areas of health service
growth (for a given budget cycle) and resource
distribution (to fund proposed growth). It is
usually carried out within or across interventions
for comparison.

Values which may underpin assumptions
and interpretation
Value-based approaches are used for the assessment and ranking of the fairness criterion.
Fairness is the principle that all members
of society should have guaranteed access to
adequate health care.
Social value judgements are an important element in any public justification of how priorities
are set. Some key ethical values underpinning
priority-setting exercises are listed below.
Equity through solidarity: solidarity is both a
shared moral sentiment and norm, arising
from the sense of belonging. It is expressed
in the union or fellowship of a community that

shares feelings, purposes, or responsibilities and
interest. Solidarity implies that, on a voluntary
basis, the community helps the disadvantaged
(equity).
Rights, societal obligation, and self-interest:
this argument asserts that basic human needs
(such as food, shelter, education, justice) create
an obligation on society to provide some level of
common access to these fundamental goods.
The obligation is acceptable because of the
self-interest of the society members. Access to
health care is an element of the common good.55
Social wisdom: directs us to shape our systems
of health care so that we accomplish what we
value. Social wisdom is the society’s implicit
recognition of how it perceives health and
what it values in health care. Such a foundation
of common understanding and consensus
guides national policy-making and planning.
In its absence, a narrow focus, for example,
on medical care access, would prevent society
from focusing on social and economic factors
that lead to major public health problems.
In addition to the above, the following can also
be seen as formal values which play a role in
priority-setting in specific contexts: legality,
faithfulness to constitutional provisions and
respect for international obligations.56 Expressed
in trust and accountability, these can be easily
formalized.57
Furthermore, there exist some classical ideologies coming from the economics field that
are essentially linked to the above-mentioned
values of equity through solidarity and fairness.
Priority-setting exercises in some countries may
be rooted in one of these ideologies, albeit not
necessarily explicitly.58
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Social value
judgements are
an important
element
in any public
justification of
how priorities
are set.

While the
research and
analysis for
technical/
rational
approaches
can be left to
professionals,
value-based
approaches
subjectively
weigh formally
adopted as well
as perceived
values.

Libertarianism considers personal responsibility for achievement as very important and
that this is weakened when others are offered
unearned rewards.59 This would be the case for
instance, when certain risk groups are entitled
to specific privileges in health care in terms of
access or price.
Utilitarianism claims that pleasure promotion
and pain avoidance could be measured and
that interpersonal comparisons of utility could
be made. Utilitarians are often criticized for
ignoring individual freedom. Indeed, when only
consequences matter, methods used can be
questionable.60 The utilitarian approach is not
considered fair, because it is solely based on
the framework that “greatest good is for the
greatest number”. Critics argue that preferences
used for valuing health outcomes should be
representative of the entire at-risk population,
with due regard for the sentiments of minority
disadvantaged groups such as the disabled.
Therefore, valid scientific evidence on differential
outcomes must exist.
Egalitarianism calls for the most equal distribution of available goods. Economic failure
is not equated with moral depravity or social
worthlessness. The destitute are not to be
punished for alleged economic failure by limiting
their access to goods. A “difference principle”
calls for every arrangement to be evaluated in
terms of the interest of the least advantaged.
Alternative arrangements are compared first
from the interest of the least advantaged only.
If the least advantaged are equally badly off in
two different health intervention options, then it
is the situation for the second least advantaged
that matters, etc.

Deliberative approaches in weighing ethical
values for priority-setting is about public involvement. It can be defined as an approach that
seeks to actively involve citizens in the process
of formulation, passage, and implementation
of public policies through action aimed at
influencing decisions. It is acknowledged that,
in most cases, policy decisions are ultimately
taken by public representatives and officials so
the focus is on the interaction between citizens
and those making health care decisions.61
A literature review on public participation in
health care priority-setting found that there is
a growing interest in deliberative approaches.
However, formal evaluation efforts of deliberative
approaches are rare. Also, it is unclear how public
views might be integrated with other decision
inputs when allocating social resources.62
A process for deliberative priority-setting should
ideally meet four necessary conditions:63
it must be relevant to the local context as
determined by accepted criteria;
its eventual decisions – and the reasons
behind them – must be publicized;
it must include appeal mechanisms for
challenging, revising, and reversing decisions
its leaders must be able to enforce the above
three conditions.
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While the research and analysis for technical/
rational approaches can be left to professionals,
a society, through participatory policy dialogue,
must subjectively weigh formally adopted as well
as perceived values. Policy dialogue platforms
will therefore seek representative working
groups and/or public engagement. The latter
is captured in the literature under the term
“deliberative approaches”.
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Examples of deliberative approaches are:
(a) Citizen consultation processes
Citizen consultation can capture a population’s demands, opinion and expectation on
health-related matters in order to improve the
transparency and relevance of the priority-setting
process. Please refer to Chapter 2 on population
consultation for more detail.

(b) Accountability for Reasonableness (AFR)
Accountability for Reasonableness (AFR) is an
ethics-based approach to a legitimate and fair
priority-setting process that builds upon key
conditions that must be fulfilled to gain support
for their implementation.

Multi-stakeholder finalization and validation
Validation means the formal adoption of the
priority agenda and this is the final stage of
priority-setting. Decision-making on how to
translate priority choices into planning and
resource allocation will be discussed in the
following chapters.
(a) Multivoting technique (MVT)
The multivoting technique (MVT, also known
as nominal group technique, NGT), is notably
used to make collaborative decisions when the
list of propositions is long and team members
have differing opinions. Based on a more or

less exhaustive list of options (ideas, problems,
issues or solutions) produced in a brainstorming
session, it seeks to ensure a good and common
understanding of the items in the list. Each idea
is then jointly defined by the team members in
clear terms, so as to ensure that all participants
have a fair idea of what each item means. Ideas
are grouped or merged and a few new, related
ideas may be added. The team then reduces the
total number of items that can be voted for to
about one third of the initial number. The last
step of voting should result in a consensus.
This method is also useful in the early stages
of priority-setting and works best for smaller
group processes.64

(b) The Delphi technique
Just as the MVT, the Delphi method is a type of
consensus method. Through questionnaires, a
panel of independent experts is consulted over
two or more rounds. Whereas focus groups
purposely use group dynamics to generate
debate on a topic, Delphi methods maintain
anonymity of the participants, even after the
study. The most important advantages of this
technique are:
(i) a rapid consensus can be achieved,
(ii) participants do not have to be in the same
room together to reach agreement,
(iii) individuals are able to express their own
opinions as opposed to “group think”,
(iv) consultation can include a wide range of
expertise, and
(v) relatively low cost to administer and analyse.65
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(c) Multi-criteria decision-making (MCDM)
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MCDM is a quantitative decision analysis model
that captures preferences of decision-makers
and discovers the most desired solution to the
problem (see Box 4.7). It is a hybrid method in that
it incorporates both technical and value-based
approaches.66 It is based on a performance
matrix where each row describes an option and
each column describes the performance of the
options against each criterion. To do so, five
criteria are applied: maximization of general
population health, the distribution of health in
the population, specific societal preferences,
budgetary and practical constraints, and political
considerations.

All the above tools, and others not mentioned
here, have a variety of purposes and objectives.
They can be used at various stages of the
priority-setting process in health. Each of them
has advantages and disadvantages. The majority
can be used as a stand-alone tool, but they can
also be used in conjunction with one another.
Traditional methods, such as evidence-based
medicine, burden of disease analyses, costeffectiveness analyses (classical method) and
equity analyses concentrate on a single criterion,
whereas in reality, policy-makers need to make
choices taking into account multiple criteria
simultaneously. Advantages and disadvantages
of various methods and tools are summarized
in a table in Annex 4.2 together with a list of
limitations of traditional single criteria methods.
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Box 4.7

Economic justification for public funding targeted at the whole
population or the poor only 67
Governments often attempt to provide free
services to the whole population, and often
spend resources on low-impact services.
A study proposed a rational approach to
targeting and prioritization of public spending
in Ghana in order to better balance equity
and efficiency in the country. It employed the
priority-setting approach MCDM analysis on
the following criteria: number of potential
beneficiaries, severity of disease, cost-effectiveness, poverty reduction and vulnerable
population. The study considered a selection
of interventions related to childhood diseases,
communicable diseases, noncommunicable
diseases, reproductive health and injuries.
First, interventions were tested against the
economic justification for public funding to
define to whom spending should be targeted.
Second, resulting interventions were prioritized on the basis of medical and non-medical
criteria. A rank ordering emerged of interventions with a specification on whether public
spending should be targeted at the whole
population or the poor only. For example,
whereas improved complementary feeding
in childhood would be given low priority
on the basis of cost-effectiveness alone, it
would receive much higher priority when
severity of disease, its number of potential
beneficiaries, the vulnerability of children,

and its potential for poverty reduction would
be taken into account as well.
The MCDA resulted in the following disease
control priorities: prevention of motherto-child HIV/AIDS transmission, and oral
rehydration therapy to treat diarrhoea in
childhood. Therefore, public funding of these
interventions was warranted for the whole
population. However, case-management of
pneumonia in childhood was also considered
a priority, but public funding was to be
targeted at the poor only.
The study concluded that the application of
MCDA in the priority-setting process of health
interventions can help health systems to move
towards a more equitable and efficient use of
resources and that, in Ghana, it was a step
forward to transparency and accountability
in policy-making. However, it was recommended that policy-makers should not only
use such a formulaic approach to prioritize
interventions, because here only criteria
that were amenable to quantification were
analysed. It was stressed that addressing
also non-quantitative concerns through a
deliberative process to reach consensus
(when possible) by different stakeholders
was also warranted.
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4.5.4 Process

The success of
the prioritysetting process
depends on
an honest
debate to forge
a common
understanding
of the criteria
and approaches to use
for prioritysetting.

Priority-setting is one of the crucial stages of
the national health planning process because
it links the results of a health sector situation
analysis with the strategic orientations of a
national health strategy. Its success depends
on an honest debate to forge a common understanding of the criteria and approaches to use
for priority-setting. Decision-makers must agree
on the interpretation of key values, assumptions
and concepts and make those interpretations
transparent. Diverging views and conflicts of
interests should be explicitly acknowledged
and managed. It is important to ensure that
all stakeholder groups understand what they
will gain through their active participation in a
medium-term sector priority-setting exercise
for it to be successful.
Different interpretations of key notions like
health, health risk, disease, quality of life or
necessary care can lead to different decisions
regarding the health sector interventions to
prioritize (see Box 4.8). Decision-makers must
agree on the interpretation of key concepts and
reference standards used. A choice must be
taken whether a narrow (biological) or a broad
(bio-psychosocial) interpretation of health and
disease is to be applied, and which standards of
normality and abnormality (minimum, average
or optimum) will be applied with regard to the
(expected) quality of life.
“All views are entitled to be aired. It is through
vigorous and constructive debate that together
we will chart the path ahead.”
-- Nelson Mandela speaking at the Opening of the
48th National Conference of the ANC, University of
Durban-Westville, Durban, South Africa, 2 July 1991

Differences in attitudes between
national health workers and
donors in weighing costeffectiveness and severity of
disease in Uganda?68
In Uganda, the relative preference of key
players in priority-setting was studied with
regard to two criteria: cost-effectiveness
of interventions and severity of disease.
Respondents of the questionnaires were
health actors at national, district, and
health subdistrict and facility levels:
health workers, development partners or
donors and politicians. Above 90% of the
respondents recognized the importance
of both severity of disease and costeffectiveness of intervention. In the three
scenarios where they were to choose
between the two, a majority of the survey
respondents assigned highest weight
to treating the most severely ill patient
with a less cost-effective intervention.
However, in in-depth interviews, international development partners preferred
the consideration of cost-effectiveness of
intervention. The study recommends that
discrepancies in attitudes between national
health workers and representatives from
the donors should be openly debated to
ensure legitimate decisions.
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Steps
The following steps are suggested for the prioritysetting process.69
1.

Adopt a clear mandate for the prioritysetting exercise.

2.

Define the scope of the priority-setting
and who will play what role.

3.

Establish a steering body and a process
management group.

9.

Develop or adopt a scoring system.

10. Adopt a plan for monitoring and
evaluating the priority-setting exercise.
11. Collate and analyse the scores.

4.

Decide on approach, methods and tools.

5.

Develop a work plan/roadmap and
assure availability of the necessary
resources.

6.

Develop an effective communication
strategy.

7.

Inform the public about the prioritysetting and engage internal/external
stakeholders.

8.

Organize the data collection, analysis and
consultation/deliberation processes.

12. Present the provisional results for
discussion; adjust if necessary.
13. Distribute the priority list to
stakeholders.
14. Assure the formal validation of
recommendations of the priority-setting
outcome.
15. Plan and organize the follow-up of the
priority-setting, i.e. the decision-making
steps.
16. Evaluate the priority-setting exercise.
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4.6 Common challenges and factors of success
4.6.1 Constraints and
challenges
Several constraints have been observed in
priority-setting. Some of these are rooted in a
given country’s overall political, institutional or
legal context, while others are health system
related. There are also process-related
constraints.70
Context constraints
Weaknesses in the country’s legal frameworks may hamper implementation and
monitoring and evaluation (M&E) of national
policies, as well as adequate leadership and
governance, notably in terms of transparency
and accountability.
Insufficient intersectoral coordination and
collaboration, due to weak institutional
frameworks, may cause inadequate prioritysetting and may result in incompatible
decision-making on public and donor budgets.
Health system constraints
A poorly functioning health sector information
system, marked by incomplete and flawed
data, may lead to erroneous conclusions
regarding the relative importance of health
problems and the effectiveness of strategies.
If the health system lacks the necessary
entrepreneurial spirit and learning culture,
the priority-setting exercise may become
a formality that will not effectively provide
guidance for further sector development.
Incomplete legal frameworks for the health
sector and unclear decision-making procedures may hamper programme evaluation. As
a result, the evidence base for priority-setting
may become biased.

In a strongly centralized health system there is
a risk that representatives of service providers
and civil society are not sufficiently on board.
If the panel for advising on health sector
priorities lacks health economic knowledge
and/or allocation experience, there may be
insufficient capacity to translate analysis
results into revised and updated plans.
Process constraints
In a health system that is facing too many
administrative demands, priority-setting and/
or its follow-up may end up as an activity of
low priority.
Absence of strong MoH leadership and of
effective two-way communication between
the various stakeholders may lead to a poorly
accepted outcome of the priority-setting and,
ultimately, to uncertainty about the availability
of the necessary future resources (national
and external).
Another challenge is the natural inclination
of those who are involved in priority-setting
to focus on the continuation of existing
strategies and modalities, with slight modifications. However, ongoing interventions
and programmes are usually the product of a
multitude of driving forces, motivations and
compromises. Understanding those driving
forces can help prevent undue influences from
playing a role in reviewing sector priorities,
thereby better customizing existing strategies
and modalities.
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4.6.2 Factors of success
One major
success factor
is having, prior
to prioritysetting, an
in-depth
sector review
or situation
analysis that
has examined
aspects such as
effectiveness,
efficiency,
and costeffectiveness
on the basis
of not only a
quantitative
data analysis
but also on
qualitative
information on
cross-cutting
factors that
influence
health system
performance
and potential.

One major success factor is having, prior to
priority-setting, an in-depth sector review or situation analysis that has examined aspects such as
effectiveness, efficiency, and cost-effectiveness
on the basis of not only a quantitative data
analysis but also on qualitative information
on cross-cutting factors that influence health
system performance and potential. For this, it
is not enough to only identify SWOT of the past.
We must know what worked and what did not
work in the past, but above all we must find
out why interventions of the past period were
effective or not. A classic example is health
information, an area that in many countries
was diagnosed again and again as suffering
from serious systemic weaknesses, in spite of
repeated strategic (medium-term) decisions to
strengthen it. In many cases this was to no avail,
because the root causes were not addressed
in subsequent new plans. In other words, the
“why” question was not adequately addressed.
If, once again, the insufficiencies of the health
information system are seen as a key problem
to be addressed in the coming years, it is only
useful to select this area as a priority when
the proposed renewed efforts and investments
are based on a clear understanding of the root
causes of dysfunction.
The priority-setting can be considered successful
when a number of criteria have been met.71
The priority-setting process is based on a
clearly defined scope, approach and methodology.
The process of priority-setting has evolved in
a transparent manner, with adequate information management, whereby communication
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and feedback were ensured, the organizers
were accountable and opportunity existed
for a decision review (appeals mechanism).
The analysis has taken into consideration
values and local context.
If undue driving forces have co-determined
the previous priority agenda, there is space
for “alternative agenda setting”.
The next (stage of the) plan and budget
show a more balanced and rational resource
distribution, based on needs, cost-effective
interventions and values.
It transpires clearly from the next (stage of
the) plan and budget that the most important
health threats are adequately addressed.
Resources are allocated for interventions that
benefit the population groups and regions
most affected and at risk.
The implementation of the plan/budget shows
better cost-effectiveness because strategies
and implementation modalities have been
adapted to evidence-based technologies,
whereby the local context was taken into
account.
The next (stage of the) plan and budget
show that priority needs of disadvantaged
population groups are explicitly addressed.
The adopted priorities and following resource
allocation and plans have taken into account
the views of various stakeholder groups
through an explicit process that has resulted
in their engagement (buy-in) and the prioritysetting outcomes are socio-culturally
acceptable to the population. As a result,
stakeholders have shifted priorities and/or
reallocated resources changes in strategic
directions.
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Factors that facilitate the priority setting:72
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senior-level managerial and clinical championship;
strong leadership in coordination and oversight;
culture to learn and change integrated management of budgets;
resources earmarked for the process itself
and for follow-up on recommendations.
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4.7 What if …?
4.7.1 What if your country is
highly centralized?
In a highly centralized setting, those who are
responsible for the priority-setting exercise
must be aware of four risks.
If communication (two-way) between central
level and intermediate and operational levels
is insufficient, the MoH may not have all the
necessary information about the situation
“in the field”, for identifying and adopting
priorities. For instance, the ministry may
not have a complete picture of different
situations and needs between regions and
may not have full insight in the perceptions,
opinions and demands of local stakeholders.
If MoH’s communication strategies, mechanisms and means are insufficient, there
is a risk that various groups of actors and
beneficiaries of the health system are not
adequately informed and sensitized for the
priority-setting exercise in a timely manner.
The existing institutional and organizational
framework may not provide the necessary
platform function for consulting various
stakeholder groups and for facilitating their
participation in the priority-setting process
(including repeal mechanism).
If decision-making in the health sector is
highly centralized, the translation of the
results of the priority-setting (i.e. the recommendations for prioritizing specific needs,
interventions and for resource allocation) in
planning and budgeting may be unduly influenced by political issues, thereby weakening
its legitimacy.

Box 4.9

Influences in priority-setting at
the meso and micro levels in a
highly-centralized system73
A study in Kerman province in Iran sought
to understand how the national prioritysetting programme worked. What factors
influenced the implementation process,
at the meso and micro levels, in this
centralized health system? The analysis
showed that the process of priority-setting
was non-systematic, that there was little
transparency, and the priority decisions
were made independently from their
implementation. This was found to be
due to the highly centralized system:
priorities are set at the macro level without involving meso or micro local levels
or any representative of the public. The
two main benefit packages are under the
responsibility of different ministries and
there was no coordination between them.
The process was also heavily influenced
by political pressure exerted by various
groups, mostly medical professionals.
The weaknesses were exacerbated by
a growing gap between rural and urban
areas in terms of access to health services.
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The following case (Box 4.9) describes some of
the potential threats experienced in a highlycentralized system:
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In order to avoid the above-mentioned risks, it is
useful for central-level authorities to think about
its existing health sector policy cycle to ensure
improved communication and participation.
This is only of benefit to the central authorities
as more input from and better communication
with the sub-national levels will lead to better
adherence and more meaningful contribution
to new plans and budgets.

4.7.2 What if your country is
decentralized?
In many countries, decentralization of the health
sector involves decision-making and resource
management being delegated to regional and
district health managers. In a situation of
comprehensive political/administrative decentralization, there is even devolution of powers
and responsibilities to local government. Consultation in health sector priority-setting will
take place in line with the type and degree of
decentralizing. The main challenges will be to:

Especially in a situation where health sector
responsibilities and powers have been devolved
to local government, it is important that local
administrators are well prepared for the task
at hand. This means that
(i) they must have a good understanding of
public health issues;
(ii) their mandate is clear and that coordination
and collaboration with local health authorities
is adequate;
(iii) they receive clear guidelines and instructions
regarding any norms, priority areas, resource
allocation decisions etc, that have been
defined at national level. Hence, central-level
MoH and the ministry of local government
jointly have a key role to play in preparing
local government for priority-setting in the
local health system (see Box 4.10).

organize, coordinate and guide the consultation at all levels, and to adequately synthesize
the results of all phases;
allow for sufficient flexibility in setting priorities, respectful of mandates at decentralized
levels, while also keeping in mind national
guidelines, targets and norms for the whole
country.

Chapter
Chapter
4 Priority-setting
2 Population
forconsultation
national health
on needs
policies,
andstrategies
expectations
and plans

213

Box 4.10

Challenges in participatory planning and priority-setting in Uganda’s
decentralized health system74
In Uganda, participatory planning is fairly
established; many decentralized district
leaders involve the public in local health
priority-setting processes. In an attempt to
draw lessons from Uganda’s experience, one
study conducted in-depth interviews with
health planners at the national, district and
community levels, and organized five group
discussions at community level. Participants
revealed a number of challenges.
District-level respondents reported to have
gained decision-making powers, but were
concerned about the degree of financial
independence they had to implement decisions. The national-level respondents were
concerned about the capacity of the districts
to absorb their new roles. Meaningful involvement of the public in priority-setting, and poor
communication between the different levels
of the decentralization system, despite the
existing structures, were additional concerns.
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To address these challenges, the authors proposed several potential solutions. Regarding
district health planning capacity, the authors
suggested providing stronger technical
assistance and supporting districts to hire
qualified technical personnel. In addition,
they recommended that the national level
ensure true financial decentralization so that
districts actually have more control over the
decisions and plans they make. The authors
also encouraged mapping of resources allocated to districts so that resource distribution
can be better visualized and understood at
the national level. This would have positive
spillover effects on the level of financial
independence granted to districts. Finally, to
address the issue of poor public participation,
the authors advocate for more resources to
facilitate continuous discussion and dialogue
between the public and leaders.
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4.7.3 What if fragmentation and/or fragility is an issue in your
country?
Determinants of fragility include conflicts,
weak institutions, external shocks, poverty,
disease and regional instability. It is the interplay
of these determinants that determines the
outcome. Drivers of dysfunctional governance
are often self- and mutually-reinforcing. In this
environment, short-term gains may outweigh
an uncertain long-term vision, and any prioritysetting exercise will certainly reflect this.
In a fragmented and/or fragile environment,
health needs are likely to be very diverse and
extreme, varying from rampant infectious diseases to malnourishment, injuries caused by
violence and chronic effects from failed primarylevel care. On the other hand, effectiveness and
efficiency of available solutions/interventions
may be very low, due to local implementation
constraints such as insufficient service providers, poor maintenance, interrupted access
due to insecurity and corruption. Meanwhile,
the situation on the ground may evolve rapidly
and in an unplanned way. In combination with
poor communication lines, it makes it difficult
for central government to keep a good overview
of the situation and trends for the whole country.
The problem is often compounded by incomplete
and possibly flawed data/information, which
is to provide the basis for the sector analysis.
This makes the assessment of health needs,
feasibility of solutions and cost implications
difficult.
A weak public sector is one of the common
characteristics of a fragmented and/or fragile
environment. The MoH may have insufficient
human resource capacity (in numbers and in
expertise). The institutional framework may be

suboptimal as well as the internal organization, leading to ineffective communication and
coordination. Weak leadership by the MoH and
insufficiencies in the coordination of stakeholders and actors make it difficult to organize a
comprehensive and inclusive approach for the
priority-setting.
Before formulating recovery strategies as per
sector priorities, stakeholders should consider
what the main characteristics of the crisis are,
and what the future country context might look
like. Important questions to be answered are,
for instance: Is the present turmoil structural
or transient? What are the chances that a legitimate government will eventually emerge from
the protracted crisis? What are the economic
prospects (recovery of livelihoods, resettlement
of displaced people and refugees)?
The supranational landscape needs to be understood as well. Will external actors remain
involved in domestic affairs, and if so for how
long? Will donors support transition and health
system development? What will be the role of
neighbouring countries?
In addition, priority-setting must take into account
the role of the national government and the MoH
in a situation of fragmentation and/or fragility.
Is the national government politically legitimate
and technically capable? Is the MoH willing to
lead healthcare developments, disinterested
or resource-less? Are health authorities able
to play a leading role in the healthcare field?
Are there no contested regions? Is there no
opposition by powerful donors on political or
human-rights grounds?
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A medium-term priority-setting exercise for the
health sector in such an environment will probably need an adapted and simplified approach
in various areas.

In a fragile
state context,
a “quick
and dirty”
assessment
could be
organized
that would
provide a
“good enough”
understanding
of the essential
issues.

1. Data/information collection and analysis
If the health information system is poorly
organized, turning out incomplete and
unreliable data, the usefulness of (the
analysis of) certain data for priority-setting
may be doubtful. One might be tempted
then to immediately invest in repairing/
completing the entire database and to
start strengthening the health information
system. However, this is a comprehensive,
complex and sizeable undertaking, even
under more favourable circumstances.
Therefore, instead, some “quick and dirty”
assessments could be organized that would
provide a “good enough” understanding of
the essential issues
2. Consultative approach, scope and time
horizon
When communication with certain parts of
the country is disturbed due to insecurity
or failing logistics, or when partner organizations from the non-public sector have
started operating more or less independently
due to failing coordination mechanisms,
a comprehensive consultation process
will be difficult to organize and is likely to
become a costly exercise. Moreover, due
to the disturbed environment, those to be
consulted may not have been adequately
informed in advance on the health sector

3. Flexibility of the resulting recommendations
While the recommendations that result from
the consultation may be relevant and fair,
their feasibility may become questionable
due to rapidly changing circumstances in a
volatile environment. Therefore, it may be
useful to formulate these recommendations
in such a way that they can be used in
different situations. A few scenarios may
be considered, for example, with regard to
the likelihood of achieving in the near future
a planned government reform and implementation of measures towards governance
strengthening. Because of this need to allow
for flexibility in the recommendations, it is
preferable that their total number be limited.
If there are indications of serious health threats,
specific for a certain population group or region,
or of paralysed service provision in certain
service areas (types, levels or geographical),
efforts must be made to establish a clear
picture of the current situation and trends.
Such problems need to be quantified and their
likely consequences are to be documented.
This will allow for situation- or area-specific
priority-setting recommendations.
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issues at stake. In such circumstances,
the concessions may be necessary with
regard to the scope of the consultation,
the methods to be used and the degree of
representativeness of various stakeholder
groups.
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4.7.4 What if your country is
highly dependent on aid?
As we move from Millennium Development Goals
(MDGs) to the Sustainable Development Goals
(SDGs), the fragmented priorities seen in global
health for decades are being counterbalanced
with more sustainable, system-focused solutions.
The SDGs are applicable to all countries, and
go well beyond the MDGs.75
Accordingly, the role of donors and global
health initiatives is evolving greatly over the
last decade. The Millennium Development Goals
(MDGs) adopted by the United Nations in 2000
had set the tone for much of the international
agenda for health and directed the nature of
health as priorities at national level. Looking
back 15 years at the trends and positive forces
during the MDG era, several limitations have
also become apparent. These are, a limited
focus, resulting in verticalization of health and
disease programmes, a lack of attention to
strengthening health systems, the emphasis
on a “one-size-fits-all” development planning
approach, and a focus on aggregate targets
rather than equity. The MDGs is perceived by
some as a typical case of bypassing the will of
developming countries’ citizens.
The MDGs spurred large global health initiatives
to donate millions to national governments for
very specific health issues; this has shifted the
perspective of national governments when
deciding on resource allocation for health. It may
be the case, as is seen with HIV in Malawi (see
Box 4.11), that certain diseases take prominence
because of the available financial resources
from large donors and not initially because of
the prevalence or burden of disease.
The importance of high aid dependency for the
priority-setting process depends on several
factors.

(a) The extent to which the external aid and
donors are integrated in the overall health
sector development, in terms of coordination, alignment, etc.
In aid-dependent settings, it is especially crucial
to keep striving for better collaboration and coordination in planning, especially for joint sector
analysis, comprehensive needs assessment,
resource allocation, budgeting, predictability
of resource flows, resource utilization and
management. Stronger national leadership
and formal arrangements for harmonized
sector development by the entire stakeholder
community are important goals to work towards
and keep working towards.
While structural high dependency on external aid
itself is a barrier for establishing a sustainable
national health system, the consequences of
scattered and poorly coordinated aid probably
have an even more negative impact on the
planning process, especially on priority-setting.
Medium-term and comprehensive health sector
priority-setting in an environment of poorly
integrated and coordinated aid is undermined by
parallel steering and decision-making, which is
often guided by different agendas and based on
different criteria and decision-making processes.
Even when in such a situation, development
partners express support for national leadership and adhere to the adopted sector plan
and priorities, this does not guarantee that
their financial and technical resources can be
harnessed towards the implementation of the
adopted sector priorities. These constraints
have been extensively documented and have
led to initiatives such as the Paris Declaration,
the Accra Agenda and IHP+. Experience to date
with countries where a National IHP+ Compact
was signed indicates that important gains could
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Fig. 4.5 Inexistent lines of accountability between donor agencies, their citizens
and recipient citizens

Accountability

Aid agency

Broken lines of accountability

Adapted from the World Development Report 2004:
Making services work for poor people, World Bank, 2004
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be made in assuring that external aid is used
adequately.

(b) The opportunities and prospects for
reducing aid dependency
The options may be limited, when
(i) solutions for solving the country’s health
problems are costly;
(ii) the country’s economic basis is weak;
(iii) extensive efforts have already been made
to reduce costs through efficiency gains by
introducing reforms, adapted strategies and
implementation modalities.
In such a case, national government and development partners should jointly develop ideas and
plans for efficiency gains and review resource
redistribution. This may require institutional
reforms or adaptation of standard strategies
and care systems for improving efficiency.
New strategies and implementation modalities
will have to be tested in a pilot before they are
implemented. In addition, it may be necessary
to review the economic sustainability of certain
care solutions. Such a review may lead to a
decision to disinvest in a certain area/service
in order to increase resource availability for
more crucial health needs.

Integration of priority (disease-based) programmes in comprehensive health system
development is often an uphill battle. The vertical
nature of some of these programmes in terms
of planning, implementation modalities, funding
flows, allocation criteria and M&E is usually seen
as a condition for obtaining rapid and significant
results, especially in an environment of weak
public-sector leadership and governance. The
risks that come with well-funded vertical programmes are also well documented.76 They are
related to the multiplication of implementation
systems, norms and standards, misbalanced
sector funding, conflicting interests and ownership issues. It is, therefore, important to carefully
manage the role of such vertical programmes
and their funders in a sector-wide priority-setting
process. National IHP+ Compacts should help to
avoid that pressure from powerful, sometimes
semi-autonomous disease programmes and
the temptation of their lavish funding that
can distort the processes of ranking priorities
and subsequent decision-making in resource
allocation and planning.
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Box 4.11

The impact of earmarked aid contributions on national health prioritysetting mechanisms in Malawi77
This case study in Malawi on external influence in priority-setting looked at the involvement of the international community in the
campaign to tackle the HIV/AIDS epidemic,
and found that it had an unprecedented
impact on national health priority-setting
mechanisms in Malawi. The example shows
how, despite the country’s commitment to
comprehensive sector development based
on national leadership and strengthened
coordination, massive earmarked external
funding interfered with rational and just
priority-setting.
Malawi has a high prevalence of HIV (12%).
In response to the MDG goal No. 6 several
Global Health Initiatives (GHIs) provided
increased financial assistance to Malawi
for addressing HIV/AIDS within the health
sector. Among them were the Global Fund
to Fight AIDS, Tuberculosis and Malaria
(GFATM), United States Agency for International Development (USAID), UN Development
Programme (UNDP), the World Bank, UK
Department for International Development
and the African Development Bank, among
others. In 2002, donor contribution to the
total HIV/AIDS resource envelope held by
the National AIDS Commission was 46%, but
rose to 73% by 2005. In addition, the majority
of the aid contributions for health were also

earmarked for HIV/AIDS. Due to this shift
in the overall sector budget, attention was
diverted away from other important health
priorities. GFATM became the largest donor,
with US$ 300 million in aid since 2002, of
which around 80% was earmarked for HIV/
AIDS programmes. Not surprisingly, GFATM’s
role in national priority-setting and planning
grew and complications arose. Concerns
were reported about the poor integration of
its activities into the Malawi’s health sector
SWAp (Sector-Wide Approach). For instance,
there were parallel planning structures
for the Malawi National AIDS Committee
Integrated National Working Plan. These
developments were not in line with Malawi’s
earlier efforts to better coordinate the different GHIs and development agencies even
before the SWAp. Vertical funding towards
HIV/AIDS has compromised the distribution
of human resources for health. There has
been a noticeable task-shifting impact on
the health system as health workers leave
other services, such as antenatal care and
reproductive health, to work for HIV/AIDS
programmes funded by international donors.
Although there have been improvements
in HIV/AIDS incidence rates in Malawi, it
is important to consider the gravity of the
impact of these external influences on
priority-setting in the wider health sector.
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4.8 Conclusion
Priority-setting is an indispensable step in the
health sector development process because it
guides medium-term sector development. It is
important to choose approach, methods and tools
carefully, taking into account the national setting
with regard to important contextual developments
and overall development trends, availability of
key data and evaluations on performance, the
role of citizens and various stakeholder groups,
the organizational and leadership capacity of
the public sector, and – last but not least – the
resources that are available.

There is not one single set of methods and tools
that is considered appropriate in all settings.
All those presented in this chapter have advantages and disadvantages or limitations (see
Annex 4.2). For this reason, approaches which
combine different criteria are recommended.
At the moment, a comprehensive HTA process
comes the closest to bringing together analyses
of different criteria, although it still needs to be
complemented by further analyses.

From priority-setting to planning
Priority-setting
starts with a
reflection on
the criteria
to be used to
set priorities,
followed by
a series of
analyses where
value-based
and technical
approaches
may be used.
Technical considerations are
then weighed
against value
considerations.
This means
that an analysis
on the basis of
explicit criteria
is done with
contributions
from experts
as well as from
population representatives.

Priority-setting starts with a reflection on the
criteria to be used to set priorities, followed by
a series of analyses where values and technical
approaches may be used. This chapter argues
in favour of a combination of approaches in
priority-setting, in which technical considerations
are weighed against value considerations. This
means that analysis on the basis of explicit
criteria (such as, but not limited to: burden
of the health issue, effectiveness of the intervention, cost of the intervention, acceptability
of the intervention, and fairness) is done with
contributions from experts (for technical aspects)
as well as from population representatives
(deliberation, notably on weighing values). The
latter is crucial as, in the end, citizens should
have the final say in decision-making through
democratic processes.

In priority-setting, the ranking exercise will
result in a set of recommended interventions that
are considered most important, most effective
and least costly. The ranking must take into
account preliminary cost implications in order
to determine cost-effectiveness, but does not
go into detailed operational costing.
The decision-making about how to apply the
ranked priorities with regard to the existing
resource allocation criteria and formulae is
done in a following phase. This decision-making
will require compromises and trade-offs. The
national criteria and formulae will be applied by
the ministry of finance and the MoH, taking into
account the expected total volume of resources
(fiscal space), after which the planning, detailed
costing and budgeting will follow.
Predictability of all types of external financial
resources is paramount, since these may determine to a large extent how realistic the scenarios
of a Medium-Term Expenditure Framework
(MTEF) are.
The sector policy and planning cycle then proceeds with the strategic planning, costing and
budgeting, after which follow the implementation
stage and M&E.
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Priority-setting requires detailed and timely
preparation as well as a formal follow-up of
the results especially with regard to enabling
and empowering citizens to make an informed
choice through their parliaments. A crucial
aspect of the process is ensuring that criteria
and values are made explicit so that they can
be openly discussed.
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Annex 4.1
Methods and tools for technical approaches
Health Technology Assessment
The health technology assessment system defines
the following 7 steps.
1. Registration assures safety and efficacy
of new products and provides a gateway
for considering a technology for public or
donor funding.
2. Scoping identifies and selects technologies
(broadly defined as policies, interventions,
drugs, diagnostics, and other products) for
evaluation depending on country or donor
priority-setting goals.
3. Cost-effectiveness analysis uses widelyaccepted economic evaluation methods,
tools, and systematic evidence reviews,
building on defined priority-setting criteria,
such as health impact, equity, and financial
protection, as relevant.
4. Budget impact analysis examines and projects the potential financial and fiscal impact
of adopting and diffusing a technology.
5. Deliberative process considers the results
of cost-effectiveness analysis and budget
impact analysis as well as more subjective
decision-making criteria dependent on
national values and context to recommend
public or donor funding.
6. Decision assesses recommendations and
makes decisions to include a technology
in public or donor budgets.
7. Appeals, tracking, and evaluation allows
for the appeal of recommendations and
associated analysis, as well as the tracking
and evaluation of the impact of decisions.

(a) Marginal cost-effectiveness analysis (MCEA),
also called incremental cost-effectiveness
analysis, is only concerned with spending the
marginal (i.e. the “next”) dollar on the most
cost-effective option. It is exclusively based
on an assessment of existing interventions,
regardless of any explicit constraints. MCEA
relies on a threshold as a simple decision rule
for choosing whether or not to do something:
if the cost-effectiveness of that activity is
under the threshold, the activity should be
implemented, but not otherwise. The threshold
can represent some notion of social benefit
but in practice it is usually defined by precedent. Such marginal decision-making on new
priorities is likely to allow only for marginal
improvements. The difference between the
optimal position and the current position will
tend to grow if marginal decision-making
with respect to such criteria is repeated over
many periods.
(b) Generalized cost-effectiveness analysis (GCEA)
does not assume that current practice is
economically worthwhile. It estimates the
cost-effectiveness of both the new and existing
technology compared with a hypothetical
“null” comparator. In GCEA, this null position
is estimated by simulating the effects of
“stopping” activities relevant to the domain
of analysis. It does not mean removing all the
effects that may persist after such activities
are stopped -- the effects will usually wane
as the population ages. In the WHO GCEA
toolbox, known as CHOICE (http://www.who.int/
choice/en/), the null reference scenario does
not demand that they be artificially removed.
Instead, the WHO CHOICE approach assumes
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Cost-effectiveness analysis (CEA) compares
the relative costs and effects (outcomes) of two
or more courses of action.
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that priority-setting seeks to maximize benefit
in a real-world setting. Therefore, CHOICE
takes into account an explicit budget constraint
(e.g. the current health expenditure) and realizable health gains are analysed with respect
to this constraint. WHO CHOICE produces a
set of interventions (activities, policies or
projects) which, for a given budget, yields the
highest achievable health gain. GCEA may
identify opportunities for disinvestment or
for increased investment in existing activities.
In MCEA, such opportunities will be systematically missed.
(c) Extended cost-effectiveness analysis (ECEA)
“extends” GCEA by estimating, in addition to
the health gains of an intervention, the benefits in financial risk protection and fairness
(i.e. equity). These benefits can be assessed
independently and reported in a “benefits
dashboard”.
Program Budgeting and Marginal Analysis
(PBMA) is used to determine the optimal mix of
a particular set of services for a given amount
of resources. While programme budgeting was
originally conceived as a tool for tabulating
expenditure of different programmes within an
organization, marginal analysis was required as an
evaluative technique to examine the reallocation
of resources in order to improve benefit to the
defined population. Based on the underlying
economic principle of opportunity cost, use
of marginal analysis can aid decision-makers
in identifying potential changes in the mix of
services provided which may lead to maximizing
the health gains.

Limitations of PBMA mentioned in literature are:
(i) the method is exclusively based on current
programmes/priority areas and allocation
criteria, and
(ii) it is both time and data-intensive.

Burden of disease analysis (BoD)
Burden of disease analysis aims to quantify the
gap between the ideal of living to old age in good
health, and the current situation where healthy
life is shortened by illness, injury, disability and
premature death. BoD analysis can include
epidemiological measures such as incidence,
prevalence and mortality rates. The impact of
a health problem is measured by financial cost,
mortality, morbidity, or other indicators. Morbidity
can be quantified in terms of quality-adjusted
life-years (QALYs) or disability-adjusted life-years
(DALYs), both of which quantify the number of
years lost due to disease. Since DALYs/QALYs
measure for loss of quality and productivity in
life, these indicators are notably interesting in
a setting where chronic conditions due to noncommunicable diseases (such as diabetes type
2) are gaining importance over life-threatening
communicable diseases (e.g. malaria).
The following examples illustrate models for BoD
analysis that can also be considered in addition
to the traditional BoD means of analysis.
The Patient Generated Index (PGI) is selfadministered, and aims to quantify (via
questionnaire) the effect of a medical condition
on a patient’s quality of life in a way that has
meaning and relevance in the context of the
individual’s daily life.
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The Lives Saved Tool (LiST) is a decisionmaking computer software that enables
the estimation of intervention impact on
mortality at national, regional and global
levels. It contains an expansive evidence base
of context-specific intervention effectiveness.
A possible disadvantage of the tool is that it
could encourage a vertical approach in health
care strengthening, and does not take into
account contextual factors that influence
feasibility and effectiveness.
Health Needs Assessments (HNA)
Health Needs Assessments can include
various epidemiological measurements on
patterns of disease within a community or
population. Examining these patterns can
help to identify inequalities in health. The
assessment outcome may, however, not be
entirely in line with economic evaluations that
focus on health problems with cost-effective
solutions, because the emphasis with HNA is on
high-mortality health problems (which may not
be cost-effective). Despite this, HNAs provide a
foundational basis for evaluating fundamental
health problems.

axes indicate “high” or “low”. Each quadrant is
labelled as either “high need/high feasibility”,
“high need/low feasibility”, “low need/high
feasibility”, “low need/low feasibility”. Competing
activities, projects, or programmes are evaluated
against how well this set of criteria is met. They
are then categorized and prioritized.
High need/high feasibility – With high demand
and high return on investment, these are
the highest priority items and should be
given sufficient resources to maintain and
continuously improve.
Low need/high feasibility – Often politically
important and difficult to eliminate, these
items may need to be redesigned to reduce
investment while maintaining impact.
High need/low feasibility – These are
long-term projects which have a great
deal of potential but will require significant
investment. Focusing on too many of these
items can overwhelm an agency.
Low need/low feasibility – With minimal
return on investment, these are the lowest
priority items and should be phased out,
allowing for resources to be reallocated to
higher priority items.

2x2 grid
The 2x2 grid helps to evaluate priorities according
to certain criteria. The grid consists of four
quadrants; one broad criterion is assigned to
each axis (e.g. “importance/urgency”, “cost/
impact”, “need/feasibility”, etc.). Arrows on the
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Box A.4.1 shows a hypothetical 2x2 grid
assessment of priorities in an Ebola outbreak
situation. The need and feasibility parameters
evolve over time, demonstrating that this sort
of exercise can be done at regular intervals.
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Box A.4.1

Priority-setting at national level after an Ebola outbreak
Emergency phase:
should stopping the outbreak be a priority?
High need/low feasibility
Need: Risk of outbreak further spreading,
possibly becoming a pandemic.
Feasibility: No cure readily available; isolation
of cases and prevention difficult.
Health system recovery:
should short-term investments be a priority?
High need/high feasibility
Need: Due to system breakdown (e.g. shortage
of human and other resources), care in the
affected areas is increasingly insufficient.
Feasibility: Emergency funding allows for
rapid investments (e.g. by recruitment of
new staff and by adding laboratory services)
and for strengthening of key services (e.g.
improvement of surveillance practices).

Resilient health system building:
medium-term strategies
Low need/high feasibility
Need: Parallel to the system recovery investments, an in-depth analysis of structural
health system flaws (including those related
to socioeconomic health determinants,
and therefore multisectoral) can be thoroughly planned and implemented. Based on
the results of this analysis, medium-term
strategies can be developed for tackling
deeply-rooted system weaknesses.
Feasibility: Firm political commitment at
national and international level allows for
strengthening the overall health system so
that it can better prevent similar outbreaks
and their spreading, as well as improve
service readiness for the care of affected
populations.
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Basic Priority Rating System
(BPRS)

Propriety, Economics, Acceptability,
Resources and Legality component
(PEARL)

The BPRS (Hanlon method) prioritizes health
problems based on the nature of the problem
and the effectiveness of the solution. The nature
of the problem is defined by key variables,
including the weight, severity, urgency, economic
consequences, willingness and involvement of
others and the effectiveness of the intervention.
Each variable is given a rating on a scale of
1–10 (low to high). The method uses the steps
outlined below.

Once health problems have been rated by
criteria, PEARL is used to eliminate any health
problems which receive an answer of “No” to any
of the questions below on aspects of feasibility.
Alternatively, corrective action is planned to
ensure that potential health priorities meet all
five feasibility factors.

Step 1: Rating against specified criteria – Once
a list of health problems has been identified,
on a scale from one through ten, each health
problem is rated on the following criteria: size
of health problem, magnitude of health problem,
and effectiveness of potential interventions.
Step 2: The PEARL test is applied (see below).

Propriety – Is a programme for the health
problem suitable?
Economics – Does it make economic sense
to address the problem? Are there economic
consequences if a problem is not addressed?
Acceptability – Will a community accept the
programme? Is it wanted?
Resources – Is funding available or potentially
available for a programme?
Legality – Do current laws allow programme
activities to be implemented?

Step 3: Priority scores are calculated, based on
the three criteria.
Step 4: The health problems are ranked, based
on the priority scores calculated in Step 3 of
the Hanlon method, the highest priority score
receiving a rank of “1”, the next highest priority
score receiving a rank of “2”, and so on.
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Annex 4.2
Methods and tools for value-based approaches
Accountability for Reasonableness (AFR)
AFR is a decision-making approach that builds
upon four conditions:

5. Round-three vote: all participants vote up
to two times and the only item with three
or more votes is the chosen focus area.

Nominal group technique (NGT)
(i) relevance to the local setting, decided by
agreed criteria;
(ii) publicizing priority-setting decisions and
the reasons behind them;
(iii) the establishment of revisions/appeal
mechanisms for challenging and revising
decisions;
(iv) the provision of leadership to ensure that
the first three conditions are met.

Citizen consultation processes
Citizen consultations can capture a population’s
demands, opinion and expectation on healthrelated matters in order to improve the
transparency and relevance of the priority-setting
process. Please refer to Chapter 2 “Population
consultation on needs and expectations” in this
handbook for more detail.

Multivoting technique (MVT)
1. Round-one vote: on a note card, all participants anonymously vote for as many
priority focus areas as desired.
2. Update list: all votes are tallied and a small
number of focus areas receiving most votes
are posted for the group to view.
3. Round-two vote: all participants vote up to
three times for the remaining focus areas.
4. Update list: all votes are re-tallied and the
three focus areas receiving three or more
votes are posted for the group to view.

The technique involves a facilitator to direct a
round-robin series of voting whereby an issue or
problem is brought forward by each participant
in the group. This is done “silently” with no
group discussion and produces a lengthy list
of areas that are recommended by the group
for prioritization; this is also known as silent
brainstorming. The items are then grouped
together and categorized by nature of the issue
and a discussion is facilitated to determine if the
items measure up to the criteria decided upon
prior to the NGT process. Participants are then
asked to individually rank the various health
problems identified on a scale of 1–10 (or most
appropriate scaling measure). Responses are
then collected, and calculated by the facilitator,
who reports the scores back to the group.
This process is then repeated, either by group
consensus or individual ranking until the results
are narrowed down further.

Delphi technique
The Delphi technique facilitates decisionmaking based on the results of questionnaires
sent to a group of experts. Several rounds of
questionnaires are sent out, and the anonymous
responses are aggregated and shared with the
group after each round. The experts are allowed
to adjust their answers in subsequent rounds.
Since multiple rounds of questions are asked
and the panel is told what the group thinks as a
whole, the Delphi technique seeks to reach the
correct response through consensus.
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Table A.4.1 Example Delphi questionnaire
In your view, which of the following clinical areas should be high priority for development of an improved evidence
base on minority ethnic groups and their health needs?
CLINICAL AREA

PRIORITY LEVEL FOR DEVELOPMENT
OF AN IMPROVED EVIDENCE BASE

Mental Health

Low 1 2 3 4 5 High 0 (don‘t know)

Cancer

Low 1 2 3 4 5 High 0 (don‘t know)

Immunization

Low 1 2 3 4 5 High 0 (don‘t know)

The questionnaire provides space for respondents
to raise any other issues relating to the topic.
The first round of the questionnaire aims to

COMMENTS – INCLUDING ANY PARTICULARLY IMPORTANT TOPICS FOR ACTION

categorize opinions under common headings.
Based on an analysis of round 1 responses, a
second questionnaire is then prepared.

Table A.4.2 Example Delphi questionnaire
Cancer has been identified as a high priority for developing an evidence base relating to minority ethnic groups.
Within this clinical area, what aspects should research focus on?
PRIORITY FOR DEVELOPMENT OF AN
IMPROVED EVIDENCE BASE

RESEARCH AREA

Identifying risk factors of disease

Low 1 2 3 4 5 High 0 (don‘t know)

Identifying barriers to access to
services

Low 1 2 3 4 5 High 0 (don‘t know)

Improving the patient experience for
minority ethnic groups

Low 1 2 3 4 5 High 0 (don‘t know)
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COMMENTS, IMPORTANT
TOPICS FOR ACTION

After analysis of the round 2 responses, a third
round questionnaire may be designed. Here, the
second round questionnaire is repeated but incorporates scores from the second questionnaire
results. This gives participants a chance to see
how the rest of the group prioritized the areas.
If the participant then wants to change his/her
opinion on the basis of the group consensus,
he/she has the opportunity to do so.
Finally, the results of the third round questionnaire are analysed for agreement and degree
of consensus and the findings are reported.

Multi-criteria decision-making (MCDM)
MCDM is a quantitative decision analysis model
that captures preferences of decision-makers
and discovers the most desired solution to
the problem. It is a hybrid method in that it
incorporates both technical and value-based
approaches. It is based on a performance
matrix where each row describes an option and
each column describes the performance of the
options against each criterion. To do so, five
criteria are applied: maximization of general
population health, the distribution of health in
the population, specific societal preferences,
budgetary and practical constraints, and political
considerations.
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Overview
In health, strategic planning aims at
identifying, sequencing and timing mediumterm interventions for the health sector in
a comprehensive way. The end product is
the sector strategic plan which guides the
activities and investments that are necessary
for achieving medium-term outcomes and
impact.
In line with this definition, the purpose of
strategic planning in health is to define a
medium-term orientation and focus for the
development of the health system. Decisionmaking should be based on a thorough
analysis of the current situation, lessons
learned from previous plans, expected
available resources and chosen priorities.
In this chapter, guidance is provided on
developing a relevant NHPSP that is referred
to, consulted and used. Steps are proposed to
manage the NHPSP development process and
common challenges and mistakes are pointed
out with suggested solutions.
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Summary

What is strategic planning?

Who should be a part of strategic planning?

In health, strategic planning aims at identifying,
sequencing and timing medium-term interventions for the health sector in a comprehensive
way. The end product is the medium-term sector
strategic plan that guides activities and investments necessary for achieving medium-term
outcomes and impact.

Strategizing for health will be more effective if a
wide range of stakeholders are involved in it, and
both the process and the product are truly owned
by the country. To make the process effective,
health sector stakeholders will need to come
to a common understanding of the key issues
and share institutional goals and expectations.
Such an inclusive approach is likely to be more
potent, not only in terms of planning the right
vision and activities, but also in ensuring that
implementation of the strategic plan is jointly
undertaken by all actor groups.

Why is it important to transform priorities
into a plan?
Key reasons for transforming priorities into
plans are:
to concretize priorities;
to keep focus on the medium to long term
without deviating from the optimal path;
to avoid fragmentation of the health sector;
to help focus the policy dialogue on health
sector priorities;
to guide operational planning, resource allocation, and sector monitoring and evaluation.

When should operational planning take
place?
In the context of ongoing comprehensive health
sector development, strategic planning is an
iterative process that should be conducted
every 3–5 years (medium-term). The strategic
planning exercise generally comes after the
phase of priority-setting and precedes operational planning.

How do we transform priorities into plans?
In this chapter, guidance is give on:
preparation of NHPSP development;
setting goals (or strategic directions) in line
with commonly agreed priorities;
setting objectives in the form of targets (and
their baselines);
formulating broad activity areas;
providing orientation on NHPSP implementation;
approval and dissemination of the NHPSP;
NHPSP document structure.

Anything else to consider?
decentralized environment;
fragile environment;
highly aid-dependent context.
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5.1 What is strategic planning?
5.1.1 Definitions
Planning is a method of trying to ensure that the
resources available now and in the future are
used in the most efficient way to achieve explicit
objectives.1 Planning also includes organizing
and preparing the necessary interventions for
meeting those objectives.
In terms of timing, three types of planning can
be distinguished in health sector development:
1. long-/medium-term planning, which is
mostly used for strategic orientation;
2. short-term planning, which guides operational aspects of implementation;
3. ad-hoc plans/disaster preparedness plans,
which are necessary in a situation of important unforeseen developments.
Three characteristics of strategic planning, different from those of operational planning, taken
from entrepreneurial business theories, are:

In health, strategic planning aims at identifying,
sequencing and timing medium-term interventions for the health sector in a comprehensive
way. The end product is the NHPSP, which
guides activities and investments necessary for
achieving medium-term outcomes and impact.
The details on implementation of the NHPSP, i.e.
the most appropriate course of action to fulfil
the goals or strategic directions of a NHPSP,
are reflected in operational plans (see Fig. 5.2).
In line with this definition, the purpose of strategic
planning in health is to define a medium-term
orientation and focus for the development of
the health system, based on a sector vision,
policies, strategies and priorities. In essence,
it is the development of the NHPSP.
In strategic planning, decision-making is based
on a thorough analysis of the current situation,
lessons learned from previous plans, expected
available resources and chosen priorities.
Health sector strategic planning covers:

1. a long-term, rather than a short-term, focus;
2. a comprehensive, “whole-of-business”
perspective, rather than a collection of
divisional business plans;
3. a concern to “fit” the business within the
external environment expected to affect
the business in the longer term.

delivery of comprehensive health services,
including personal and non-personal, clinical
and non-clinical services;
support functions for health service delivery;
health systems governance;
health research;
overall health systems development;
reforms (institutional, organizational and
administrative, including for decentralization);
collaboration/coordination with other sectors.
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Strategic
planning aims
at identifying,
sequencing
and timing
medium-term
interventions
for the health
sector in a
comprehensive
way.

5.1.2 Strategic planning in
relation to other phases
in the policy and
planning cycle
Health sector strategic planning includes:
sequencing and timing;
attributing general responsibilities;
linking interventions (activities and investments) with resource attribution;
establishing a sector monitoring and evaluation system that allows for measuring
implementation (inputs and outputs), effectiveness and result (outcomes and impact),
as well as adjustments of the plan in the
course of its implementation, as per need.

A strategic plan
defines above
all the direction
in which the
health sector
should go,
while an
operational
plan describes
in detail how to
get there.

In any case, NHPSP development is in a sense an
ongoing process. While the overarching NHPSP
document is developed jointly by health sector
stakeholders once every 3–5 years, an adjustment for an area-specific strategy such as, for
instance, community health or malaria, may be
slightly earlier or later but impacts on the core
substance of the NHPSP. In the same vein, specific
activities may require a separate strategy, such
as performance-based financing, which will
affect the NHPSP content. In practice, only very
major changes and events elicit a completely
new NHPSP. Smaller changes can be taken into
account through modifications to the operational
plans, which are more flexible and closer to the
actual tasks undertaken on the ground.

(a) Strategic planning vis-à-vis operational
planning
The processes for strategic and operational
planning can be viewed as a continuum made up
of a series of “whats” and “hows”.2 A strategic
plan defines above all the direction in which the
health sector should go, while an operational plan
describes more in detail how to get there.I For
example, “strengthen primary health care services” can be an objective of a strategic plan. The
strategic plan may then lay out proposed broad
activity areas for strengthening primary health
care services, such as “ensure implementation
of the essential health services package”. An
operational plan would detail the activities to be
undertaken to provide the services mentioned
in the essential health services package, such
as “training programme on nutrition for district
hospital staff” or “support and supervision visits
by district health management team”.
Operational plans specify the different activities
which are suitable to implement the strategies.
The strategic plan takes a longer-term view
(generally 3–5 years or more), while operational
plans focus on shorter time segments (annually,
semester, quarterly, monthly) (see Table 5.1).

I See Chapter 6 “Operational planning: transforming plans into action”
in this handbook
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Damian Glez; scenario by Bruno Meessen.

Fig. 5.1 Strategic planning: sequencing actions to reach a long-term vision

Table 5.1 Key characteristics of strategic and operational planning

STRATEGIC PLANNING

OPERATIONAL PLANNING

PERSPECTIVE

Medium- to long-term development

Short(er)-term interventions

FOCUS

Strategic direction for the health sector

Concrete activity implementation

TIME FRAME

3- to 5-year document

1 year, sometimes shorter time frame

FLEXIBILITY

Less likely to change during its term

Can more easily be adapted and modified
according to changing circumstances
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Operational plans are sometimes also called
implementation plans. This can lead to confusion
because strategic plans are also implemented.
Also, operational plans are sometimes considered to be plans specifically for middle- and
lower-management levels. This is incorrect,
as high-level staff at the central ministry of
health (MoH) work on the basis of both the
sector strategic plan as well as on their unit’s
operational plan.

The operational plan should identify the resources
required, activities to be carried out and those
involved in and responsible for carrying them
out. For the strategic plan, there will always
be a certain degree of uncertainty about the
feasibility to achieve outcomes and impact, as
it will depend on the details of implementation
during a medium term (approximately five
years) period which one cannot always foresee.
By contrast, the feasibility to fully implement
the operational plan must be assured as much
as possible. For a time horizon of one year or
less, this is possible because targets, responsibilities and resources are quantified and the
operational plan is usually linked to an approved
sector budget.

Operational plans must be linked to the strategic
plan (see Fig 5.3) by defining the actions that
are to be taken to produce outputs in a specified
period of time as defined by the strategic plan.

Fig. 5.2 Link between the strategic (NHPSP) and operational plan

NHPSP strategic direction/goal

Broad activity area

Broad activity area

Broad activity area

NHPSP objective

Broad activity area
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(b) Strategic planning vis-à-vis costing and
budgeting

Box 5.1

Linking strategic and
operational planning in the
United Republic of Tanzania3
The United Republic of Tanzania’s health
sector is guided by its national health sector strategic plan, which is implemented
through operational plans at different
levels of the health system, including
in districts. The MoH provides overall
strategic directions, guidance, supervision
and training for districts in operational
planning, with the aim of bridging the
strategic plan at a national level with
operational plans on the ground. In 2007,
the MoH developed training manuals for
this purpose, in the recognition that district
operational plans in the past had very
little linkage to broad NHPSP objectives
and activity areas, thus rendering the
tracking of long-term objectives difficult.
The training module encourages districts
to study the NHPSP objectives and discuss
with MoH planners how those objectives
can be realistically operationalized at
district level, given the donor landscape,
local epidemiology and public health
needs.

Strategic planning and costing go hand in hand.II
The initial, more approximate, cost estimation
should be considered as a reference point to
inform the strategic planning process, while
further fine-tuning of cost calculations should
reflect a back-and-forth dialogue with health
planning stakeholders. Understanding the costs
and resource implications is imperative to the
policy dialogue on the affordability of the stated
aims of the NHPSP, and more importantly,
whether they are feasible and realistic, given
the existing state of the health system.
In order to ensure realism of the exercise, it
is imperative that the link between planning
and costing is very strong from the beginning
– any NHPSP discussion on planned reforms
and targets should take into consideration the
resource requirements. The process is highly
iterative because planning decisions must take
into consideration operational and financial
feasibility, while the cost projections need to
adjust between planned activities and available
fiscal space.
A cost estimation of a NHPSP can thus help
anchor the planning process in reality. The
costing process often serves to demonstrate that
a NHPSP may be too aspirational, in that it does
not consider the constraints of limited financial
resources available. The costing needs to be
combined with realistic projections of available

II See Chapter 7 “Estimating cost implications of a national health
policy, strategy, or plan” in this handbook.
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financing (all sources included), in order for
the analysis to be credible. Countries may use
frameworks such as the Medium Term Expenditure Framework (MTEF) or other approaches to
organize and present the information.III
If a MTEF is being developed simultaneously
with the NHPSP, it is possible to go back and
forth between the drafts of both documents
before finalizing them, in order to ensure that
they are compatible.

III See Chapter 8 “Budgeting for health” in this handbook.
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5.1.3 A brief overview of
strategic planning
approaches
(a) Health sector planning may be more topdown or more bottom-up

(b) Strategic planning may be done in a more
normative or a more flexible way

In top-down planning cycle stages, terminology
and orientation are predetermined by the central
level for the whole planning process, starting
with overall design, goal and objective-setting,
up to implementation modalities, possibly even
targets. The lower levels of the health system
are mainly seen as implementation arms of the
central level. In bottom-up planning, the central
level acts to support managers and directors of
different budget centres (where the operational
planning will take place) in the identification of
issues that are important and relevant to them,
which helps feed into the strategic planning
process. The input from the various operational
units is then used as the principal starting point
for central-level planning.

If the approach is normative, it is a rational,
orderly progression of predefined steps in a
policy cycle, usually set by the central health
authority. In such a situation, the central-level
decision-making capability tends to be located
at the top, concentrated at the level of a limited
number of actors from senior management.

In the context of this chapter, we categorically
advocate for the latter approach, with a process
as participatory as possible, bringing in a wide
range of expert and non-expert stakeholders
at various points during the health policy and
planning cycle.
In reality, many countries may practice a mix of
top-down and bottom-up planning. Bottom-up
planning does not mean a disengagement of the
central level – instead, the central-level health
authority has a pivotal role to play in providing
guidance and collaborating with the different
health sector institutions and sub-national
entities to ensure alignment with the strategic
directions given by the NHPSP.

If the approach is more flexible, it allows for a
certain degree of autonomy of the various interest
groups, population groups and government
agencies involved in the planning process. The
emphasis here is on discussion and negotiation
where a pragmatic path helps to sift through
the often divergent values and views.
Again, in reality, many countries practice a mix of
both. One can also have a normative bottom-up
as well as a flexible top-down approach. A certain
level of normative central-level guidance and
authority is necessary to ensure coherence
across the different topics discussed as well
as consistency across geographical regions.
The central level should approach its collaboration with other stakeholders in the spirit of
a partnership, where all views are taken into
consideration in a balanced way and feed into
the final decisions made collectively. Flexibility
is necessary here in order to accommodate and/
or challenge the diverging views.
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Strategic
planning can
be approached
in different
ways: topdown or
bottom-up;
normative or
flexible.

5.2 Why is it important to transform priorities
into a plan?

Priorities must be translated and articulated
into a written strategy and orientation for action.
The rationale for this is elaborated upon in
this section.

5.2.1 To concretize priorities

A good
strategic plan
translates
long-term
sector vision
and priorities
into concreate
implementation phases
and steps,
providing a
medium-term
horizon for
sector
development.

Strategic planning is a function that – if well
done – translates leadership vision, objectives
and priorities into a robust document that will
ensure not only effective and smooth implementation of activities but also efficiency and
sustainability. If one views all of the health
planning stakeholders as co-managers of the
health sector, a strategic plan is necessary to
define roles and responsibilities, giving each of
them direction, clarifying what they can expect
and what is expected from them. This clarity on
involved institutions’ and individuals’ roles and
responsibilities is essential for broad adherence
and commitment of health stakeholders, and
thus, better implementation.

A plan can help keep the country on the chosen,
optimal path towards health sector development
underpinned by universal health coverage, given
outside influences and events.
As mentioned previously, a written vision is
important for orientation of the health sector.
The strength of it is the fact that it has been
debated and discussed, and carefully pinned
down with a solid evidence base. This can help
keep the country’s health sector on this optimal
path as far as possible, despite political or other
changes. Robust strategic planning can thus be
a means of minimizing the effects of outside
influences that may cause unwanted deviation. It
helps avoid priorities being set in an ad hoc way
by reacting to external pulls and pushes, rather
than following a discussed, debated and agreed
upon plan. A solid NHPSP can also be seen as a
way to minimize the level of uncertainty or risk
faced from the outside environment.
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A good strategic plan translates long-term sector
vision and priorities into concrete implementation phases and incremental steps, thereby
providing a medium-term horizon for overall
sector development. This ensures continuity
and direction of the longer-term priorities,
considering that many problems are complex
and cannot be solved within a short time frame.

5.2.2 To keep focus on the
medium to long term
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5.2.3 To avoid fragmentation of
the health sector

5.2.4 To help focus the policy
dialogue on health sector
priorities

Because of its comprehensiveness, a sector strategic plan involves and includes all
programmes and services, including support
functions. This facilitates coordination and
can help avoid fragmentation due to parallel
planning and implementation.

The strategic plan provides a focus towards
priority areas and interventions, as it is directly
linked to the situation analysis, costing and
budgeting. The NHPSP is the reference document against which all subsequent health
sector activities will be assessed, oriented and
revised. The topics which will be at the centre of
policy dialogue during all of the planning cycle
steps will be those highlighted in the NHPSP.

A big part of avoiding fragmentation is ensuring
that the baseline data as collected for and
presented in the NHPSP is agreed upon by
the full range of health sector stakeholders,
including programmes, services and support
functions. These numbers set the tone for all
future activities in the health sector as progress
will be assessed and measured against them.
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revised.

Box 5.2

The role of strategic planning in progressing health sector development
in five country studies 4
In a study done by the Overseas Development Institute, an analysis of health sector
development in five countries— Cambodia,
Mozambique, Nepal, Rwanda and Sierra
Leone — highlights various strategic planning
pathways that were used to improve governance and result in positive gains for maternal
and child health (MCH) and neglected tropical
diseases (NTDs). The key disease areas of
MCH and NTDs were selected as indicators
due to their centrality to the Millennium
Development Goals and as such their ability
to act as proxy for general health services.
Countries were chosen based on quantitative
indicators denoting health improvements,
both in terms of key disease areas studied
and compared with other countries in their
respective regions.
Case studies from 2013 to early 2014 and
extensive literature reviews served as the
basis to analyse concerted efforts made in
different country contexts to improve strategic
policy-making and their consequences in the
health sector. In Mozambique, improvements in

The study suggests that, despite the various
economic and political constraints, multilevel
efforts to improve health sector governance
and strategic policy-making can lead to
more successful policy implementation and
thus bring about positive results in health.

DC

IA

OP

B

SP

PC

250

ME

PS

1

SP

C

SA

LR

strategic health plans, with targeted objectives
and broad activity areas linked to MCH and
NTDs, resulted in increased sector investment
by donors through sector budget support. In
Cambodia, national commitment to the strategic health plan which included an emphasis
on NTDs, facilitated a key partnership between
the MoH and the Ministry of Education, Youth
and Sport; this was critical for scaling up the
NTD response. In Rwanda, the MoH placed a
strong focus in the health sector strategy on
decentralized health planning, with reforms
allowing for more community and local-level
participation in planning. This has led to
more community ownership of the strategy,
and a greater willingness to take part in
implementation.
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5.3 When should strategic planning be done?
In the context of ongoing comprehensive health
sector development, strategic planning is an iterative process that should be conducted every 3–5
years (medium-term). Most health sectors work
with long- and/or medium-term strategic plans,
as well as with annual and quarterly operational
plans. The strategic planning exercise generally
comes after the phase of priority-setting and
precedes operational planning.
It may be useful to ensure adequate bridging of
the strategic plan with the annual operational
plans through a rolling implementation plan or
programme of work and forward budgets. Such
a bridging planning document is necessary when
the strategic plan is too broad in orientation for
guiding implementation, often because it does
not provide enough detail on phases/steps,
targets, implementation modalities and/or
responsibilities.5
The term prospective planning is used in the
case of long-term strategies, i.e. one that covers
at least a 10-year period. Increasingly such a
long-term view is used in combination with
short-term rolling plans which have shorter
cycles. Such a combination is seen as a flexible
response to the need for short-term detailed
plans within the context of a longer-term view.6
A strategic planning exercise with a narrower
scope can be necessary whenever there is a
broad and open question to be answered, for

example, in the case of the emergence of a
new health problem or when a new vision or
strategic direction emerges. In such cases, it
is not necessary to review the entire existing
sector strategic plan. The area-specific newly
developed medium-term strategic orientation
can be considered as an addendum to the sector
strategic plan.
When (donor funded) programmes and projects
are vertical in nature, their management cycle
may be different from the national governmental
planning cycle. Fig. 5.3 illustrates a recent
analysis of vertical programme plans and their
synchronicity with the national health plan – it is
clear that many vertical programme plans are
not synchronized with the national health plan.
This lack of synchronicity means that probably
different specific programmatic stakeholder
groups met in different places at different times
and may have developed sub-plans in isolation
from each other, and from the overall health
sector strategic group of stakeholders. This
situation may lead to duplication and overlap.
To overcome this, it is important not to settle
for a sequenced planning exercise for individual
programmes, but rather to integrate their
planning elements into the sector-wide NHPSP
exercise. Efforts should be made to progressively
adapt the planning cycles of programmes that
are still vertical in nature to the government/
sector NHPSP cycle.
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Strategic
planning is an
iterative process
that should
be conducted
every 3-5 years
(medium-term);
operational
plans are more
often annual or
quarterly.

Fig. 5.3 Programme-specific plans and national health plans: to what
extent are they synchronized? 7
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At some point in the course of 3–5 years, the
need may be felt to revise the strategic plan.
The temptation may arise, for instance, when
a new government defines new development
priorities that affect the health sector considerably, or when a particular health problem is
labelled as a particular priority by the global
(health) community. The risk of a complete
revision of the entire strategic plan in such a
case is that it will cause confusion in the health
sector stakeholder community. It may cause
interference with ongoing implementation of
operational plans, stall sector coordination
and even disrupt continuity in service delivery.
Usually, it is better to maintain the existing

sector strategic framework and only adjust,
as per need, the sector priority agenda and
directives for annual operational planning. These
unforeseen important developments can then
be integrated into the following strategic plan.
The above recommendation does not hold in
countries where the NHPSP covers a whole
decade; in that case, the NHPSP is not really a
medium-term plan but a long-term one. Since
important sector-specific and contextual changes
can be expected over such a long period, it may
be necessary to revise or update such a 10-year
plan halfway, i.e. after five years.
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5.4 Who should be part of strategic planning?
All levels of the health system have their own
unique role to play in strategic planning. Strategizing for health will be more effective if a wide
range of stakeholders is involved in it, and both
the process and the product are truly owned by
the country. Health sector stakeholders will
need to come to a common understanding of
the key issues and share institutional goals
and expectations. Such an inclusive approach
is likely to be more potent, not only in terms of
planning the right vision and activities, but also
in ensuring that implementation of the strategic
plan is jointly undertaken by all actor groups.

Another angle to take when considering whom
to involve in the strategic planning process is to
examine stakeholders’ contribution to planning
based on their function. Categories could be
for instance: idea generators, entrepreneurs,
managers, networkers and champions. The aim
would be to include not only those who will write
the plan but also those who will implement it
and those who will benefit from it.8
Brinkerhoff and Bossert’s three categories of
population groups who have a stake in health
governance (see Fig. 5.4) can be used as a
lens to better understand the specific roles
of the different stakeholders in the NHPSP
development process.9

Fig. 5.4 Population groups with a stake in health governance
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5.4.1 The state: politicians and policy-makers
The centrallevel MoH
coordinates
and leads
NHPSP
development
and is
responsible
for informing,
instructing
and guiding
the concerned
stakeholders
at all levels
through the
development
exercise.

The perspective
of relevant
citizen groups
and institutions
is important
for providing
feedback
and evidence
on the most
pressing health
priorities being
discussed in
the NHPSP
planning
process.

policy actors within the government
(policy-makers, health managers);
parastatal institutions;
representatives of other sectors (e.g. finance,
gender, education);
representatives of local government
global, multilateral and bilateral development
partners.
We include development partners here because
those acting at global level, through multilateral
or bilateral channels, usually engage directly
with policy-makers, most commonly at the
national level or at least through the national
level to lower levels of the health system.

to do this. This group could include 2–3 senior
MoH staff – usually from the planning and/or
monitoring and evaluation department – as
well as representatives of key health sector
stakeholders groups and other sectors.
The MoH may seek the assistance of international, (sub)regional or national independent
experts for developing and preparing methodology and tools, as well as for facilitating
the process.

5.4.2 Clients/citizens
This group includes:
civil society/ NGOs;
for-profit private sector;
community representatives;
academic/research institutions.

The central-level MoH initiates, coordinates
and leads NHPSP development according to a
chosen approach, methodology and process. In
some settings, a uniform planning framework
and calendar may be provided by national
government for all sectors. The MoH is responsible for informing, instructing and guiding the
concerned stakeholders at all levels through
the NHPSP development exercise.

The core team established with MoH coordination
should ideally include the most relevant citizen
groups and institutions that can provide the
necessary feedback and evidence for the most
pressing health priorities.

All these tasks cannot be simply delegated to
MoH departments as part of their routine work.
It is a considerable extra workload. In addition,
in the spirit of participation, it can be extremely
useful to involve a few representatives of main
stakeholder groups in the organization itself of
the NHPSP development process. Establishing a
core team of not more than 10 people is one way

Obviously, not all levels of all stakeholder groups
can be intensively involved in all the stages of
the strategic planning process, so it is important
to determine the best role for each of them
at each stage, depending on the aspect(s) in
which they can contribute: defining the scope,
preparation, write-up of the plan, validation,
etc. For instance, through their membership
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This group includes:
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5.4.3 Providers
in thematic (or technical) groups, research
institutes can play an important role in defining
medium-term roadmaps for implementing
specific activities, while regional health offices
and district health management teams can
ensure that the strategic planning takes into
account district-specific needs for increasing
health service coverage or for strengthening
a particular intervention. In some countries,
non-profit or faith-based institutions provide
the bulk of local health services; their input
into defining the scope and preparation of the
NHPSP would then be vital, given their insights
and stakes in the health sector.

Health providers are at the crux of implementing
the NHPSP. Their experience of the health sector
comes from the inside, is practical, and offers
insights on feasibility. Their input into the NHPSP
development process is therefore crucial, as it is
a complementary perspective to those of patients
and the population. In addition, any hesitance
or outright opposition will become a major
hindrance to NHPSP implementation; health
providers’ reservations need to be addressed
openly and dialogue channels actively sought
to find a joint solution. This investment is key
to the credibility of the NHPSP as well as to the
implementability of the plan.

In some settings, bringing on board the forprofit private sector has proven difficult, as
interests and viewpoints diverge considerably
with the public sector. Nevertheless, a concerted
effort must be invested in making the case for
an added value for both sides to be involved in
the NHPSP development process. This should
be an ongoing effort as there may be issues to
resolve, concerns to look into and a common
ground to be found – all of which can take time.
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Health care
providers are
at the crux of
implementing
a NHPSP;
their input is
crucial as a
complementary perspective
to those of
patients and
the population.

Box 5.3

The health policy formulation process in Thailand: who are the different
stakeholders?
Policy formulation in Thailand underwent a
change in 1997 following enactment of the
People’s Constitution, effectively increasing public participation in policy decisionmaking.10, 11 While policy in the past was mostly
characterized by a power struggle between
military rule and elected bureaucrats, the
1990s political reform has led to improvements in other stakeholders’ involvement in
the policy process.12, 13 Today, formulation of
national health plans and policies involves
an array of policy actors, each with their
own perspective and agenda for action and
each influencing policy at various stages of
the process.14 The prime minister serves
as the agenda setter, influenced by a large
support system made up of research institutions and nongovernmental organizations.
State bureaucrats and health professionals
are closely linked, demonstrating the long
tradition and mindset of a centralized hierarchical health system structure which may
be changing, but only slowly. Civil society also
holds a large stake in the process as representatives of people’s voice. NGOs provide a
large number of specific health services, often
with funds from different donor groups, and
hence are interested in better collaboration
with public services. Additionally, private
hospitals are mainly concerned with access
to funding and resources. Understanding the
different vantage points of each stakeholder
is critical and facilitates the development of
strong policy reforms.
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For example, the Thai Universal Coverage
(UC) policy was borne out of a series of
communications between different policy
actors, starting among a small number
of civil servants and elected officials. The
explicit objective of the UC policy was to
expand health insurance coverage to all
citizens through the means of two main
features: a single standard for all in terms
of benefits and care, and a decentralized
sustainable insurance system. Policy elites
and members of government, such as the
prime minister, minister of health, minister
of finance etc., held mostly pro-market
economic viewpoints and had reservations
regarding the creation of a welfare system;
however, this was overridden by the Party’s
commitment to ensuring citizens’ entitlement
to health care. Results from focus group
discussions with villagers and commentary
from civil society representatives revealed
concerns that the rich might have more
opportunities to use public resources than
the poor. Health providers and hospitals,
especially in the private sector, were eager
to join the scheme as soon as possible,
hoping that the insurance system could be a
major source of income. In the end, no single
stakeholder had absolute power to dominate
every decision in the policy; the space for
interplay between multiple policy actors
was key for the decision-making process.15
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5.5 How do we transform priorities into plans?
Medium-term sector strategic planning is
a complex undertaking that can be done in
different ways. Its complexity comes from the
sheer comprehensiveness of the exercise,
involving all aspects of the full health sector,
as well as other sectors with a stake in health.
A wide variety of actors must be an active part
of the process for it to be successful – thus
adding to the complexity of the task. However,
if done well, the NHPSP process will pave the
way for operational planning as well as activity
implementation for all aspects of the health
system (health care, support systems, other
determinants), for all actors and for all levels.
Depending on how the government and the health
sector and the services are organized, the type
of planning process may vary (result-based,
programme-based, etc.) and the role of the

different actors may differ (stronger bottom-up
planning in decentralized settings, influence of
donors in a setting of strong dependence on
external financing, etc.). The national context
will determine how the NHPSP process will be
organized and phased.
Of course, policy-making does not take place
in a vacuum. The process is set within the
constitutional and legal framework – as well as
the history and culture – of each country. The
NHPSP process will take into account demographic, economic and fiscal trends, as well as
international and regional commitments. Health
sector stakeholders leading the NHPSP process
should keep the general policy environment in
mind at all times and work within its confines.

The NHPSP
process will
pave the way
for operational
planning
and activity
implementation
for all aspects
of the health
system, for all
actors and for
all levels.

© WHO /HFP
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5.5.1 How can we ensure that
the NHPSP is actually used
as a key orienting text?

Box 5.4

Ensuring
buy-in from all
stakeholders
and keeping it
realistic and
feasible is the
key to ensuring
the NHPSP
is a dynamic
document.

National planning cycle database: a WHO resource16
The Country Planning Cycle Database is
an open, online resource that provides
information on all 195 WHO Member
States and their national health policies,
strategies and plans. Initiated in 2009, the
goal of the database is to provide countries
with the necessary information to improve
the coordination and synchronization
of health sector planning efforts. The
database provides a country-by-country
overview of different planning, programme
and project cycles in the health sector, and
generates country profiles with a snapshot
of important milestones and graphical
representations of donor commitments. It
also offers access to an online repository
of NHPSPs.
Information in the database is continuously
updated through the efforts of WHO and
collaborating partners to maintain the
accuracy and comprehensiveness of the
resource. The database can be accessed
through the WHO national planning cycles
website (www.nationalplanningcycles.org).

The key to ensuring that the NHPSP is truly
a living, breathing document, which is used
dynamically to achive buy-in from all stakeholders
and keeping it realistic and feasible, while still
expressing ambition for the future. Ensuring
buy-in from all stakeholders is only possible when
all stakeholders are adequately represented in
the national health planning process, and are
able to meaningfully participate. This requires
a skilled MoH to convene all relevant actors and
broker a decision among potentially divergent
views. The final result should be a balanced and
evidence-informed decision on the strategic
directions for the health sector.
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In some countries, the NHPSP process has
become a periodic, bureaucratic formality, a
mere obligation met behind closed doors in
government offices. In such cases, there is a considerable risk that, in the implementation phase,
the plan will not be considered a fundamental
reference document; it will just gather dust on
the shelves. Without this important steering
function, sector development efforts are likely
to become fragmented, inefficient, with poor
final outcomes and impact as a consequence.
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5.5.2 Some strategic planning
basics

Comprehensive, balanced and coherent NHPSP
content
National health policies, strategies and plans
must articulate a country’s goals, objectives and
broad activity areas for the health sector in a
comprehensive, balanced and coherent fashion.17

with overall government policies. It is crucial
for health planning stakeholders to examine the
national development plan, or any other relevant
overarching vision statement for advancing the
country as a whole.

(b) Coherence with programme-specific or
subsector plans

Comprehensive
This includes all aspects impacting on the health
sector, such as human resources for health,
health sector governance, pharmaceuticals,
health information systems, health financing
arrangements, personal and non-personal
health services, all specific programmes (disease-specific and others) and all actors and
budget centres, public or private.
Balanced
The content of the NHPSP must be well-balanced
in terms of finances and inputs, as well as depth
of analysis on the principal health issues of the
country. In other words, each strategic direction
needs to be developed with the same level of
detail as the others, and with a level of resources
that corresponds to its extent and scope.
Coherent
(a) Coherence with other sectors and the
national development plan
Strategic planning for health should ideally be
based on a government-wide policy framework
laid out for all sectors. Success in implementation will be influenced by whether health
strategies and planned reforms are coherent

Ideally, programme-specific or subsector plans
have already been established before the comprehensive sector NHPSP process starts. It is
then principally a matter of integrating these
elements into the NHPSP. Even without finalized
subplans, the active and meaningful participation
of programmes and subsectors in the overall
national health planning process is important
for ensuring harmonization and alignment,
and for shaping the strategic directions for the
health sector.
Coherence with other plans can also imply
coherence with a large injection of funding which
may arrive during an emergency situation. A
case in point is the recent Ebola crisis in West
Africa, which was accompanied by a proliferation
of plans that were developed separately from
the NHPSP: Ebola emergency plans and health
system recovery plans. Ideally, these plans would
fall under the umbrella of the existing NHPSP,
if the course for the health sector as outlined in
the plan remains relevant; if not, it might make
most sense to prepare a new NHPSP, or write
an amendment to the existing one. A plethora
of plans overlapping with each other does not
give clarity for the health sector in any way. It
is thus desirable in most country settings to
have one overarching document giving orienting
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A NHPSP must
be comprehensive, balanced,
and coherent to
effectively articulate a country’s health
sector’s goals,
objectives and
activity areas.

guidance overall, with all other plans linking
with and aligning with that strategic orientation.

organizational reforms, among many others, are
crucial. This baseline information will be used
in the monitoring and evaluation of the NHPSP.

(c) Coherence with the epidemiological and
socioeconomic context

Demographic trends are decisive: information on
population trends, with gender and geographical
disaggregation, is basic to strategizing for health.
For example, the population by age cohorts
is often the starting point for the allocation
of health services. Outward migration (and
internal migration within the national territory) is
obviously another key element in health service
investment. The same holds true for mortality
and morbidity data, which may come from the
national government or may be the responsibility
of an independent health agency. The point
here is: the quality of the NHPSP will be largely
influenced by the quality of the (baseline) data
available for review.

A strategic plan will only be valid if it addresses
the principal concerns of the health sector in
its broadest definition – this includes not only
the epidemiological but also the socioeconomic
context. This implies working with the health
sector across all levels and actors, but also
beyond the health sector with other ministries
and stakeholder groups. The NHPSP must include
input from all of those institutions, interests and
actors in order for it to be relevant and valid for
implementation on the ground.

(d) Coherence with the available current and
estimated future resources
The resources and costs necessary to implement
the NHPSP must be reasonable and within the
fiscal space for health estimated for the period.
Baseline data
The strategic plan will define the intended sector
development and will indicate the expected
results in terms of outcomes and impact. In
order to measure progress during the course
of plan implementation, and evaluate the end
result based on NHPSP targets, it is necessary
to know exactly where the starting point is.
For this reason, baseline indicators on service
availability, workforce distribution, vaccination
coverage, prevalence and incidence of major
health conditions, performance of support
functions, and progress on institutional and

The MoH is expected to translate government
policy goals (as described in the NHPSP) into
cost estimates to fit into the suggested budget
ceiling for health. The budget ceiling is given by
the ministry of finance (MoF) based on its revenue
forecast outlining the country’s macroeconomic
prospects in the medium term.
In many settings, the full quantity of resources
available might be known with considerable
accuracy, and the NHPSP guides the maximum
possible progress toward a goal, using these
available resources (see Box 5.5). In some cases,
the availability of resources is only approximate
(for example, where large donor monies are
not on-budget, but fund many health sector
activities), and the plan may be produced to
justify a request for resources to reach a stated
goal. Whether the NHPSP is developed before or
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Working within a given budget ceiling
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after the allocation of resources, it is intended
to ensure the best return on investment, that
is, the greatest possible achievement of results
given the available resources.18
Macroeconomic projections and fiscal space
analysis will provide the information on opportunities and constraints within which the health
sector will operate.IV Equally important are the
population’s income levels — which are themselves influenced by employment — and their
distribution, as they will impact on the nature
of their health problems and health-seeking
behaviour. Regarding fiscal trends, three aspects
will be salient in the NHPSP process, and should
thus be kept in mind during NHPSP development:
(a) the budget for the current year;
(b) the forecast for the medium term, for example, three years ahead;
(c) any unforeseen circumstances that force
immediate and short-term adjustments to
spending plans.

Box 5.5

Developing a NHPSP within
a fixed budget ceiling in
Uganda19, 20
Uganda’s Ministry of Finance gives the
health sector fixed budget ceilings. For the
fiscal year 2014–2015, the health budget
ceiling in Uganda was USD 385 million,
about 9% of the GDP.21 With this number
in mind, the MoH must guide NHPSP cost
estimation to ensure maximum progress
towards NHPSP goals.
Budget Framework Papers, or mediumterm budgets, are then prepared by sector
working groups, based on the given budget
ceilings, to reflect the sector’s priorities
and expenditure plans as outlined in
the NHPSP. The cabinet and parliament
subsequently decide on sector budget
allocations. Once the Budget Framework
Papers are finalized, there is room for
renegotiating sector budget allocations
within the given sector ceiling.22

IV See Chapter 8 “Budgeting for health” in this handbook.
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It is necessary
to involve, and
if necessary
guide, other
sectors from
the outset in
the NHPSP
process to
ensure that,
in the end,
much-needed
cross-sector
interventions
happen.

To the extent
possible,
the strategic
planning
process
should include
dialogue on
possible and
probable risks
and the means
to mitigate
them.

5.5.3 Multisectorality

5.5.4 Mitigating risks

Since health is to a very large extent determined
by other factors than those which can be influenced by health service delivery, the NHPSP
process should consider elements which can
and should become part of the agenda for other
sectors. Governments usually acknowledge the
need for this broader approach; in a general way,
intentions for a multisectoral modus operandi are
often reflected in overall national development
plans. Mechanisms may exist for coordination
between sectors. However, when it comes to
assuring joint planning for the implementation
of multisectoral interventions, there is often
hardly any content in NHPSPs, with defined
targets that can guide resource allocation and
operational planning. The risk is then that
the synergy between efforts of and with other
sectors is insufficient, or worse, that intended
health-related interventions which require
multisectoral collaboration do not end up in
operational plans and budgets. It is therefore
necessary to involve, and if necessary guide, other
sectors from the outset in the NHPSP process
and to ensure that, in the end, much-needed
cross-sector interventions actually happen.V

Any strategic planning process will have to deal
with uncertainties related to developments that
are beyond the control of the health sector.
Under normal circumstances, there should be
no uncertainty about the availability of national
and donor resources for the implementation of
the NHPSP; however, an important downturn
in the country’s macroeconomic situation or
an unforeseen epidemic outbreak (e.g. Ebola)
may hamper complete NHPSP implementation.
In a similar way, important political reshuffles
can also negatively influence strategic plan
implementation. Therefore, to the extent possible, the strategic planning process should
include a dialogue on such possible and probable
influences in terms of risks and conditions, and
think through means to mitigate them.

V For more information, please see Chapter 12 “Intersectoral planning
for health and health equity” in this handbook.
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5.5.5 Approaches to policy development
The rationalist model developed by Howlett
and Ramesh23 is characterized by an orderly
progression of well-defined steps:
1. identification of objectives — agendasetting;
2. evidence-gathering — formulation of
options;
3. decision-making — weighing the options
in terms of cost and benefit;
4. implementation — putting the chosen
solution into effect;
5. evaluation — monitoring results; and
6. termination/adaptation/confirmation.

The systematic approach of this model clearly
has appeal, but in reality policy-making rarely
proceeds in a rational and orderly manner.
Objectives often cannot be agreed upon. The
evidence is often incomplete or ambiguous,
and political considerations often intrude at all
points, disrupting the orderly sequence. Busy
policy advisers will rarely have the opportunity
to approach their daily work in terms of such a
model. The model implies that the steps identified follow each other in a linear sequential
fashion. In practice, the process tends to take
place in a more haphazard manner, driven by
circumstances. Nevertheless, the labelling
of the stages draws attention to the logic of
a rational policy process. It underlines the
point that policy-making is more than isolated
decisions; it is a process in which more than
one party is involved and in which the issues
may be revisited in an iterative process.

© WHO /Dalia Lourenço
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The stakeholder model focuses more on the
interaction between principal policy actors, and
tries to negotiate a pragmatic path through the
often divergent values and views of the various
interest groups and government agencies. In
reality, stakeholder bargaining can be undemocratic and exclusive, and is often captured
by the most powerful players. It requires very
skilled and diplomatic leaders to ensure that a
balanced viewpoint emerges from the policymaking process.
At different times, and in various ways, any
subset of stakeholders can exert power and
influence over the health system. Ways must
be found to ensure that all legitimate interests
are assessed and weighed in the policy-making
process. The success of NHPSP development
may well depend upon the extent to which the
Some imporkey stakeholders have been involved and are
tant preparatory activities committed to supporting its implementation.
for NHPSP
development
are defining
the schedule,
putting together a core team,
determining
budgetary
requirements,
assigning
tasks, informing the health
stakeholder
community
of the chosen
methodology
and process,
and collecting
reference
documentation
for review.

In practice, an evidence-based, flexible and
pragmatic approach to policy-making will most
likely move things forward.

5.5.6 Process and steps for
developing the NHPSP
Preparation of NHPSP development
NHPSP development requires considerable
time and resources. It should therefore be
planned and budgeted for, and funds made
available. Health planning stakeholders in the
core team are expected to set aside adequate
time for preparation, which may take two weeks
or more. The important preparatory activities
to be considered are:
defining the schedule for NHPSP
development;
putting together the core team for NHPSP
development;
determining the budgetary requirements for
NHPSP development and matching them
with available funds in the current annual
work plan;
assigning specific tasks and responsibilities
to each member of the core team;
developing a methodology and selecting
indicators for evaluating the NHPSP development process;
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The participatory model can be considered a
particular form of the above-mentioned stakeholder model. It takes more of a socially democratic and inclusive approach, and is the model
that is explicitly endorsed here. It is the most
recent arrival in policy studies literature, but it
is by no means new. The participatory process
requires that the resulting policy or strategy
is “democratically legitimate”. In practice, this
implies an open, inclusive, interactive and highly
politicized approach. The contention is that
multiple criteria should guide policy-making
processes. Such criteria could include relative
dependence on expertise, the availability of an
evidence base, the analytical policy support
available, resource and time pressures, the
political sensitivity of the issues, and the relative
power of the principal stakeholders involved.

This model has also been described as incrementalism, or a deliberative process, which
recognizes the political nature of planning in
a far more overt manner than in the rational
approaches.
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Setting goals (or strategic directions)
securing funds for NHPSP development;
informing citizens and the broader health
stakeholder community of the methodology
and process;
collecting reference documentation for review.
The steering, organization, implementation
and monitoring of the NHPSP development
process are functions that should be attributed
to the appropriate stakeholder groups and
structures. Steering can be done by a mixed
group of health sector stakeholders under the
leadership of MoH, while the responsibility for
the actual organization of NHPSP development
activities may be given to the core team. The
whole process should be coordinated and led by
the MoH (usually its department of planning).
Mixed thematic groups of area-specific experts
from a broad range of stakeholder groups are
needed to provide targeted technical expertise.
The thematic groups should include ministries
(health and other sectors), service providers,
private sector (for-profit and not-for-profit),
research institutions, sub-national health
authorities, etc.
The core team should prepare a roadmap for
NHPSP development, inform all sector stakeholders about the work at hand, develop terms
of reference on the exact role to be played by
various actors, provide instructions on methodology, coordinate and provide technical and
organizational support. This core team should
also ensure mobilization of the resources which
were budgeted for the NHPSP exercise.

A goal, sometimes called a “strategic direction”
in NHPSP documents, is a broad statement of
the overall outcome(s) which the health system
is expected to achieve. For instance, the United
Nations’ eight Millennium Development Goals,
valid from 2000–2015, included goals such as
“improve maternal health” as an expected
outcome of the health system. Usually only a
few goals, or perhaps only one, are mentioned
in strategy documents, as they are general
and all-encompassing in nature. Setting a goal
will be the result of policy dialogue during the
population consultation, situation analysis
and priority-setting phases of the policy and
planning cycle. Mostly, these goals will not
change drastically over time and will not entail
huge surprises.

Setting objectives
According to the WHO Health Systems Strengthening Glossary,24 an objective is a statement of
a desired future state, condition or purpose,
which an institution, a project, a service or a
programme seeks to achieve. It is thus a broad
approach to be followed to achieve a health
system goal. Taking ”improve maternal health”
as an example, an objective could be “reduce
the maternal mortality ratio by two thirds within
the next 20 years”.
A NHPSP objective can lay out the path to
reach a goal or fulfill a strategic direction. Like
goals, objectives describe planned outcomes
resulting from implemented activities – they
are not activities themselves. Setting objectives
is essential for three main reasons.
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NHPSP development requires setting
goals, setting
objectives,
formulating
broad activity
areas, creating
medium-term
implementation guidance,
and approving
and disseminating the
NHPSP.

First, they define in a clear and precise way
what the plan is designed to achieve.
Second, the objectives largely determine which
key activities should take place during NHPSP
implementation.
Third, objectives provide the required guidance
for health planning stakeholders and implementers to apply appropriate monitoring and
evaluation tools.
The SMART approach describes a set of key
criteria to ensure in an objective.25 Adapted to
the medium-term NHPSP context, they are:
(a) measurable: quantifies the change to be
achieved (in the above example, the quantification is “reduce by two thirds”);
(b) appropriate: logically relates to the overall
goal/strategic direction (“reduce maternal
mortality ratio” is directly linked to “improve
maternal health”);
(c) realistic: provides a realistic dimension
which is achievable with available resources
and implementation capability (this evidence-informed discussion begins during
the priority-setting debates and is specific
to each country);
(d) time-limited: specifies an expected time
for the objective to be achieved (“within
the next 20 years”).

Formulating broad activity areas
After setting goals and objectives, health planning stakeholders must address the means
of reaching their goals, at least in a general
way. The operational plans will address it in a
more specific and concrete way; however, even
the operational plan will take guidance from
the NHPSP, so broad activity areas should be
explicitly mentioned. These activities can address
expansion, testing, reform or strengthening of
sector areas. The activities should be feasible,
given the strengths and weaknesses of health
sector stakeholders.
In formulating broad activity areas, it is necessary
to identify:
the levels, organizations and sectors to be
targeted;
which population(s) or geographic areas
are targeted;
the personal and environmental factors to
be addressed;
those who can most benefit and contribute.
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Measurable, appropriate, realistic and timelimited objectives are those that can be achieved
with hard work. Objectives that are too ambitious will discourage implementers or will
be bypassed. Objectives that are too easy to
achieve will foster complacency.26 It is an art to
agree upon objectives that are truly attainable
for an entire health sector, but an art which
health planning stakeholders must master if
achievements and progress are to be made.
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Box 5.6
Broad activity areas, when formulated well and
thought through adequately by the health sector
stakeholder group, should fulfill the following
characteristics:27
they point out the overall path, in line with
goals/strategic directions, and sometimes
a specific approach;
they match resources;
they take advantage of opportunities, current
skills and strengths, and public opinion;
they minimize resistance and barriers;
they reach those who are most affected;
they involve communities.
Box 5.6 describes an example of how broad
activity areas can evolve, starting from a goal/
strategic direction and objectives, and how they
provide a starting point for operational planning.

Example of a goal, objectives
and broad activity areas in a
NHPSP
Goal
decrease under-five mortality rate by
strengthening and expanding primary
health care services.
Objective
increase the focus on health promotion
and prevention services as an integrated
part of the maternal and child health
programme;
strengthen staff skills at primary and
secondary care level;
intensify collaboration with other sectors
on health prevention issues (education
sector, water and sanitation, etc.).
Broad activity areas included in the
medium-term NHPSP
expand the community health worker
(CHW) network;
training in “Integrated Management
of Childhood Illnesses” (IMCI) for all
health facility staff;
link district health plans with local
water and sanitation development plans.
Activities as they might appear in annual
operational plans
recruit and train additional CHWs; provide refresher training for existing CHWs.
develop an IMCI training module adapted
to the local context and organize training
courses locally;
develop a guide for district councils
to better link health and water and
sanitation plans.
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Ideally, the relevance and feasibility of the
proposed broad activity areas will have been
verified during the priority-setting exercise,
and if necessary tested, with a team of experts
and advisers with different capabilities. Since
the broad activity areas will require the active
involvement of a range of actors, often at several
levels, and possibly co-financing by development
partners in some countries, it is imperative
that various stakeholder groups are part of,
understand and agree to the broad activity areas.
This cannot be overemphasized. Apart from the
useful input they can provide to this process,
it will enhance their willingness to contribute
and cooperate in later implementation. Stakeholder buy-in can make or break the success
of implementation.

NHPSP implementation guidance
A medium-term NHPSP will not go into detail
on implementation issues. However, some
key aspects related to implementation can be
extremely useful, depending on the activity
area. Those key aspects include synergy with
other sector development strategies, assumptions, preconditions to be fulfilled, resource
requirements, attribution of responsibilities,
establishment of a monitoring and evaluation
(M&E) mechanism, sequencing and timing. Many
of these aspects enable the practicability of the
broad activity areas. In the NHPSP, these activity
areas will be linked to milestones and targets.VI

VI See Chapter 9 “Monitoring and evaluation of national health
policies, strategies and plans” in this handbook.

specific intervention plans (e.g. HIV voluntary
testing and counselling, prevention of motherto-child HIV transmission, antiretroviral
therapy, etc.);
M&E plan;
health financing strategy;
donor technical assistance plan;
procurement and supply management plan;
health workforce strategy.
In some settings, a NHPSP can provide enough
guidance for direct annual operational planning
in terms of:
reforms and programme interventions;
key activities per level;
sequencing with milestones and targets;
levels of responsibility and tasks;
implementation and management modalities
for the M&E system.
If the NHPSP is less specific about these issues,
one possibility is to bridge the NHPSP and the
operational plans with a rolling programme of
work or MTEF for two or three years.VII

VII See Chapter 6 “Operational planning: transforming plans into
action” and Chapter 8 “Budgeting for health” in this handbook.
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A number of other plans or strategy documents
might be developed to expand on specific areas
covered in the NHPSP, and to support NHPSP
implementation. These could include:
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Approval and dissemination of the NHPSP
Once the core team agrees on the pre-final
version of the NHPSP, it can be presented
to the wider stakeholder community for final
comments. For that purpose a concise, two-page
summary of the plan can be written in simple
language, with the purpose of:
informing the population about the proposed
plan;
informing other services and sectors;
championing the cause of improved services
among local authorities, development partners and the government.
This summary should highlight salient points
of the NHPSP and should include:
major health problems and system development needs;
goals, objectives, broad activity areas, and
expected outcomes;
major reforms to be implemented for the
planning period;
roles and responsibilities;
total resource needs estimate, potential
sources of funding and, if applicable, financial gaps;
relationship/synergies of the plan with other
ongoing programmes.
A broad range of health sector stakeholders
must reach consensus on the content and
presentation of the NHPSP. One way to arrive
at consensus is through an intense and ongo-

ing involvement of major stakeholders in the
NHPSP development process. This may not
always be possible due to the heavy time and
resource commitments involved; however, it is
the ideal option as it enables stakeholders to
provide their perspectives and assent at each
step of the process. The second approach is
by circulating a draft of the NHPSP as widely
as possible, to all stakeholders and interested
parties, allowing sufficient time for review and
feedback. This provides an opportunity to assess
the big picture, raise any additional concerns,
and correct factual errors. A consensus meeting
could provide a forum to openly express views
and for making compromises.
It may be decided to undertake an assessment
of the quality of the NHPSP. The purpose of
the assessment or peer review is to verify
that the NHPSP demonstrates the attributes of a good plan that allows for feasible
implementation and provides a sound basis
for domestic and international investment. An
assessment is usually undertaken jointly by
all parties directly involved in developing the
NHPSP; other interested external parties may
also be invited when it is a larger exercise.
One NHPSP quality assessment tool which
is widely used is the Joint Assessment of
National Strategies (JANS);VIII it was developed
to assess NHPSP and their constituent plans,
such as programme plans and subsector
(human resource, financing, procurement,
etc.) plans (see Box 5.7).

VIII http://www.internationalhealthpartnership.net/en/tools/jans-tooland-guidelines/
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Box 5.7

Joint Assessment of National Health Strategies (JANS)
The JANS28 approach is a tool and set of
guidelines that can be used to check the
quality of a national health plan. The approach
emphasizes the “joint” inclusive process,
meaning that the assessment is conducted by
a wide stakeholder group, based on dialogue
and consensus on the final conclusions.
The three main goals of JANS are: to improve
the quality of the national health strategy; to
increase confidence and help inform funding
decisions; and to reduce costs and eliminate
the existence of multiple assessments. The
idea is that through a systematic assessment
of an existing NHPSP, insights can be realized
to improve future NHPSPs.
The assessment itself includes a review of
the NHPSP as well as the national development framework. In addition, numerous
other documents, including multisectoral
and subsectoral strategies and budgets,
are studied in detail. The JANS focuses the
analysis on five main areas: situation analysis and programming; process; costs and
budgetary frameworks; implementation and
management; and monitoring, evaluation and
review. For each area, a series of desirable
attributes and criteria gives the evaluator a
lens through which to assess the NHPSP.

Feedback has shown that, besides the actual
assessment results, the process of assessing
jointly, with external and internal parties,
brought unexpected insights and forged a
sense of ownership around the NHPSP.
“The JANS process significantly improved the
quality of the 5-year health plan. Outcomes:
more trust and confidence from development
partners; more streamlined support to the
sector.”
--Dr Long, Ministry of Health, Viet Nam29
For example, in Viet Nam, to ensure the
“joint” aspect of the assessment, government,
development partners and NGOs were all
involved in the core team, preparing and conducting the evaluation. In Ethiopia, separate
assessments were carried out in the form of
workshops at various health system levels
to ensure that civil society organizations
and other local stakeholder groups could
participate in the JANS process.
Regardless of the approach taken, the output
from JANS is a structured judgement on
the NHPSP’s strengths and weaknesses,
as well as concrete recommendations for
improvement that can feed policy dialogue
and debate.

A number of countries have applied the JANS
as part of their NHPSP development process.
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NHPSP document structure (see Box 5.8)
Once broad consensus on the NHPSP has been
reached and it has perhaps been assessed for
quality, the NHPSP must be formally endorsed
by the relevant national authorities. The NHPSP
final draft will usually be submitted for approval
to the minister of health or an interdepartmental
committee. Sometimes an official validation
workshop or ceremony might be planned.
A NHPSP without formal endorsement will
be perceived as lacking legitimacy. Here, two
issues are relevant:
(a) internal legitimacy within the health sector:
endorsement must be provided by authorities within the health sector, including the
minister of health, to demonstrate that it is
a formal element within the overall direction
the MoH wishes the health sector to go;
(b) external legitimacy beyond the health sector.
Once the plan has received official endorsement, the document must be promoted and
distributed widely to guide the contributions
of all stakeholders. Dissemination includes
not just distribution of a hard copy document;
instead, it implies explaining the document to
relevant communities and stakeholders, holding
special meetings and presentations, making it
available online, etc. In effect, it involves a whole
communication strategy around the NHPSP
that might require additional resources to be
budgeted. This issue is pivotal to ensuring that
the document is actually used and becomes
the point of reference for all activities, tasks
and initiatives within the health sector in the
medium term.

Usually, a NHPSP begins with an executive
summary, after which the overall context of the
health sector is introduced, together with the
NHPSP goal(s). Before describing the actual plan
contents, a summary can be given of the results
of the situation analysis, since this analysis has
provided the justification for the priority-setting
and beyond. The NHPSP objectives should
then be presented clearly, with an explanation
provided for each, linking with the broad goals/
strategic directions.
Next, the various broad activity areas for sector
development can be presented, indicating phases
and relevant orientation for implementation
modalities. In an annex the NHPSP contents can
be presented for quick review by readers in a
table format, highlighting vital elements such as
goals, objectives, expected outcomes (targets),
description of all proposed broad activity areas,
estimated required resource inputs (financial,
human and other), timeline and responsible
structures/institutions.
A NHPSP should mention assumptions as well
as risks and how these will be managed. Last
but not least, the NHPSP must indicate when
and through which system its progress and
achievements will be monitored and evaluated.
The NHPSP can refer to a MTEF.
The M&E section of a NHPSP should be well
prepared, allowing space for periodic assessments of inputs, processes, outputs, outcome
and, eventually, impact. It requires a well-defined
set of key indicators, quantitative and qualitative,
often used in combination with a scorecard. To
the extent possible, baseline data should be
gathered and mentioned in the M&E plan. More
details on monitoring and evaluation of NHPSPs
can be found in Chapter 9 of this handbook.
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Box 5.8

NHPSP sample outline
Foreword/Preface
Acknowledgements
Acronyms and abbreviations
Executive summary
Introduction
NHPSP development process
Community of stakeholders involved in
the process
Roles and responsibilities (mapping)
Section I: Background and situation analysis
Country profile
Socioeconomic status
Health status of population
Health system/sector profile
Section II: NHPSP strategic directions/goals
Link to long-term vision for the
health sector or for country’s
development as a whole
Mission
Guiding principles
Priority areas
Main objectives and broad activity
areas
Section III: Implementation of NHPSP
Policy and regulatory framework
Implementation framework
Mitigating risks
Section IV: Financing the NHPSP
Available funds and costing
Financing gap
Strategic investment plan
Section V: Monitoring and evaluation
strategy
Monitoring and evaluation systems
– indicators, baselines, targets
Approaches for data collection
Results strategy
Section VI: Conclusion
References
Annexes

Estimating cost implications of a NHPSP and
ensuring necessary resources
Examining the costing implications of a NHPSP
must be part of the NHPSP development process
from the beginning.IX This leverages the costing
process to enable fine-tuning and adjustments
to the contents and targets of the NHPSP, and
prevents the NHPSP from becoming an unrealistic plan which is quickly shelved and not
actively used. Scenarios can be modelled by
costing experts, especially if resources appear
to not match NHPSP ambitions.
Costing a plan requires planners to project the
financial expenditures that will be required to
achieve the results set out in the plan. Cost
estimations provide invaluable input into the
NHPSP development process and can inform
priority-setting by highlighting resource constraints. Cost estimations provide guidance to
decision-makers on the feasibility of a plan.
Perhaps most importantly, cost estimates can
be matched to available funds to identify funding
gaps and mobilize additional resources from
the national budget or international sources.
Scenario-building will be a useful tool within the
NHPSP development and costing process, with
several rounds of iterations between those who
primarily perform cost analyses and those who
are more involved with NHPSP development.
For example, a scenario can be projected for
different possible budget ceilings or different
health coverage targets to understand and think
through the resource implications in order to
make strategic decisions.

IX For a more detailed discourse on this topic, please see Chapter 7
“Estimating cost implications of a national health policy, strategy or
plan” in this handbook.
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5.6 Common NHPSP development challenges,
mistakes and possible solutions
5.6.1 Common challenges to the NHPSP development process and
possible solutions
Tight timelines, not allowing for a
thorough review of evidence
In a comprehensive planning process in a
time-limited context, decisions may have to
be made to reduce the planning process by
some steps or parts of steps. For example,
if strategic directions are required in three
months’ time, it may not be possible to engage
comprehensively with the community or collect
new data on targeted health sector issues. An

effective way to address the lack of time is to
establish parallel activity processes through
working groups. The working groups should be
in close communication with the core groups;
what seems to work best is ensuring that core
group members are part of the working groups
as well, ensuring information exchange and a
relationship of trust.
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Some common
challenges to
the NHPSP development process are tight
timelines with
not enough
time to review
evidence thoroughly, a rapidly changing
environment,
insufficient
stakeholder
involvement,
a weak link
to planning,
costing and
budgeting, and
weak coordination between
programme
plans and the
overarching
NHPSP.

Insufficient stakeholder involvement at all
levels (not only top leaders)

In a rapidly changing environment, medium-term
planning can be done for shorter time frames,
for example 2–3 years, rather than five years.
In addition, flexibility will be crucial to keeping
the plan relevant, which may mean keeping the
wording general on issues whose details should
rather be worked out in the operational planning
phase. In any case, in an environment where
the future is not predictable, operational plans
can fill in the gaps. It is important to ensure that
operational plans, linked to the strategic plans,
fill the gap, instead of parallel plans overlapping
with the NHPSP.

Stakeholders will be interested in participating
meaningfully in the NHPSP development process
when they can see an added value for them and
when the criticality of the NHPSP for steering the
health sector is made clear. Much of the lethargy
around partaking in NHPSP development often
centres around the place the NHPSP is given
in the health sector and its actual feasibility
and role as an orienting document. In many
countries, especially non-state (private) actors
do not see the point in being a part of the process
when they see a one-way contribution with no
return for them.

The operational plan takes on a more significant
meaning in the context of a constantly changing
environment, as it is here that activities can be
flexibility adapted and changed. The flexibility
of operational plans is absolutely central to the
implementability of the NHPSP. The NHPSP gives
the strategic orientation for the sector which
serves as a basis for the content of operational
plans. The operational plans should “operationalize” the strategic plan, allow modifications
where necessary (such as in a volatile context),
as and when situations change.

The level of stakeholder involvement points back
to the steering capacity of MoH and the core team
(i.e. not just MoH, but key planning stakeholders
as well) to effectively lead, coordinate and
motivate the right people to give their input on
the one hand, and assist implementation on the
other. Investment in and reflection on NHPSP
preparation will be crucial in settings where
the NHPSP has traditionally been written for
a donor audience or to tick off a planning to-do
list, and then subsequently shelved.
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render any medium-term planning uncertain
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A weak link between planning, costing and
budgeting

Weak coordination between programme
plans and the overarching NHPSP

In many countries, a lack of understanding of
budget-related issues results in delinked processes such that health policy-making, planning,
costing and budgeting take place independently
of each other, leading to a misalignment between
the health sector priorities outlined in overall
strategic plans and policies, and the funds that
are ultimately allocated to the health sector
through the budgeting process. This misalignment has negative consequences: resources
are not used as intended, and accountability is
weakened. On the contrary, a good understanding
of the budget process and solid engagement by
the MoH and other health sector stakeholders
at the right time during the budget cycle will
increase the chances that the final resource
allocation matches planned health sector needs.

As shown in Fig. 5.3, many countries evince vertical programme plans that are not synchronized
with the national health plan, and vice versa.
Fig. 5.3 is based on an analysis that simply
examined the timing and the years covered by
programme plans vis-à-vis the NHPSP, without
looking at the content of those plans and how
they were harmonized and aligned – this would
probably reveal even more inconsistencies.
Especially in settings where large programmes
are fully externally funded, they are perceived as
“independent” from the rest of the health sector,
yet are, in practice, influential when it comes
to ad-hoc priority-setting for health. The risks
are therefore great if a bridge is not adequately
built between the NHPSP and programmes: the
vertical programme will continue programme
activities in a vertical, unsustainable way, with
activities ceasing if funds cease. There may be
duplications, overlap and wastage of resources,
especially with the health workforce if the vertical
programme is better funded and organized than
the government.

Early engagement on the part of the MoH with
the Ministry of Finance (MoF) can provide a better
understanding of the financial management rules
and the system within which expenditures must
happen. Closer cooperation and inclusion of MoF
representatives in key MoH consultations (such
as those related to the estimation of NHPSP
costs) can help both sides better understand
each other’s needs and challenges.

On the other hand, a well-funded programme
may be an opportunity to address goals that are
in the NHPSP anyway – instead of overlaps and
duplications, it would be more beneficial to join
forces and ensure that priorities for a programme
as well as priorities for the health sector are
adequately reflected in both documents. This
might entail a good amount of groundwork
during the NHPSP preparation if the two sides
are not used to engaging with each other. At
the very least, during the NHPSP development
process, existing programme plans should be
studied, programme representatives brought
in to contribute on their expert area, and M&E
executed for both programme and NHPSP
purposes concomitantly.
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5.6.2 Common mistakes observed in NHPSPs
Insufficient connection between available
inputs and intended outputs and outcomes
It is not uncommon to find NHPSPs in which
inputs (resources used, such as personnel and
equipment) are inadequate or inappropriate, and
show no obvious connection to the achievement
of the NHPSP outputs and outcomes. In order to
avoid this trap, it helps to always remind oneself
of the final result and the ultimate aim of the
exercise. Keeping in mind the overarching health
sector vision and NHPSP goals and objectives,
steps can be plotted and actions thought through
that would be required to arrive at the final end
point of the NHPSP.

Proposed broad activity areas and implementation modalities are too vague
There may be contexts where NHPSP activity
areas and guidance on implementation are
deliberately vague – for example, in fragile or
rapidly changing situations, or in very decentralized countries. However, in such cases, the
MoH and health planning stakeholders should
make explicit provisions for strong technical
support when operational plans are being
drafted and/or disseminate additional guidance
documents at a later point in time in order to
ensure that the health sector is moving in the
intended direction. The risk of not doing so is
a potentially fragmented health sector and a
NHPSP that is inconsequential.
In situations where it is not really necessary
to keep wording vague, there is no reason to
not make the requisite effort to provide more

The plan is static, therefore discouraging a
flexible response to change
Sometimes the NHPSP process can end up
becoming much too routine. A lot of zeal and
enthusiasm might have characterized the
beginning stages, but when and if the process
stagnates or drags on, it can be perceived as
an added burden, with the principal aim being
simply to finish the document and move on. This
can happen when the national health planning
process has not set aside adequate resources
for any extra work involved, which the core team
is unable to do. In addition, if the NHPSP in and
of itself is seen as a separate “project”, apart
from the key tasks at hand, it is understandable
that once it is finished, normal activities resume
and the plan becomes a static document, with
little chance of being implemented.
In some countries, an overemphasis on formalities and formal procedures built into the
NHPSP development process has made it
into a largely bureaucratic function. This can
weigh down the process unnecessarily and
its principle objective gets lost in paperwork
and signatures.
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detail and orientation. Reasons for not doing
so often lie in an insufficiently participatory
process, too short a time frame and simple lack
of information on the needed details. Investing
in the process and having the right people on
board can fill in information gaps, for example,
based on implicit knowledge and experience.

DS

Strategizing national health in the 21st century: a handbook

The key to ensuring that the NHPSP is a real
point of reference is ensuring that the document
is realistic and feasible, provides a sector orientation broadly enough without being vague,
and giving some detail without getting too
operational. In addition, it is imperative that it is
truly driven by meaningful input by a wide array
of stakeholders – this quality of process aspect
is key and should not be mired in bureaucracy.
It is crucial to ensure close links to operational
planning by providing enough operational guidance to enable follow-up operational plans.
Milestones can be useful here, as they give
in-between targets without laying out the operational details. At the same time, the NHPSP
should not go into too much unnecessary detail
that can better be taken care of at the operational
level, where a flexible response is possible.

If evidence analysis is superficial, there may
be no convincing options for doing better in
the future
Some NHPSPs are based on an analysis of
the evidence that remains superficial. A solid,
in-depth analysis of evidence is necessary to
project what the health sector environment might
look like in the future. It goes without saying
that the whole policy and planning cycle must be
anchored in reliable data – this means not only
ensuring the generation and preservation of this
data but also putting effort and resources into
adequately understanding and interpreting it for
purposes of strategizing for health. Otherwise,
even if the NHPSP is implemented, the chances
are it will not be as effective as expected.

Goals, objectives and broad activity areas
reflect departmentalism, silos culture, the
tendency to protect own territory and individual interests
A common criticism of national health plans
is that they are unrealistic and simply reflect
a wish list of desirable actions in the health
sector, with little feasibility. This can happen
when the NHPSP development process is not
a real collaborative effort where stakeholders
come together and engage in evidence-informed debate and dialogue and touch upon
the contentious issue of setting priorities.
Prioritization means that some groups’ or
institutions’ activities may not be selected,
and others will. When stakeholder input is
piecemeal and individual – i.e. on a one-on-one
basis with the MoH or other central planning
authority – and not dialogue-based and joint
in nature, NHPSP goals, objectives and broad
activity areas become a simple collection of
each actor’s own separate workplan.
The solution to this problem lies in the convening
and brokering role of the MoH and its capacity
to bring together stakeholders – those who
agree and do not agree with each other – and
coordinate policy dialogue such that the result
is a balanced, realistic and feasible NHPSP. In
settings where MoH capacity acknowledged
as weak, improving health sector governance
should be prominent in the NHPSP.
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5.6.3 Health sector governance

Good health
sector governance involves
stakeholders,
leaders, and
managers
being aligned
around the
same vision,
with the planning process
being comprehensible to all.

Most of the above-mentioned challenges and
mistakes can be linked to the absence of sound
health sector governance. For example, leadership might not motivate their staff and managers
at all levels of the health system, i.e. those who
are at the frontline for NHPSP implementation.
Leaders may not prioritize dissemination efforts
with the NHPSP communicated in an understandable way to service delivery personnel
and managers. If the intended results and
value added for local levels are not clear to
implementers, the necessary will and drive to
execute will be lacking.
In essence, good leadership ensures that leaders
and managers are aligned around the same
vision. The point of the planning process must
be comprehensible to everyone. Much of the
trust in the intended NHPSP results is linked
to the level of openness and transparency of the
NHPSP process itself. Astute leaders will ensure
that all relevant health sector stakeholders
have access to the data, information, process
and decision-making logic.
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5.6.4 Intersectoral action and NHPSPs
Health equity and social determinants of health
(SDH) are acknowledged as critical components
of the post-2015 sustainable development
agenda, and are essential elements of any
country’s path towards universal health coverage
(UHC). Governments and other stakeholders
should proactively address social determinants
and health inequities by identifying and promoting
intersectoral action as an integral and vital component of the national health planning process.
Without intersectoral action as a fully-integrated
component – and indeed, mindset – embedded
in the national health planning process, health
inequities will likely persist, and as a result, the
population’s health will suffer.
As mentioned in Chapter 12 of this handbook
“Intersectoral planning for health and health
equity”, intersectoral planning, as part of the
national health planning process, is not a linear
process and thus several entry points exist. In
particular, the situation analysis phase is an
immense opportunity to ensure that the right

questions regarding equity and the determinants
of health are raised, and that those key issues are
adequately assessed. Actions may be undertaken
all along the planning cycle; however, without
the principal matters coming to the forefront
during the situation analysis phase, these actions
will not be slated in.
For purposes of NHPSP development, once
the situation analysis and priority-setting have
been undertaken, intersectoral action should be
kept in mind when formulating goals, objectives
and broad activity areas. In settings where
intersectoral action has long been neglected,
this might entail a separate objective specifically
on intersectoral action. Otherwise, if it is to be
embedded into other objectives and/or broad
activity areas, operational guidance can be given
specifically on intersectoral action to ensure
that it is not forgotten during the operational
planning stage.
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Intersectoral
action should
be kept in
mind when
formulating
goals,
objectives and
broad activity
areas.
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5.7 What if …?
5.7.1 What if your country is decentralized?
A distinction should be made between strategic
planning at sub-national level, which is usually
only done in highly devolved settings, and nationallevel strategic planning in a decentralized context.
Here, we address the latter.X
National-level strategic planning in any context,
but especially in a decentralized one, is dependent on data, information, and active input from
districts and regions. Central-level guidance,
templates and capacity-building initiatives are
key here, as sub-national levels will put together
their own medium-term and operational plans
anyway. Consistent and clear guidance from
central level not only assists the national level
to better aggregate and understand the information coming from districts and regions, but
also supports the strengthening of local health
systems to the benefit of all levels.
A decentralized setting may help to achieve
more effective planning and decision-making
in the health sector, but it can also create
new challenges, especially in finding the right
balance between national- and local-level
planning, as the systems at each level need to
be developed appropriately and consistently
with each other. Especially in a decentralized
setting with bottom-up planning, the dynamics of
back-and-forth between levels are of importance.
Districts will communicate their most important
medium-term needs to central level, while the

central MoH will communicate new or adjusted
sector strategies and priorities to the districts.
Districts may then react with proposals for
strengthening certain system components or
for adapting national strategies and programme
roadmaps to their particular local circumstances.
In turn, the central MoH will then have to verify
the financial feasibility of such proposals and,
if found acceptable, harmonize and coordinate
the local adaptations.
Although the principles and broad processes
will be similar at each level, as one moves
down to the lower levels, plans will be more
specific with national-level guidance providing
the broad strategic envelope into which they
are placed. Each level therefore needs to take
into account the other plans, i.e. those being
developed both in other organizations working
at the same horizontal level, and also plans of
both higher and lower levels in the system (the
vertical dimension).
Ultimately, district plans should be validated
and integrated into the NHPSP; it should then
be clear which contribution the peripheral units
will play in its achievement and what key results
are to be achieved at their level.

X More information on both aspects can be found in Chapter 11 of this
handbook “Strategizing for health at sub-national level”.
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5.7.2 What if fragmentation and/or fragility is an issue in your
country?
NHPSP development in a rapidly changing environment sometimes renders a comprehensive
health plan difficult, especially when the plan
is not tailored enough to the specific environment. Complex situations require considerable
In a fragile
flexibility in planning and a greater focus on
setting,
decision- learning and adaptation.
makers must be
opportunistic
in strategic
planning and
focus on the
feasible.

As a result of the uncertainty, the temporal
horizon of NHPSPs in fragile settings should
make room for potential revisions and changes;
it should still stay concrete, with proximate
objectives and mechanisms for revising objectives
and broad activity areas in place. In particularly
unstable situations, the absence of a prescriptive
strategy can be an advantage, allowing for more
flexibility and easier learning and adaptation.XI

Bottom-up planning focuses on strengthening
structures already in place, integrating them
into a functional system, and establishing
new ones as the case permits. This is usually
more valuable than an ambitious NHPSP with
a distant time horizon. In many contexts under
stress, the most promising level for pursuing
the rationalization of health service delivery
seems the provincial or local one.
Adapting to the evolving context and learning
from experience are key: “The more complex
and elusive our problems are, the more effective
trial and error becomes… Yet it is an approach
that runs counter to our instincts, and to the
way in which traditional organisations work”.30

Decision-makers must be opportunistic, focusing
on the feasible, which is usually distant from the
desirable. The challenge is to give a sector-wide
purpose to assorted measures taken because
they are considered feasible (see Box 5.9). Even
modest success may attract other players, and
generate the willingness to tackle more difficult
issues. Partners should seek concrete responses
to real problems, which bring benefits to the
whole system and stand a chance of working
even in a possible worst-case scenario.

XI For more information, see Chapter 13 “Strategizing for health in
distressed contexts” in this handbook.
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Box 5.9

Strengthening strategic planning in Liberia after the end of the civil
war in 200331
Following two civil wars, Liberia is on the road
to recovery. Since its 2003 Comprehensive
Peace Agreement, the country has experienced relative peace and stability through
democratic elections and support from the
international community. Due to the fragile
nature of the post-conflict state, characterized
by years of uneven political, economic and
social development, strategic policy-making
was vital to ensure the development of a
solid policy framework void of gaps. The
first Liberian National Health Policy (NHP)
created in 2007 came at a crucial time for
health system development.

effect on health and development indicators; ensuring that basic services could be
delivered to Liberia’s citizens would hopefully
set a policy foundation for broadening the
services provided by the Ministry of Health
and Social Welfare. The second goal placed
an emphasis on building strong, sustainable
and capable health institutions, particularly
through a process of decentralization and
integrating health system plans with other
development sectors’ plans. This goal was
deliberately kept broad in order to enable
sub-national levels to more easily adapt in
their plans to the overarching NHPSP.

Health planning stakeholders were aware
of the importance of being opportunistic
and flexible in planning, thus the NHPSP
consisted of two broad but feasible goals
to start rebuilding the health system. The
first goal was to establish a basic package
of health services that would be free to the
entire population, focusing on the most
urgent health priorities (communicable
disease control, emergency care, maternal
and newborn health, mental health care),
following a long period of minimal investment
in health. The war had had a devastating

The challenges in rebuilding health system
infrastructure are far from over. The Ebola
crisis in 2014 exacerbated these challenges,
especially issues linked to poor monitoring
and evaluation systems, continued reliance
on donor support, large out-of-pocket payments, low quality of basic and essential
services, and health worker shortages. The
2015 Investment Plan for Building a Resilient
Health System in Liberia has attempted to
build on feasible objectives, with lessons
learned from the past, to make progress in
Liberia’s health sector.
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5.7.3 What if your country is highly dependent on aid?

In an aiddependent
context, a
robust and
inclusive
NHPSP
development
process is
likely to
increase the
ability of the
government
to set its own
agenda and
rally external
partners
around it.

The capacity of multilateral and bilateral agencies
to exert leverage over national policy-making
processes can increase in proportion to the
dependency of the country’s government on
donor support for financing recurrent costs of
the health system. Especially in such cases,
a robust and inclusive NHPSP development
process is likely to increase the ability of the
government to set its own agenda and rally
external partners around it.
In an aid-dependent context, a transparent and
open consultation is crucial, in order to both
ensure relevance of the NHPSP vis-à-vis donor
interests and to come to a consensus on any
contentious issues. In addition, health planning
stakeholders must recognize the need to put
effort into developing cohesive support by a
broad range of interest groups. Even groups
who may have shown little interest should
be actively brought into the NHPSP process
where possible.

High aid-dependency often goes hand-in-hand
with the vertical nature of national disease
programmes. This entails the risk of a disconnect between planning for disease-specific
programmes and the NHPSP, leading to fragmentation and increased transaction costs.
Well-funded programmes may be reluctant
or unwilling to participate in the full-sector
strategic planning process. Targeted partnership
arrangements with these programmes and
external partners under national leadership
along the lines of national IHP+ compacts,XII
memoranda of understanding, and bilateral
agreements can help to avoid these problems.

XII For more information please the visit IHP+ website: http://www.
internationalhealthpartnership.net/en/key-issues/compacts/
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5.8 Conclusion
A strategic plan is the overarching guidance
document which should steer the health sector
towards its stated goals for a medium-term
period (generally 3–5 years). The decision on
where the health sector should go, as captured
in the NHPSP, should be a joint one involving
a variety of health stakeholders, with the MoH
coordinating and leading the process. A strategic
plan is necessary because it has the potential,
if done well, to help concretize priorities; to
keep the focus on the medium- to long-run,
thereby avoiding deviation in vision and optimal
strategies; to avoid fragmentation of the health
sector; and to help focus the policy dialogue on
health sector priorities.

Nevertheless, there are definitely limitations
to a NHPSP. It is just a document in the end.
In and of itself, it will not ensure success in
implementation. It does not replace the need
for sector steering capacity and leadership,
energetic and innovative management and
constant evidence-based policy dialogue on
pertinent issues.
In this chapter, guidance is provided on developing a relevant NHPSP which is referred to,
consulted and used. Steps are proposed to
manage the NHPSP development process and
common challenges and mistakes are pointed
out with suggested solutions.

Much has been said on the limited usefulness of
strategic plans – but the problem here is not the
strategic plan itself; rather it is a lack of coherence in the way it is developed, disseminated
and used. For a NHPSP to take on its rightful
role as the health sector reference document,
it must have adequate buy-in and relevance, be
solidly evidence-based and include and involve
all programmes, regions, districts, population
groups and viewpoints. In the 21st century, the
multi-stakeholder process is key, with the aim
being a consensus-based strategic document
that reflects the priorities of its intended beneficiaries, its providers and the government.
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Annex 5.1
Review of existing policies and strategies to ensure inclusion in and
harmonization with NHPSP
When developing a NHPSP, it is necessary to
review other existing policies and strategies
with regard to their relevance for the health plan
in development. In view of this, the questions
listed below can be helpful.
1. Where does the policy/strategy idea come
from? Government manifesto, the minister,
the agency, chief executive, policy branch,
delivery staff, an interest group, a community
consultation?
2. Is the policy/strategy defined adequately?
Do we have a clear authoritative statement
of intent of the desired outcome? Is there
agreement on the nature of the problem?
Are there feasible solutions?
Is it a problem for the government or
someone else?
Is there adequate “evidence” to justify
the proposal?
What is the optimal timing of: (a) the
decision? (b) implementation?
3. Is the underlying analysis adequate?
Are the objectives and goals explicit and
unambiguous?
Has there been a thorough search for
options?
Have the appropriate methodologies (mix
of policy instruments) been employed?
Is there a preferred option?
Has implementation been considered?
Is legislative action required?

Has the proposal’s relationship to “the
health plan” been considered?
Has a consultation process been developed: (a) within government? (b) with other
stakeholders? (c) with the community?
Have the possibilities of external assistance been explored?
With regard to inclusion and harmonization
into the NHPSP, the following questions should
be asked.
What is the time line for presentation to the
decision-maker, chief executive, minister,
cabinet?
Are there dissenting views of which the
decision-maker should be informed?
Are the “right” options exposed to the
decision-maker?
Is there a clear expression of the relationship
of the proposal to: (a) the budget? (b) the
“health plan”? (c) the “national plan”?
Are the workforce implications clear?
Are the legal implications (authority and
enforcement) identified?
Has the proposed involvement of donors,
including international agencies, been
discussed with them? Are there concrete
proposals or commitments?
Who has been consulted; who should be
informed before the decision is announced?
What should be done to “sell” the policy?
Is the implementation time line sufficiently
detailed; are those to be held accountable
identified?
What are the risks for the government and
the community?
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Annex 5.2
Mind-mapping
Mind-mapping is a way of capturing a combination of information and ideas, and of organizing
them. It relies on pictorial representations of
the flow and synthesis of ideas. It is used for
standard flip chart-based discussions, as well
as computer-based exercises.

This tool is particularly useful when a group
of planners with different backgrounds is considering the option of introducing or adjusting
strategies or reforms. It helps the group to find
common ground in weighing options.
Source: www.mindmapping.com, accessed 4 October 2016

Annex 5.3
Formulating strategic objectives on the basis of SMART criteria

Goal # 		

Objective Number

(write goal number or statement here)

Test Questions

1

2

3

1. Will attainment of the objective help the goal?
2. Does the goal have at least one objective?
3. Is the objective evidence-based (supported by data and theory)?
4. Does the objective specify a starting (baseline) value or condition
and a desired accomplishment (target value or condition)?

5. Can progress toward achieving the objective be measured?
6. Is the objective attainable and realistic, given the planning
period and available recources?

7. Does the objective specify a realistic result, rather than an activity?
8. Is a time frame specified for attainment of the objective or
implied in the Plan, itself?

9. Would someone unfamiliar with the planning group understand
what the objective means?

10. Have you indentified who will be accountable for achieving
the objective?

Source: http://hr.tufts.edu/wp-content/uploads/ODT_smart_goal_criteria.pdf, accessed 4 October 2016.
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6

Annex 5.4
Intervention logic as a tool for strategic planning
Intervention logic attempts to tease out the
steps between the activity and final outcome.
Within the context of NHPSPs, the technique
focuses the planner on each intermediate step
necessary to go from a broad activity area to the
intended outcome or goal. It helps avoid big leaps
in logic from the most easily identified output
to a more distant outcome, without thinking
through the intermediate steps. Assumptions
are explicitly stated and risk scenarios are

considered. Intervention (or programme) logic
can be employed for policy design, programme
planning and policy evaluation.
An important advantage of this technique is that it
focuses attention on what the government plans
to do with what it hopes to achieve. At the heart
of the process is the notion of a “hierarchy” or
‘cascade’ of outcomes (intermediate results).

Annex 5.5
Gantt chart
A Gantt chart is a simple aid used to develop an
action plan and monitor that plan, with tasks
and timelines visually linked. In the NHPSP
context, a Gantt chart can be used for the
NHPSP itself, or to prepare and follow up on
the NHPSP process. For example, each activity
can be listed with start and end dates, depicted
on a linear timeline using a horizontal bar. The
advantage of a Gantt chart is that activities are

presented visually in logical sequence. The chart
makes visually clear which tasks need to be
carried out and when. For the NHPSP process,
a Gantt chart can depict tasks by semester or
quarter, with key phases and steps, as well as
the person or institution responsible for steering,
coordinating, supporting, oversight reporting
and implementation.
Source: www.gantt.com, accessed 4 October 2016.
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Overview
Operational planning is the link between
strategic objectives of the national health
policy, strategy or plan (NHPSP) and the
implementation of activities. It is about
transforming the strategic-level plan into
actionable tasks. At this stage, most steps
of the NHPSP have been completed and
the budgeting has been done. Operational
planning is done by budget centre and will
identify the activities to be carried out to
achieve the objectives of the strategic plan.
Planning is often made into something
complicated, a mystery wrapped in
jargon, process and politics. Planning is
sometimes left to the professional planners
or the managers to control and do. That
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is a mistake. The best operational plans,
and certainly the ones most likely to be
implemented, are those that are developed
with the people who will carry them out (as
well as other stakeholders).
Everyone in the health sector is an
operational planner and everyone has a plan,
even if they don’t recognize it as such. The
simplest operational plan is a “to-do” list,
which may be written down or carried in a
health worker’s head. A calendar of activities
that defines the what, when and who of
tasks is also a plan. The operational plan
determines the day-to-day activities of the
unit for which it is written.
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Summary

What is operational planning?
Operational planning is typically based on a
NHPSP that defines the vision, goals and objectives for the health sector. Operational planning
is managerial and shorter term, as opposed to
strategic planning, which usually has a 5–10 year
horizon, sometimes even longer. Operational
planning deals with day-to-day implementation
and often has a one-year time horizon.
An operational plan is a practical plan of activities
to undertake that are in line with the overall
NHPSP, but is concrete enough for practitioners
at each level of the health system to know what
they are responsible for.
Operational planning takes place when most
other steps of the planning cycle are completed,
at the level of budget centres.

Why is operational planning crucial to
strategizing for health?
Operational plans are necessary to concretize NHPSPs. They provide a framework for
action based on the strategic vision given by the
NHPSP. The operational planning process has
the potential to greatly assist stakeholders in
gaining a better understanding of the NHPSP
target population and its needs, as well as
stakeholders’ own capabilities and limitations
in implementation. Especially when defined
jointly, an operational plan is critical for the
clarity it offers as to what needs to be done, by
whom, how, and with which monies.

When should operational planning take
place?
The health operational planning process should
be synchronized with the budgeting process
of the financing entity. This typically means a
complete operational plan with budgets done
on a yearly basis. This can be on a two-yearly
basis in settings that are very stable from a
political or social point of view. Operational
planning can be done even more frequently, for
example every six months or even three months,
in situations where insecurity and instability
force decision-makers to adapt activities to a
rapidly-evolving context.I

I For more information, please see Chapter 13 “Strategizing in distressed health contexts” of this handbook.
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How does operational planning work?
An operational plan should typically include:
1. a description of activities and a statement
as to which major objective of the NHPSP
it falls under;
2. the timing and sequencing of those activities;
3. a quantity of activity;
4. the person(s) responsible for the activity;
5. the resources required, including financial
resources, and the origin of those resources;
6. a method of measuring progress (monitoring).

The following steps are necessary for sound
operational planning:
1. taking stock of the situation (where are we
now?), including identification of stakeholders (who is involved?);
2. setting operational priorities;

4. implementation of planned activities (how
are we going to do it?);
5. monitoring and evaluation of the operational
plan (what have we accomplished so far?);

Who are the main actors involved in
operational planning?
Ideally, all of those who are responsible for an
activity in the health sector will be involved in
operational planning, either directly or through
having their interests represented by someone
involved in the formal planning process. Key
stakeholders are the national and local health
authorities, health service providers and health
system end users.

Anything else to consider?
decentralized environment;
fragile environment;
highly aid-dependent context;
strong vertical programme.
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3. putting together the operational plan (what
are we going to do?), including the operational budget;
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6.1 What is operational planning?
6.1.1 Concepts and definitions
“Planning is a method of trying to ensure that
the resources available now and in the future
are used in the most efficient way to obtain
explicit objectives.”1
Another way to see operational planning, taken
from a business consultancy, is “the process
that determines the day to day activities of the
business”.2 This point of view is transferable to
the public sector. An operational plan is about
doing. It defines what actions will be taken.
Implementation planning, activity planning,
and work planning are alternative terms used
for operational planning.
An operational plan is a practical plan of activities to undertake that are in line with the
overall NHPSP, but it is concrete enough for
practitioners at each level of the health system
to know what they are responsible for. In other
words, an operational plan will describe the
tactics that must be employed as the preferred
method for achieving certain objectives, or
targets. A simple example of a target might be
“90% of pregnant women receive four antenatal
care visits”. A tactical (or specific) objective
would choose whether the preferred method
of reaching this target is through outpatient
consultations at maternal and child health clinics,
during outreach activities, through community
health workers, or some combination of these
methods or tactics.
Operational planning is undertaken by “budget
centres” (or “cost centres”), ideally when the
overall health budget is formally known. A

“budget centre” is an accounting term used
to describe a department, division, or other
subunit for accounting purposes; usually, a
budget centre has some level of autonomy in
activity implementation. With regard to health
sector planning, this can refer to a unit within a
ministry of health (MoH), a parastatal institution,
a sub-national entity, or any other establishment
for which the income and expenses are separated
out and monitored. It can also be a contracted
facility or group of facilities (which could be in
the private sector). The level of budget details
may vary with private entities, but all facilities
working in the health sector – public, private
for-profit and private non-profit, need to do
operational planning exercises; at the very least,
all stakeholders need to be aware of what the
others are doing.
That being said, all units that have activities
and budgets should have an operational plan.
There will be cases where several units (such as
health centres) together form a budget centre;
the contrary holds true as well – a large wellfunded programme may end up being several
budget centres. In the former case, it might
mean that a “sub-unit”, for example a health
centre, might still need to do a separate operational plan for its own purposes; in the latter
case, the large programme might have to do a
separate, unified operational plan for it to work
off of. Either way, the principles of operational
planning as elucidated in this chapter apply.
The operational plan of units that do not provide
direct services, such as units at a central MoH,
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An operational plan is a
practical plan
of activities
to undertake,
concrete
enough for
practitioners
at each level of
the health system to know
what they are
responsible
for.

should include the activities undertaken to technically support those units that are providing direct
services. An important decision is whether MoH
units include the actual service delivery carried
out by health facilities or district teams in their
plans. There is a strong inclination to do so, but it
can lead to a proliferation of planning exercises,
and also lead to double counting of activities.
In a well-organized system it is preferable for
the operational plan to only include activities
actually performed by the unit that is planning.
For example, in a malaria control programme,
the central malaria unit would not include the
distribution of bednets to community members
in their operational plan if members of a district
health team do that distribution.

If the unit undertaking the operational planning
is a sub-national entity, the specificities of
planning is linked to the decentralized level
and is addressed in the “what if” section 6.1.3.
A formal operational plan at a minimum should
include:
1. a description of activities linked to the
overarching strategic objectives (normally
contained in the strategic plan);
2. the timing and sequencing of those activities;
3. a quantity of activity;
4. the person(s) responsible for the activity;

Operational plans are sometimes described as
something that is needed for lower levels of the
health sector, typically sub-national structures
such as regions or districts and individual
facilities such as hospitals and health centers.
That is true, but incomplete. All who carry out
activities benefit from having an operational plan.
The planning unit of a MoH needs an operational
plan to define what it will do on a day-to-day
basis to implement the plan. Each department
at a central MoH needs an operational plan, not
to set strategy, but to determine activity. Even a
minister’s office needs a plan of the activities it
will carry out to provide stewardship for the sector.

6. a method of measuring progress (monitoring).
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5. the resources required, including financial
resources, and the origin of those resources;
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Damien Glez; scenario by Bruno Meesen

Fig. 6.1 Operational planning

6.1.2 Strategic planning vs
operational planning
Strategic health planning refers to the long-term
vision, goals and objectives for the health sector.
Operational planning is managerial and shorter
term. Strategic planning usually has a 5–10 year
horizon, sometimes even longer (see Table 6.1).
Operational planning deals with day-to-day
implementation and often has a one-year time
horizon. The time frame is usually the same
as the budgeting cycle of the organization or
government. Strategic plans, once completed
and agreed, tend to stay relatively constant
throughout their agreed term. Operational plans,

on the other hand, should be dynamic, open to
change if situations change or targets are not
being met, and remain open to regular revision
as circumstances change. Examples of changing
circumstances requiring a change of plan would
be an unexpected epidemic or a natural disaster,
changes in the resources available, or clear
signs that goals are not being met.
The flexibility of operational plans is absolutely
central to the implementability of the NHPSP.
The NHPSP gives the strategic orientation for
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The flexibility
of operational plans is
absolutely
central to the
implementability of the
NHPSP. The
operational
plans should
“operationalize” the
strategic plan
and can only
adequately do
so if they can
be modified
along the way,
as and when
situations
change and
new context-specific
learning can be
applied.

the sector, which serves as a basis for the
content of operational plans. The operational
plans should “operationalize” the strategic plan
and can only adequately do so if they can be
modified along the way, as and when situations
change and new context-specific learning can
be applied. An example illustrating this point
is the interaction between Cambodia’s second
Health Sector Strategic Plan (HSP) and Annual
Operational Plans (AOPs). The AOPs for the
health sector, which became mandatory in

1999, are put together through a combination
of bottom-up and top-down processes, and
are further broken down into quarterly action
plans and monthly workplans.3,4 The last HSP
2008–2015 was not altered during its duration, as
its objectives were aligned with the Millennium
Development Goals; however, the AOPs were
constantly modified when corrective action was
necessary, based on regular supervision and
monitoring results.

Table 6.1 Key characteristics of strategic and operational planning

STRATEGIC PLANNING

VISION

Long term

Short(er) term

FOCUS

Strategic direction for the health sector

Concrete activity implementation

TIME FRAME

3- to 5-year document

1 year, sometimes shorter time frame

FLEXIBILITY

Less likely to change during its term

Can more easily be adapted and modified
according to changing circumstances
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OPERATIONAL PLANNING
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6.1.3 Operational planning and
budgeting
Ideally, the sector budget ceiling as well as the
exact allocations to the budget centres should
be clear before putting together an operational
plan. If the public budget negotiation process
is still not completely concluded at the time of
operational planning, the approximate sector
budget allocation as well as the NHPSP disaggregated costing can be used as an approximate
ceiling within which to plan.II
The structure of the operational plan will be
heavily dependent on the type of budgeting used
in the country. Ideally, it can be developed based
on the specific objectives for the operational
unit, as this is usually most useful from the
point of view of the unit. However, if operational
plans and budgets need to be submitted using
line-item budgeting, one of the two options
below can be used.
(a) The operational plan can still be done by
specific objectives but an additional step will
be necessary to “translate” the budget lines
linked to activities and objectives to line items
(sometimes called a “chart of accounts”).
Several iterations will be necessary here if
the exact amounts of each of the line items
are fixed and inflexible, in order to make the
objective-driven budget match the line items.
If the line item amounts are not fixed and
there is flexibility within the budget centre’s
allocation of funds to change the amounts
linked to the line items, then the line-item
budget can be more easily molded to the
needs of the operational unit’s objectives.
(b) The operational plan is created from the
beginning according to line items. The risk
of not ensuring a link between the country’s
budgeting system and the structure of the

operational plan is that resource allocations
may not match the needs nor the capacity
of the operational unit. If there is room for
flexibility in the line item allocations, at least
ensuring that those allocations meet the
objectives of the operational plan is possible,
but will entail an extra workload for health
planning stakeholders in securing allocations
by line items that tally up to the necessary
resources per objective.

6.1.4 Participation and
inclusiveness of
operational planning
Operational planning is a method of formally
organizing activities through a process that
involves key stakeholders, with the results of
the process shared with all involved. The process
is meaningful in and of itself to encourage
and solicit participation and input of major
stakeholders of the (local) health system. The
absolute criticality of broad and inclusive participation cannot be emphasized enough, all
the more so for operational planning (vis-à-vis
strategic planning) because the decisions made
regarding what to include into the operational
plan concretely and directly affect those who
will be carrying out the decisions. Success
or failure will depend largely on the buy-in,
understanding and willingness to implement
the plan by health sector stakeholders; hence,
those very stakeholders must be consulted and
heard. Many countries have well-functioning,
recognized participatory bodies (health committees, management committees, etc.) that can
be used as a vector to ensure that all interests
are represented in the decision-making process.

II For more information, please see Chapter 7 “Estimating cost
implications of a national health policy, strategy or plan” and Chapter
8 “Budgeting for health” in this handbook.
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While
operational
plans are
a guide for
day-to-day
action, they are
not a detailed
description of
every action
taken; the
correct amount
of detail is
vital to ensure
the planning
process is not
burdensome.

Box 6.1

Inclusive planning in Senegal: regional health sector reviews5
“[We have been able to focus] more on the
communities in need, in their own environment, by putting in place much-needed
regional health sector reviews,” said Dr.
Farba Lamine Sall, Director of the Minister
of Health’s Office, Senegal.
In 2014, the Senegalese Ministry of Health
was looking to improve coordination among
national, regional and local health administrations. It was decided to put in place regional
health sector reviews (RHSRs), in addition
to the annual health sector review, the idea
being to more closely involve the health
community, civil society and implementers
on the ground, as it was usually not feasible
to involve them all at the annual health
sector review.
Over a period of two years, the RHSRs have
been formally institutionalized as a means
to monitor sub-national operational plans.
In addition, the RHSR has proven to be a key

The Senegalese MoH has noted better quality
operational plans from the regional level since
2014, and a more profound understanding of
national-level stakeholders for challenges
in the different regions. All in all, monitoring
of operational plans, and the subsequent
adjustments made to operational plans in
the regions, have proven to be essential
means to increase community and population
participation and make the participation
more useful and meaningful.
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instrument for allowing greater and more
meaningful participation from different players in the local health system, since much of
civil society and various population groups are
represented at regional, rather than national,
level. Also, most of the practitioners on the
ground were more motivated to actively
participate in the regional – rather than
national – reviews, as the issues discussed
directly affected their daily lives.
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6.2 Why is operational
planning crucial to
strategizing for 		
health?

6.3 When should
operational
planning take
place?

Operational plans are necessary to concretize
NHPSPs. They provide a framework for action
based on the strategic vision given by the NHPSP.
They are the only instrument that allows for a
formulation of implementation modalities, and
an identification of financial and other resources
needed and of the timelines against which the
tasks must be achieved. Without an operational
plan to make the NHPSP more tangible, stakeholders will not be clear about their own roles
and responsibilities, and implementation will
suffer. Especially when defined jointly with all
relevant health sector stakeholders, an operational plan is critical for the clarity it offers as
to what needs to be done, by whom, how, and
with which monies.

Although an operational plan may have activities
described for a year, the exact timing of most
activities need to be planned on a shorter time
period, often quarterly or even monthly. For
example, it may be possible to describe a certain
number of primary health care activities per
month to cover a district, but fixing the exact
dates of the activities needs to be done closer
to the time of actual implementation.

The operational planning process has the potential to greatly assist stakeholders in gaining
a better understanding of the NHPSP target
population and its needs, as well as stakeholders’ own capabilities and limitations in
implementation. The operational plan provides
an opportunity on at least an annual basis to
constantly adjust activities and actions according
to need and circumstance, also by other actors
from other sectors.
The process can help increase transparency
and avoid confusion about what is expected,
and guide the implementation of activities. It
is a useful tool for both the manager and the
person being managed. Each worker should
know where he or she fits in the overall plan
and what is expected.

The operational planning process should be
synchronized with the budgeting process of
the financing entity. This typically means a
complete operational plan with budgets done
on a yearly basis. This can be on a two-yearly
basis in settings that are very stable from a
political or social point of view. Operational
planning can be done even more frequently, for
example every six months or even three months,
in situations where insecurity and instability
force decision-makers to adapt activities to a
rapidly evolving context.III Close cooperation
between the finance and health sectors – and
indeed other relevant sectors – is ideal.
The central health planning authority should
provide operational units clear guidance on
dates that planning milestones must be met
and the processes for approval of the plans.
It is helpful if guidance can be given as to the
estimated length of time that is required for
preparation of the various steps in the process.
A checklist with due dates is extremely useful
(see Box 6.2).

III For more information, please see Chapter 13 “Strategizing in distressed health contexts” in this handbook.
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Operational
plans are
necessary to
the NHPSP
planning process because
they provide a
framework for
action based on
the plan’s strategic vision.

Typically, operational plans
with budgets
are done on a
yearly basis
to ensure that
the planning
process is synchronized with
the budgeting
process of
the financing
entity. They can
be done more
frequently in
situations in
insecurity or
less frequently
in a very stable
context.

Box 6.2

Example: operational planning checklist from a Cambodian Provincial
Health Department (PHD) Office6
TASK

WHO

Task 1: Attend the MoH Annual Performance Review Meeting

End of February

PHD Director

Task 2: Provincial workshop for annual
review and setting provincial objectives
and targets

March

Provincial Health Technical Advisory
Team (PHTAT), PHD staff, referral
hospital management team, health
centre chiefs, partners

Task 3: Provide technical support to the
referral hospitals and health centres

March and April, during
development of annual
operational plans

Directors of PHD, key staff of PHD
technical bureau, key staff of PHD
finance bureau

Task 4: Appraisal of PHD, referral
hospitals, and health centre annual
operational plans

May, as soon as operational plans developed

Directors of PHD, key staff of PHD
technical bureau, key staff of PHD
finance bureau

Task 5: Preparation of the provincial
3-year rolling plan and the provincial
annual operational plan

May, as soon as operational plans developed

Directors of PHD, key staff of PHD
technical bureau, key staff of PHD
finance bureau

Task 6: Meeting to review the provincial
3-year rolling plan and the provincial
annual operational plan based on
feedback from the MoH

Early August, as soon as
PHD received feedback
from MoH

PHTAT, PHD staff in charge of
national programs activities, referral
hospital management team, health
centre chiefs, partners

Task 7: Meeting to finalize the provincial
annual operational plan

December

PHTAT, PHD staff in charge of
national programs activities, referral
hospital management team, health
centre chiefs, partners

Task 8: Monthly Meeting of PHTAT with
referral hospitals and health centres

Every month of the next
year, while operational
plan implemented

PHTAT, PHD staff in charge of
national programs activities, referral
hospital management team, health
centre chiefs

Task 9: Provincial quarterly review
meetings

The first week of each
quarter

PHTAT, PHD staff in charge of
national programs activities, referral
hospital management team, health
centre chiefs, partners

Task 10: Attend the MoH Mid-year
Performance Review Meeting

August next year

PHD Directors
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CHECK

change requires time and effort to adapt to it.
The change must be a significant improvement
to justify the disruption it causes. The pursuit
of perfection should not drive out planning
processes that are good enough.
It is wise for the unit undertaking operational
planning to try to finish work at least a week or
two before the deadline, leaving ample time for
a leisurely review and fine-tuning, as necessary.
Last-minute planning often leads to mistakes.

© Tyler Olson

One problem encountered in some countries is
constant change to the guidance and formats
of planning. Typically, central health planning
authorities may find that the format of the
operational plans are not perfectly adapted
for monitoring and evaluation purposes, or for
tracking the use of resources for a particular
programme or for better access to specific
earmarked funding. They may therefore change
the format of the operational plan from one
cycle to the other (from one year to the other).
It must, however, be kept in mind that every
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6.4 How does operational planning work?
Central-level guidance to the different budget
centres and operational units on operational
planning should typically include information
on timing for completing the different steps,
information on the stakeholders expected to be
involved in the planning process, and a guidance
A formal op- framework, often a matrix, that includes at a
erational plan
minimum:
should include:
a description
of activities
linked to the
strategic
objectives;
the timing,
sequencing,
and quantity
of those
activities;
the person(s)
responsible for
and resources
required for
the plan; and
a method of
measuring
progress.

1. a description of activities and a statement
as to which major objective of the NHPSP
each falls under;

6.4.1 Some operational planning
issues to consider
Operational plans are still needed even if
there is no useful strategic plan

4. the person(s) responsible for the activity;

There are times when the strategic planning
process is less effective, and clear and reasonable
guidance is not available. In such circumstances,
an operational planning exercise is still necessary
and useful as a management tool for health
managers or health care workers who have
responsibilities to fulfil.

5. the resources required (including financial)
and the origin of those resources; and

Level of detail needed in an operational plan

2. the timing and sequencing of those activities;
3. a quantity of activity;

6. a method of measuring progress (monitoring).
The guidance must also include instructions
concerning the degree of decision-making
authority that lies with the budget centre. Is
the operational planner required to follow
goals, objectives, budgets, and tactics that are
determined by a central authority? Or, can the
budget centre set its own goals, objectives,
budgets and tactics? In most situations, the
reality is somewhere in between these two
extremes. The national health planning authority
should give guidance as to where the balance
lies in that particular system.
In addition, major policy orientations based on
the NHPSP should be detailed and explained
right at the beginning of the operational planning

A word of caution on the amount of detail
needed is in order. Operational plans are a guide
for day-to-day action. They are not a detailed
description of every action taken. When too much
detail is required, the planning process becomes
burdensome and uses excessive amounts of
time. The plan can become so large that it is
not useful. A plan for immunization services
might include an activity to maintain the cold
chain in all of the health centres in a district. It
will not include every step taken to maintain a
refrigerator. However, a cold-chain technician
might have a to-do list that does detail those
steps, but it would not be part of the district
plan. If maintaining the cold chain has been a
problem, however, an operational plan might
include developing a to-do list for cold-chain
maintenance. Finding the correct amount of
detail requires common sense and experience.
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process, in order to orient the content of the
operational plans.
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Flexibility
Operational plans must be iterative. They are
subject to change depending on feedback on
results that come from monitoring and ongoing
field experience. If something is not working,
it is often necessary to change what is being

done. Depending on the circumstances, those
changes do not always have to wait for the end
of the formal planning period (see Box 6.3 on
medium-term rolling plans).

Box 6.3

Medium-term rolling plans
In some settings, an intermediate or mediumterm plan is also developed, which is usually
three years in duration, and can be seen as
a bridging plan between the NHPSP and the
operational plans. Medium-term plans are
commonly associated with a medium-term
expenditure framework (MTEF), which is
discussed in detail in a separate chapter. IV
MTEFs have been popularized by the international financial institutions and ministries of
finance. In countries where a medium-term
plan is developed, there may be a rolling
plan process, where on a yearly basis, the
operational plan for the coming year is
refined, and an additional year of planning
is added so that there is always a threeyear plan in place.7 The idea is to make the
operational planning process less heavy and
more connected with the budgeting process.8

Critique of MTEFs has been mainly focused
on planning and reporting requirements from
international development partners who have
heavily supported the MTEFs. It is true that
in settings with large donor monies in the
health sector, MTEFs have helped give more
clarity to development partners’ financial
and technical commitments. For example,
in Benin, some development partners found
it difficult to commit beyond three years.
A three-year rolling plan was thus more
feasible for many partners to commit to. In
recognition of this, Benin’s 10-year NHPSP
(Plan national de développement sanitaire,
2009–2018) was divided into three-year rolling
plans with MTEFs.
On the other hand, it has been acknowledged that MTEF processes have contributed
to greater linkages between operational
planning and budgeting and have helped
countries to adjust their plans to be more
realistic and feasible.

IV For more information, please see Chapter 8 “Budgeting for health”
in this handbook.
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Bottom-up or top-down process
A major decision is whether operational planning
will be a bottom-up process, a top-down process,
or some combination of the two. In most cases,
it ends up being the latter.
A top-down process works best in a highlystructured civil service or business setting
with strong central budgetary and supervisory
controls. Instructions can be sent and the plans
have to be completed, as instructed, before
any of the resources flow. It should work like
clockwork, but rarely does. Nevertheless, even
if the organization is highly centralized, there
are advantages in letting units and individuals
develop their own plans within the limits of that
highly centralized structure. Operational plans
that are dictated from above frequently do not
reflect on-the-ground reality and therefore lead
The pathway to poor performance.

for operational
plan approval
should be
clear, both with
regard to who
can approve
and the
deadlines for
when decisions
are to be made.

However, a bottom-up process can be lengthy,
requires much training, and large numbers of
human resources, and their time, to prepare
and consolidate. Whether it is feasible is a
judgement that depends on local capacity and
local priorities, but such processes frequently
become delayed and bogged down.
An alternative is a local operational planning
process based on clear guidance from a national
health planning office. Such a process usually
works better if there is input from the national
level during the planning process, before local

Finalization and approval of the operational
plan
A particularly important issue is to provide
guidance on the process of finalization and
approval of the operational plan, including
clear criteria for acceptance of plans. A clear
pathway for approval should be described,
both with regard to who can approve and the
deadlines for when decisions are to be made. In
the real world, there are often multiple layers
of approval, and it can become quite confusing
unless it is clearly specified who has the right
and responsibility of approval and when that is
to occur. An even more difficult issue is what to
do with the entities that miss submission and
approval deadlines (see Box 6.4). Complexity
cannot be avoided, but it is only fair that operational planners be given a clear roadmap of
the approval process.
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plans are far advanced. This input can take the
form of written guidance, the physical presence
of planners to facilitate the planning process,
or workshops to familiarize local planners with
the national plans and priorities. It can also
include remote support such as emails and
teleconferences, something that is becoming
more feasible as technology improves. The art
of planning involves finding the proper balance
between these methods.
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Aggregating plans

Box 6.4

Another issue to consider is where the aggregation of operational activities is done. Will
activities be aggregated at district level and then
passed up to a regional office, if it exists, and
then on to the national level? Or will activities
be aggregated by programme? The decision
will depend on how the budget centres are
organized and which entities need a separate
budget that will be monitored for expenditures
and outputs. For example, the district malaria
team’s operational plan can be aggregated at
the district health plan level; the operational
plan can also be sent to the national malaria
office and aggregated there. Aggregating by
programme, i.e. organizing budget centres by
programme, is often felt to be more satisfactory
by the individual programmes, but is at risk of
leading to a plethora of plans– one for each
individual programme – which may not be
coherent with each other.

What happens when local
units do not complete or
submit their operational
plans?
Does failure to submit mean no funds
or decreased funds? Does it mean that
the plan will be identical to last year?
Or does it mean reorienting resources
towards those teams that do meet the
deadlines? The unfortunate truth is that
those district teams that are weakest or
least experienced with developing plans
are frequently in districts that have the
greatest health needs. Indeed, more
remote geographical areas with poorer or
hard-to-reach populations may potentially
be understaffed and under-resourced
because of the classical challenges of
deploying and retaining health staff in
these areas or establishing proper communication channels such as internet
connection etc. They may therefore be in
a weaker position to develop and submit
their plans on time. Rather than a punitive approach towards those who miss
planning deadlines, it may be better to
allocate resources to assist the weaker
teams in developing their plans. It is not
particularly fair, or a wise public health
decision, to take resources away from
high-need areas because their public
health teams have less experience or
capacity in planning.
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6.4.2 Steps in operational planning
Similar to overall strategic planning, the steps
in the operational planning process include:
(a) taking stock of the situation (where are we
now?), including identification of stakeholders
(who is involved?);
(b) setting operational priorities;
(c) putting together the operational plan (what
are we going to do?), including the operational budget;
(d) implementation of planned activities (how
are we going to do it?);
(e) monitoring and evaluation of the operational
plan (what have we accomplished so far?).
Shorter operational planning cycles that group
some of the above-mentioned steps together
and longer cycles that split up multiple steps
can be considered, but they all contain the same
or similar steps. Examples of different cycles
can be found in many sources.9,10
The operational planning cycle places less
emphasis on costing and budgeting compared
to the overall national health policy and planning
cycle, with more emphasis on the implementation. This is because the overall budget should
already have been developed and the budget
centre doing the operational planning has its
specific budget lines which need to be planned
for. Hence, the costing and budgeting is done at
a much smaller scale, and is less complex, than
in the strategic planning cycle. That being said,
if national-level costing is not done well and is

based on gross assumptions, a more detailed
cost estimation exercise at operational unit level
may be useful, also in view of providing valuable
feedback to national-level costing and potentially
influencing resource allocation decisions. On the
other hand, operational planning will of course
put more emphasis on the implementation, which
is the primary objective of an operational plan.
In the following sections, each operational
planning step is described in more detail. As
many of the steps mirror the overall national
health policy and planning cycle, the possible
methodologies for each step are not described
in detail, as they are elaborated upon in other
chapters of this handbook and can be applied
here as well.

(a) Taking stock of the situation (where are we
now?), including identification of stakeholders
(who is involved?)
Taking stock of the situation from the point of
view of a budget centre need not be as extensive as the situation analysis for the NHPSP. It
should build upon it, examining more closely
the specific issues relevant to the budget centre
and its mandate. In addition, it is important to
look particularly at any significant differences
from the analysis in the national plan. This
need not be a problem per se but must be
flagged, explained and made clear. Examples
of this might be if a certain district has a health
problem, such as guinea worm, that is present
in that district, but not in the rest of the nation.
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Similar to the
steps of strategic planning,
the operational
planning
process should
take stock of
the situation,
set operational
priorities, put
together the
operational
plan and
budget, plan
for the implementation of
activities, and
monitor and
evaluate the
operational
plan once
implemented.

What is worth investing in at operational unit level
is a tailored stakeholder analysis, examining the
local playing field in more detail. The analysis
done at central level may be too broad-based
to be directly applicable for each operational
unit. Local stakes may be very different from
central-level stakes and interests.

(b) Setting operational priorities

Based on the
nationallevel situation
analysis and
any additional
context-specific complementary
information,
a ranking of
the different
recommendations can be
made which
then leads to a
first draft
priority list.

At budget centre level, the prioritization exercise
is focused on activities, ideally linked to the
overarching priorities already set in the NHPSP.
Based on the national-level situation analysis
and any additional context-specific complementary information produced by taking stock
on the local situation, a ranking of the different
recommendations can be made which then
leads to a first draft priority list. Through several
rounds of dialogue, health sector stakeholders’
key operational priorities will crystallize. Part
of the discussions on operational priorities
will include sequencing of activities, based on
level of priority accorded to that activity (even
if the final timeline happens in the next stage
of actually developing the operational plan).
Any local evidence will be crucial to ensuring
that local operational priorities reflect realities
on the ground. Other national and international
evidence will, of course, also be examined
where relevant, but context specificity is so vital
here that any data and information from other
contexts should be discussed with regard to
adaptation to a specific setting.

As explained above, operational planning is
usually documented through the use of a predetermined planning matrix or grid provided by
the national planning authority. There are many
models for this.11-13 If no template is available,
at the very minimum, the elements described
in section 6.4 should be included.
Crucial guidance from the central health planning
authority to operational planners includes an
outline of the operational plan, which should
ideally be linked to and follow the headings
of the NHPSP. This will allow activities of the
operational plan to be clearly identified as
contributing to NHPSP objectives. If the NHPSP
was developed in a bottom-up manner, then
much of the input to the NHPSP will have come
from the various operational units anyway, which
means that matching NHPSP and operational
plan headings should not be particularly difficult.
Otherwise, the operation plan headings are
often organized around the main local priorities
without any distinct link to anything beyond the
local. If the operational plan is for a particular
programme, reference should be made to the
strategic directions of the NHPSP.
Ideally, as mentioned in section 6.1.3, the operational plan headings would also correspond
to the budget line items (“chart of accounts”)
of the financing authority, for example the
ministry of finance at the national level and
the district treasury office at district level.
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(c) Putting together the operational plan (what
are we going to do?), including budgeting
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Frequently there is poor alignment between
the health planning process and the national
and sub-national budgeting processes.14 In
actual practice, health planning stakeholders
often find the headings from the national chart
of accounts to be ill suited to strategizing for
health. The temptation to ignore the national
chart of accounts should be resisted, even if they
do not seem appropriate for an operational plan.
A compromise is to do a “translation exercise”
by adding another column to the operational
plan matrix for the national budget line items
so that the operational plan can be sorted to
reflect the NHPSP or the national budget line
items as appropriate. Another column can also
be added for “source of funds”, in situations
where there are multiple sources of funds
that must be accounted for separately, such
as funds from different government levels or
from external donors.
The pivot table function of a spreadsheet, if
that is what is used for the matrix, can be used
to provide an operational plan (see Box 6.5) in
a format that is suitable for the operational
planner or for the planner/accountants from the
district treasury, or other development partners.
The national health planning staff should help
the local planning staff put together the most
adequate matrix and technically support the
process in areas where it is needed.
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Box 6.5

Example of a hypothetical operation plan using the pivot table function
of a spreadsheet
Original table of activities for the operational plan
EXECUTION
RESPONSIBILITY

ACTIVITY

COST
(IN MILLION USD)

ACQUIRED
COSTS
(IN MILLION USD)

SOURCES
OF FUNDING

MOBILIZATION
(IN MILLION USD)

Activity 1.1 Create new district
health centres in peripheral
districts

300

300

World Bank

10

Activity 1.2 Acquisition and delivery of enough vaccinations to
cover district population

200

200

GAVI

50

100

80

Foreign
donor

20

Activity 1.4 Community
engagement by health workers to improve immunization
awareness

100

50

Ministry of
Finance

40

District Health
Administration

Activity 1.5 Design and deliver
traveling clinics for vaccines
to underserviced areas

200

100

Ministry of
Finance

20

Ministry
of Health

Activity 1.6 Record rates of
immunization while performing
annual census

100

70

Ministry of
Finance

10

Ministry
of Housing

Activity 1.3 Re-train district and
regional health staff in proper
immunization techniques

Ministry
of Finance

T1

T2

x

x

Ministry
of Health

T3

T4

x

x

x

Regional
Health Administration

x

x

x

x

x

Pivot table showing the distribution of activity cost by responsible entity
Sum of Cost (in million USD)
ACTIVITY

DISTRICT
HEALTH
ADMINISTRATION

Activity 1.1 Create new district health
centres in peripheral districts

MINISTRY
OF FINANCE

MINISTRY
OF HEALTH

MINISTRY
OF HOUSING

300

Activity 1.2 Acquisition and delivery
of enough vaccinations to cover
district population

200

200

100

Activity 1.6 Record rates of immunization while performing annual
census
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200

200

100

100

100

100

Activity 1.5 Design and deliver
traveling clinics for vaccines to
underserviced areas

Grand Total

GRAND
TOTAL

300

Activity 1.3 Re-train district and
regional health staff in proper
immunization techniques
Activity 1.4 Community engagement by health workers to improve
immunization awareness

REGIONAL HEALTH
ADMINISTRATION
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1 000

Central planners should identify the category
of activities and level of detail that they want to
see reflected in operational plans, especially in
view of bottom-up aggregation of the plans (for
example delivery of health services, training
activities, management activities, etc. will all
need to be coordinated or supported by the
central level, sometimes just to ensure that there
is no duplication). Clear guidance should also
be provided on the methodology and the level of
detail needed on the resource calculations for
the described activities. The same goes for the
selection of resource persons and focal points
for activities and the level of details required
for the timelines.
The above guidance will ensure that operational
plans developed by different units are coherent,
comparable and can be aggregated.
The spreadsheets in such situations, particularly
if they are long and involve multiple levels of
activities and funding sources, can become
complicated and difficult to manipulate. Ideally,
such complexity is handled within an efficient
budgeting and planning database programme. A
good database management system can make it
easier to enter and extract information, store data
over time, make comparisons across activities
from different plans and years, etc. In practice,
such programmes are often difficult to initiate
and expensive to maintain, but if they function
well, they are superior to using spreadsheets.
But, spreadsheets can be used to manage the
planning matrix if proper guidance on their use
is given and care is taken in the initial set-up.
It is the responsibility of the central health

planning authority to provide guidance and
capacity building on the issue of proper formats
and IT platforms in their setting. It is advisable
to avoid each budget centre having their own
formats and IT methods.
Another decision to be made is whether the
operational planning will be done using an
incremental approach, with the new plan based
on making changes and adjustments to what
activities were carried out in the past, or whether
an attempt should be made to plan from a blank
slate or matrix. There are theoretical advantages
to looking at everything anew, but if it is known
that certain services will continue, there is no
reason to pretend that you can plan them starting
from scratch. Don’t waste the precious time of
health workers.
In many situations, it can be a recommended
approach to start with looking at what has
been done in the past. Then look at what is
new as far as demographics, epidemiology or
the resource base, including human resources,
infrastructure and financing, are concerned.
Then make adjustments to the operational plans
based on what is new in the situation. The rolling
2- to 3- year plan is meant to be particularly
well suited to adjust to incremental change. A
calendar of deadlines and deliverables can be
provided from central health planning authorities
to operational planners to allow submission of
draft versions of operational plans that can be
reviewed and refined. The iterative process will
help reconcile an operational plan based on
the needs of the implementing units with the
resources that are available for implementation.
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Another
decision to
be made is
whether the
operational
planning will
be done using
an incremental
approach,
with the new
plan based
on making
changes and
adjustments to
what activities
were carried
out in the past,
or whether an
attempt should
be made to
plan from a
blank slate or
matrix.

Operational
plan implementation is
perhaps more
about management than
about planning.

(d) Implementation of planned activities (how
are we going to do it?)

(e) Monitoring and evaluation of the operational
plan (what have we accomplished so far?)

For actual implementation, individual managers
should be encouraged by their team leaders to
break their planned activities into individual
sub-steps that make sense. Operational plans
identify the activities that are required to meet
the plan’s objectives. Managers will then need
to identify the concrete to-dos that will allow the
team to implement these activities in a given
timeline. Not every detailed step needs to be
approved and planned by the overall in-charge,
but in many respects, each detailed step needs
to be thought through by the person who has the
direct responsibility for that activity. Operational
plan implementation is thus perhaps more about
management than about planning.

Monitoring and evaluation (M&E) are frequently
written together. They are closely related, but
they are two different activities.

For example, a district health plan may list as
an activity a fixed number of outreach visits in a
fixed number of remote villages per month. The
responsible officer will list the steps necessary to
actually perform the agreed number of outreach
visits – for example, “arrange transport”, which
involves the tasks “organize car and driver,
purchase fuel”. Other steps could be:
identify staff;
forecast supplies (tests, vaccines, preventive
medicines, health education materials, etc.)
and ensure they are available at the time
of the visits;
organize coordination meetings;
etc.
An important aspect of this work is to ensure
coordination between different activities: for
example, that all staff are not on outreach
activities at the same time, that there are not
multiple orders of the same kind of supplies
but that orders are placed in bulk, and so on.

If monitoring shows that the implementation
of planned activities is behind schedule or that
some important outputs are not reached (for
example, a decrease in utilization of services),
managers need to investigate the reasons
for such a situation in order to take adequate
corrective measures. For example, they may
find that activities are not happening because
the funds have not been received on time,
because the expected health staff have not
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Monitoring operational plans typically refers to
the continuous assessment of whether planned
activities are occurring and whether the expected
results are being achieved. Monitoring is usually
internal, something performed on a continuous
or regular schedule by those who are actually
doing the activities. It consists of comparing
activities actually performed and the outputs
actually achieved with what was planned. For
example, monitoring will tell you that the planned
number of outreach visits to remote villages has
not taken place, or that the attendance of the
outpatient clinic is declining or, on the contrary,
has dramatically increased. Monitoring should
be an activity listed in the operational plan in
order to ensure it is done and that the resources
needed are available. The frequency of monitoring
should be defined to allow implementers to
correct the course of action. Monitoring will
also tell you if something unusual is being
reported, such as increased numbers of cases
of a certain disease, and therefore action needs
to be taken, and perhaps changes made to the
operational plan.
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been deployed in the area, because medicines
or vaccines are out of stock, etc. Other challenges to timely implementation are more
complex to understand: the target population
may be reluctant to use the services or certain
categories of stakeholders may be unhappy and
resisting the implementation arrangements.
Ideally, managers should try to understand the
underlying reasons for such bottlenecks; for
example, if the necessary supplies are out of
stock, is this because the orders have not been
placed on time, or because there were delays
in supply? This should be done in collaboration
with those who are directly responsible for
implementing the activities and in a supportive
manner. After examining underlying reasons
for slow or delayed implementation, managers
can apply corrective measures. Depending on
the underlying cause of the problem, these
may consist of increasing productivity, reallocating the necessary resources to meet the
initial targets, etc. Correcting the course of
action may require some amount of dialogue
and negotiation; for example, pharmaceutical
suppliers may be approached to discuss and
solve delays in supply of medicines.

issue should be taken up with central health
planning authorities and corrective actions
should be taken by them or with their support.
Evaluation seeks to determine the impact of
activities, typically after a fixed period of time. It
will tell you whether the targets have been met
both efficiently and effectively. The implementers
themselves can and should evaluate their own
performance, usually at the end of the implementation period. And, of course, evaluations
are also often done by external evaluators.V
Following up on activity implementation should
not only be done at local level (including community level); feedback to the national level
at least once a year, for example, during the
annual health sector review, is just as important.

Some implementation bottlenecks may be
addressed by managers who are directly responsible for the formulation and implementation of
operational plans. Other kinds of bottlenecks are
not directly under their control. Typical problems
of this kind are delays in disbursement of funds
to replenish the budgets of implementing units
or perverse incentives created by provider
payment methods used by national health
insurance organizations. In such cases, the

V For more information, please see Chapter 9 “Monitoring and
evaluation of national health policies, strategies, and plans” in this
handbook.
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Box 6.6

Is a specific operational planning workshop necessary?

Operational
planning can
be organized
through a
planning
workshop, by
operational
staff at their
worksite, and/
or as a topic of
discussion at
one or a series
of meetings
with the
district health
coordinating
body.

There are several options with regard to how
to organize the operational planning: the
common planning workshop, or planning by
operational staff at their desks or worksite,
or it can be made a topic of discussion at one
or a series of meetings of the district health
coordinating body. Of course, there is an option
for a combination of these possibilities. If the
workshop option is chosen, then a decision
has to be made whether the workshop is held
peripherally, or the involved parties are called
to a central location for planning. The latter
is often more convenient for the centrally
located stakeholders (MoH and external
donors). Doing the planning closer to the
actual site of implementation, for example
in the district, is more consistent with the
principle that the best plans are done by
those who will implement them.
In many situations, there have been a proliferation of planning processes, often consisting
of workshops, involving the same participants. For example, separate workshops for
disease control programmes, multilateral
and bilateral agencies active in health, and
the national planning process have been a
common occurrence. This is to the detriment
of work on the ground. It is particularly a
problem in settings where health worker pay
is low and workshops have become a source
of income supplementation. Having said that,

A workshop can be useful for team-building
and introducing new concepts. There are very
few workshops that actually produce a plan,
particularly if the planning process is not
far advanced before the workshop is held.
So, the participants have to take their initial
draft back to the office and complete the
planning matrix at their desks. Therefore, if
a planning workshop is chosen, considerable
work should be done on completing a draft
before the workshop. Likewise, follow-up
activities to support staff in completing their
plans should be considered.
Operational planning is probably best done
through a mix of on-the-job work, using a
clear matrix with clear instructions, with the
final product discussed and vetted through
a meeting or workshop.
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there are also numerous positive examples
of countries where planning exercises were
used to strengthen coordination between
partners and to strengthen the implication
of key actors in decisions related to health
system strengthening. In the Democratic
Republic of the Congo, for example, when
the district model was implemented in the
late 1980s, a three-week training package for
district management teams was used as an
opportunity to jointly develop an operational
plan for each district.
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6.5 Who are the main actors involved in
operational planning?
6.5.1 Planning is best done best by
those who will be carrying
out the plans
To some degree, everyone who is responsible
for an activity in the operational plan should
be involved in the planning for that activity.
However, operational planning is often done
by managers. That said, the most successful
managers will have meaningfully engaged the
staff that they supervise in developing the plan.
In addition, other partners and stakeholders who
are affected by the implementation of the plan
should have a say in the operational plan itself.

also be included if they are willing, especially
if their services are being included in some of
the activities or they are partially financed by
public funds.

For example, in the case of an operational
planning exercise of a MoH unit, it would mean
having consulted partner institutes and state
agencies (bureau of statistics, inspector-general’s
office, etc.) and those working on health in
other sectoral ministries of government offices
(health advisor in the prime minister’s office,
health advisor in the ministry of finance, etc.).
For a national disease-specific programme, it
might mean consulting civil society organizations (CSOs) that have a large stake in how the
operational plan is implemented.

Negotiating the agreements between the various
departments, programmes, donors and non-state
actors requires a lot of effort, good will, and
political support at the highest level in many
cases. Dialogue at all levels is important, but
especially with implementing partners, which
can be CSOs, community groups or religious
organizations. For example, if immunization
tactics include mobilization through religious
leaders, then discussions with them must
take place in order to negotiate their role and
responsibilities in the operational plan.

In the case of operational planning at a district
level, the entire district management team will
need to be involved. Furthermore, representatives
of community members, representatives from
each health unit in the catchment area, and
representatives of CSOs that are active in the
health sector in the area should participate in
the planning exercise. Private practitioners might

Having a wide variety of stakeholders on board
also implies that all parties are transparent
about their budgets. This can be immensely
helpful to avoid confusion and double reporting.
Even though it is strongly discouraged, some
stakeholder financial contributions may be
separate from the online budget. In this case,
a separate column in a table or spreadsheet

6.5.2 Multi-stakeholder arena
(see Table 6.2)
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Operational
planning is
best done by
those who will
be carrying out
the plans, both
by managers
and staff and
with other
stakeholders who are
affected in the
implementation of the
plan.

Operational
planning
involves many
stakeholders,
and thus
negotiating
between
the various
government
departments,
programmes,
donors, and
non-state
actors.

for these contributions can make the overall
financial situation clear to everyone.
In the era of the Paris Declaration,VI most agencies, and governments, are becoming more willing
to share information. They should be encouraged
to do so. New developments in information
technology can support this effort, for example
through shared online planning dashboards that
relevant stakeholders can access.
Finally, when drawing up any operational health
plan it is also necessary to identify stakeholders
outside the government sector and decide to
what degree their activities are included in the
district operational plan.

VI The Paris Declaration on smart aid: five principles for aid
effectiveness (http://www.oecd.org/dac/effectiveness/45827300.pdf,
accessed 28 September 2016).
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Table 6.2 Key stakeholders and their roles in operational planning

ACTOR

ROLE

MoH

Ensures link between strategic and operational planning
Provides clear guidance on operational planning (templates, tools, modalities, etc.)
Technically supports budget centres in their operational planning processes
Synthesizes and aggregates operational plans to feed into national health planning
exercises

State and parastatal
agencies (e.g.
bureau of statistics,
inspector general’s
office)

Lead operational planning for their respective budget centres
Liaise with MoH for guidance and technical support
Ensure that all stakeholders relevant to the work of the budget centre are adequately
involved in the operational planning process

Other sectors
(e.g. education,
labour, etc.)

Where intersectoral action is needed to reach a specific objective or target, the
relevant other sector(s) must be brought into the budget centre’s operational
planning process

CSOs

Provide data, information and knowledge
Ensure that CSO activities are aligned with and part of the relevant budget centre’s
operational plan

Regional/district
health authorities

Lead and coordinate at local level the operational planning process
Bring all stakeholders on board into the operational planning process, ensure
coordination between different activities
Provide supervision and guidance for lower levels of the health system
Implement operational plan
Liaise with national level for guidance and coherence in plans across the country

Community groups

Represent the community in operational planning dialogue
Provide feedback on health services and system
Work with local health authorities to implement operational plan, pointing out any
bottlenecks and challenges when necessary

Private sector

Participate meaningfully in district-level operational planning exercise
Strategize with stakeholders how the private sector can contribute and work towards
operational planning targets

Development
partners

Technically support budget centre where necessary to convene and coordinate
operational planning exercise
Actively participate in operational planning evidence examination, dialogue and debate
Provide monies for implementation
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6.6 What if…?
6.6.1 What if your country is
decentralized?
Shift in roles and responsibilities
The operational planning process in a decentralized setting must identify who is responsible
for governance of the health system at whatever
level the plan is being prepared. The operational plan must be developed in a manner that
involves and can be understood by and sold to
that entity, be it a local government council, a
faith-based organization tasked with providing
health services, or external funding agencies.
That being said, local government councils may
have priorities that do not make sense to public
health managers, and may not always reflect
population needs. There are examples where
public health programmes, such as primary
health care, are neglected by local councils, while
politically popular projects, such as building
new hospitals and health centres, are given
undue attention. The operational planners in
a decentralized system will need to become
educators and negotiators as well as public
health professionals if they want to succeed.
It is also important to note that central-level
planning authorities may also not have the
right answers to a local health system’s most
pressing needs. Different types of experiences
and knowledge will reside with different people
and institutions, at different levels of the health
system. Bringing those views and realities
together in a process of frank dialogue will most
likely yield the most pragmatic and effective
results.

It is important that national health authorities
be involved in the planning process before all
the decisions are made and the resources
have been committed. In countries that opt for
decentralization after having had a long history
of highly centralized services, this requires a
large shift in attitude on the part of central-level
planners, from command and control to guidance
and facilitation. It is a shift that many have
difficulty making.
In some countries, even ones that are highly
decentralized in theory, grants from the central
government are often earmarked for certain
aspects of health, such as the core package of
primary health care services or public health
packages. It is important for the central authorities to define what decision-making freedom
lies with the local government and the local
health office.
Central authorities must reconcile and bring
together various operational plans and ensure
alignment with the overarching NHPSP. Clear
guidance on the standards and services that
decentralized levels of the government are
expected, or required, to provide, is necessary
here. In addition, the MoH should ensure that
sub-national health authorities have key roles
to play in the strategic national-level planning
process – harmonization and alignment of local
operational plans with overarching NHPSPs is
then more likely to occur.VII

VII For more detailed information on planning in a decentralized
context, please see Chapter 11 “Strategizing for health at sub-national
level” in this handbook.
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Keep in mind that newly decentralized authorities
may not immediately have the necessary capacities and experience to adequately conduct the
operational planning. Especially at the beginning
of a decentralization process, heavy technical
support and guidance should be provided and

central-level authorities should set aside time
and resources to build capacity at sub-national
levels. The MoH should ensure that its guidance
and support is temporary only and that over time,
sub-national levels will completely take over.

Box 6.7

District health profile
A district health profile can be a useful tool
at local level to establish an understanding
of the health situation locally and build from
there to do operational planning according to
local needs. At a minimum, a district health
profile will contain:
1. basic geographical information, including
a map and catchment area;
2. demographic information, including
population broken down by sex, age and
ethnicity where relevant;
3. epidemiological information;
4. resources available, including health
workers, facilities and finances; and
5. baseline service delivery information
such as immunization rates, water and
sanitation coverage, numbers of hospital
beds, and outpatient visits, among others.
Additional socioeconomic information
on topics such as education, the state
of the local economy and most common
livelihoods, ethnicity, and special problems – such as conflict or environmental
disruption – may be useful. The district

When describing the district health profile
it is important to decide how to account for,
or at least acknowledge, health providers
outside the government health sector. These
may be formal providers, such as private
practitioners and pharmacies, or informal
providers, such as traditional healers and
itinerant drug sellers. If there is dual practice, where government workers also work
privately, that should also be acknowledged
in the profile. Even if not a formal part of the
operational plan, these types of practices
have a large influence on the total amount of
services provided in the health sector. Ideally,
they would be part of the plan, although that
is unrealistic in many, if not most, settings.
The amount of analysis done by each district
or unit will depend to a large degree on the
amount of autonomy or decision-making
authority it has, and also to a certain extent
on the amount of variation from the national
norms. It is important to ensure that relevant
data are collected at district level to allow data
analysis at regular intervals for operational
planning purposes.
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health profile should not be excessively
time-consuming in preparation.
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6.6.2 What if fragmentation
and/or fragility is an issue
in your country?
Fragile states often refer to states that are in
the midst of a conflict or disaster, or recovering
from one. In such a situation, the operational
planning process is even shorter term, often
needing to be reworked in a matter of weeks
or months, rather than a full year. Also, the
services will focus on those things appropriate
for emergencies. In such a context, flexibility
and an eye for the likely political and economic
evolution of the situation is crucial. Indeed, in
fragile contexts, the environment and health
situations are constantly evolving; this constant
evolution calls for new actors with specific skills
in emergency or disaster response to act in the
field. This frequently creates a confusing overlap
of responsibilities, with multiple agents, both
internal and external, entering the service provision field. As difficult as it is in an emergency,
it is key that a few talented and experienced
individuals take on the role of coordination
and planning. Ideally, the lead in this process
is the government health care system, aided
by external partners, not the reverse.VIII The
most important aspect is that a solid process
is put in place to track the changing situation
and the new actors who come into play, and to
engage multiple stakeholders in a productive
dialogue. The operation plan must be flexible
to adapt to these factors rapidly and effectively.
In some contexts, when the crisis is in its acute
phase, stakeholders will most likely focus the

majority of efforts and resources on vertical
health programmes for the population subgroups
in most need. However, if a crisis situation
becomes more protracted and chronic, it is
advisable to rely more on existing national or
local structures, and their set-up to provide all
types of health services for the whole population,
and seek to strengthen them. In such a case,
systematic involvement of local actors should
be emphasized in order to ensure sustainability
of jointly planned activities and smoothen the
transition back to normalcy. In post-Ebola
Guinea, for example, the three-year health
systems recovery plan was designed based
on input from 38 district operational plans,
demonstrating the MoH’s strong emphasis on
sub-national levels as the operational unit of
implementation. It should also be noted that
the health systems recovery plan was explicitly
made the first phase of the 10-year national
health plan, instead of it being a separate or
parallel plan – evincing the MoH’s resolve to keep
existing plans, structures and stakeholders as
the foundation of the health system.
Another major challenge in fragile states is
human resources for health, as they tend to
be more unstable, with health workers and
their families often missing or on the move.
The operational plan should include means
of protecting the safety of health workers and
their families to the extent possible.

VIII For a more detailed discourse on health planning in a fragile state
context, please see Chapter 13 “Strategizing in distressed health
contexts” in this handbook.

Chapter 6 Operational planning: transforming plans into action

327

Operational
planning in
fragile states
requires a
shorter-term
framework
and an ability
to be flexible
in the midst
of political
and economic
evolution.

6.6.3 What if your country
is heavily dependent on aid?
In some countries, the majority of funds for public
health services come from sources outside the
country. Even though these resources should
all come from donors who follow the principles and practices of the Paris Declaration, it
may unfortunately not reflect reality. This has
been demonstrated in cases where third-party
financers reserve the right to approve the part
of the operational plan that they are financing
before funds are released. This may occur not
Health only with external donor support, but also when
planning a national disease control programme reserves
stakeholders the right of approval for sub-sections of the plan.

need to be
informed in a
transparent
manner of
the resources
that can be
expected and
obligations
that come
with those
resources.

An operational planner at local level needs
to be informed in a transparent manner of
the resources that can be expected and the
obligations that come with those resources
with regard to activities, time deadlines and
reporting. Donor-funded services, especially
those implemented by the district team, should
be part of the district operational health plan. It
may be necessary to add an additional column to
the planning spreadsheet or database to reflect
funds from sources other than the government
budget. Ideally, the reporting would be on the
same schedule as the government reporting, but
that is not always possible. A means of easing
reporting is planning in three-month blocks, so
that one can mix and match the various reporting
dates of the government and donors, if they are
different. The central health planning authority
can greatly aid districts or other operational
health units in providing a format for planning
that can be easily sorted for reporting activities
by donor and by reporting period.
This means that it is essential to have a planning matrix or database that allows individual
programmes, and their donors, to extract the
information they need to monitor activities and

In fact, there have been cases where individual
donors, or their implementation units, call in
members of district health teams for planning
exercises for their individual interest, separate
from the over-all district operational plan or
NHPSP. These individual programme plans
have often been developed as a separate exercise from the unified district health plan with
separate dates, budgets and lines of authority.
There has been some progress on unifying
the different planning exercises, but it is far
from universal. Managers should try to avoid
fragmented programme-driven or donor-driven
plans and aim at integrating them in a unified
district plan as much as possible.
The planning process becomes even more
complicated if the operational plan has to be
produced in more than one language. This can
happen in situations where external partners
require a copy of the plan in an international
language, or when the country does not have
a single national language. It is preferable to
allow people to work in their own language for
planning, but it can leave a large and difficult
translation issue as deadlines are approaching.
If translation is needed, time and resources will
need to be allocated. It is important that it be an
accurate translation so there are not multiple
versions of the plan in circulation, something
that can lead to a loss of confidence in the
transparency of a health system.
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keep resources flowing. If not, they will either
bypass the general health planning process, or
add programme- and donor-specific planning
exercises, separate from the general health
plan, neither of which is desirable. The planning processes must try to accommodate the
reasonable needs of all stakeholders.
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6.6.4 What if your country
has strong vertical health
programmes?
The discussion in this situation is essentially
the same as the discussion that occurs with
donor dependence, but is also relevant when
funding for vertical programmes comes from
domestic sources. It is helpful if the central health
planning office and the heads of the various
vertical programmes, have agreed on formats
and timetables for planning and reporting.
A key decision is whether reporting on activities
will go through the general health programme
and be consolidated as an entire health plan, or
whether it goes through the individual vertical
programmes and is consolidated by them and
then reported to the broader health sector.
When there are relatively few vertical programmes it is manageable to have the reporting
go through them. When there are multiple
programmes, it becomes progressively more
burdensome and problematic for lower-level
implementers.
However, central health planners cannot be
excessively dogmatic on this issue, particularly
where funding flows are specifically earmarked
for certain programmes. A task of the central
health planning authority is to help the lower
level operational planners cope with multiple
programmes by providing clear guidance on a
national strategic direction (as spelled out in
the NHPSP) for the health sector, with norms
for the health district and its facilities, and
tools and procedures in place to implement
those norms. Otherwise, it is likely that some
vertical health programmes, at least those that
are well-funded, will just ignore the general
health planning process.
Guidelines on how to include vertical programmes in the operational plans should be

provided, where to fit their activities and funds
into the matrix, and how to ease the reporting requirements. If at all possible, planning
processes for the vertical programmes and
the overall district health plan need should be
unified in both time and place.
If the national planning processes do not make it
easy to have a unified district operational health
plan, a proactive district health management
team can do it, to at least a partial extent, on
their own. A proactive district management team
can gain trust and recognition if the process of
integrating the various plans is participatory
(and using existing coordination mechanisms),
accountable and transparent for everyone.
Searching for synergies between different
programmes in the health sector has been
a common topic of discussion.15 Where the
national authorities have been unable to build
a guidance framework, the local level can do it,
mainly because it is often the same individuals or
team who are implementing the various vertical
programmes. In such cases, putting resources
(human or material) from vertical programmes
in common and integrating activities is possible
at the level of the operational plan.
Coordination and cooperation in developing a
unified plan can be achieved. Then the various
component plans can be grouped out of the
matrix and sent off to the approvers as required.
It is not an ideal situation, but one that can
produce a positive benefit for the community.
For example, mosquito nets can be delivered
during immunization outreaches with mutual
benefit to both programmes. Sometimes the
operational problems can be solved on a local
level more easily than in the capital.
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6.7 Conclusion
Operational planning, as the term indicates,
are clear, the degree of decision-making
“operationalizes” a strategic plan that defines
authority is known to all, and the approval
the vision, goals and objectives for the health
process is transparent.
sector. Operational planning is managerial
and shorter term, and deals with day-to-day (d) A clear guidance framework, with orientation
implementation. It is where concrete activities
on the content, in an easy to use form of
are planned for at the operational level.
information technology should be provided
by the central planning unit.
The operational planning process has the potential to greatly assist stakeholders in gaining (e) The central health planning unit should aim
a better understanding of the NHPSP target
to facilitate and assist operational planners
population and its needs, as well as stakerather than taking over the process.
holders’ own capabilities and limitations in
implementation. Especially when defined jointly, (f) The weakest operational planning units
an operational plan is critical for the clarity it
should not be penalized for not producing
offers as to what needs to be done, by whom,
their plans. Rather, adequate resources
how and with which monies.
should be dedicated to support them in the
operational planning process.
In this chapter, the core content of the operational
plan is discussed, as well as the steps in the
plan development process. The various roles 6.7.2 Main points for operational
and responsibilities of stakeholders are also
planners to keep in mind
examined. For two of the principal stakeholder
groups, the main take away messages are below.
(a) Everyone is an operational planner.

6.7.1 Key take away
messages for the
central health planning
authority
(a) Operational health planning is the connection
between strategic objectives and activity.

(b) Operational plans are a necessary management tool.
(c) Operational planning should involve a wide
range of people rather than be dictated by
the manager/boss. At the minimum, all those
who are expected to implement the plan
should be involved in the process.

(b) The best operational plans are written by (d) Operational plans should be open to revision
as circumstances change.
the people who carry them out.
(c) The central health planners have an obligation (e) Coordination and cooperation can occur
at the local, operational level, even if the
to provide clear guidelines to operational
methods for doing so are not yet well worked
planners with regard to operational plans. It is
out at the centre.
important that deadlines are known, formats
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Overview
This chapter discusses the estimation
of costs in relation to a national health
policy, strategy or plan (NHPSP). The
process of estimating costs can be a
crucial step within the NHPSP formulation
process which allows decision-makers
to consider the extent to which policy
objectives and strategic orientations are
feasible and affordable. The process of
costing a strategy should be considered
an essential part of the planning process
and not something to be undertaken after
the overall plan has been completed and
presented as a finalized document.
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Several rounds of fine-tuning the cost
calculations may be needed as the priorities
are discussed and matched to the available
resource envelope – potentially through
scenario analysis.
Within this chapter, we outline key steps
and principles to follow when estimating
cost implications of the strategies outlined
within a NHPSP. We provide an overview
of methodological issues, along with
recommendations on the various stakeholder
groups which should be involved and the type
of accompanying documentation that should
be produced.
The focus of this chapter is thus a cost
estimation in relation to an overarching vision
for the entire health sector, as opposed to
disease-specific estimates.
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Summary

What is meant by “cost implications” of a
NHPSP?
Estimating the costs of a strategy serves
to indicate the financial resource needs of
planned activities. Broad policy objectives
can be translated into activities and targets
by year, to quantify the resources needed for
implementation, estimate the related costs,
and then assess aspects related to feasibility,
affordability and efficiency.
Costing is an iterative process and several
rounds of discussion and calculation can be
necessary to fine-tune the numbers. The
aim is to inform the user of the potential
overall magnitude of the costs and the main
cost drivers.
Costing results can inform the budget exercise.
The estimated costs should be compared with
the projected available financial resources,
to assess affordability and potential resource
gaps.

Why is it important?
To improve the soundness of the NHPSP in
terms of setting feasible and financially attainable targets, thus improving accountability.
Affordability and therefore “cost” being key
criteria in the priority-setting process, information on costs should inform the discussion
on priorities in the health sector, which may
include considering different sequencing of
activities and reforms to match the resource

availability. Strategies should also focus on
increasing efficiency of current spending
to make progress toward universal health
coverage.
Cost projections for the NHPSP can be used
for advocacy to mobilize additional resources.
The estimated NHPSP costs can feed into
a Medium-Term Expenditure Framework
(MTEF) and annual budgeting process and help
gear resource allocation towards strategic
priorities in order to improve health system
performance and overall health outcomes.

When should costs be estimated for the
NHPSP?
Costs can be estimated as part of the planning
process. A rough estimate of costs can start
as soon as the major policies and overall
direction of the health plan are agreed upon.
Costing should match planned policies to the
likely resources available, and closely follow
discussions around the policy scenarios and
strategies proposed for the NHPSP. Several
rounds of refining the costing may be needed
as the priorities are discussed and matched to
the available resource envelope – potentially
through scenario analysis.
The cost estimates should not be interpreted
as fixed resource needs but rather as an initial
projection of resources needed, acknowledging that the environment is dynamic
with a certain level of uncertainty related
to population risks, and where best practice
strategies and prices of goods and services
constantly evolve.
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Who should contribute to the costing of an
NHPSP?
The costing of a NHPSP relates to the entire
health sector. As such, it is led by the MoH, but
must be relevant to all stakeholders involved in
the planning process. The role of civil society,
development partners and other government
ministries is crucial when it comes to providing
input data, ensuring consistency with government
policies and plans put forth in other sectors, and
validating the final estimates in terms of targets,
costs and related projected outcomes such as
accessibility to care and overall population
health impact.

How is costing of the NHPSP carried out?
The cost estimation should be integral to the
overall planning process. An initial scoping
analysis gathers information on likely trends in
available financing and fiscal policy “ceilings”
over the planning period, along with planned
reforms – including those that may impact
on the cost structure, such as civil servant
reforms, health provider payment reforms,
etc. For example, what strategies are being
considered to increase efficiency of current
spending and make progress toward universal
health coverage?
A costing team can form the liaison between
the broader planning discussions and the cost
estimation process. The team is often headed
by specialists in the ministry of health (MoH)
planning department, along with cadres from

the MoH department of finances, but works
closely with a range of stakeholders (e.g. various
technical agencies and departments including
the ministry of finance (MoF), district managers,
development partners) to promote participatory
processes and gain buy-in.
Inputs are gathered from a range of technical
planning units (e.g. health workforce, maternal
health, mental health) regarding their planned
activities and targets, while taking into account
the expected outcomes of their activities in
relation to broader policy objectives and planned
health reforms.
Scenarios on costs are presented and discussed
through a series of consultations, including data
validation processes with technical counterparts.
Presenting cost data compared with estimated
financing projections informs discussions on
priority-setting as needed.
Multi-year cost projectionsI are continuously
updated as required in a dynamic planning
environment, and linked to mid-term reviews
and annual plans.

Anything else to consider?
decentralized environment;
fragile environment;
highly aid-dependent context.

I Multi-year cost projections for the health sector are often used as a
basis for the expenditure targets calculated for a MTEF.
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7.1 What do we mean by “estimating the cost
implications” of a NHPSP? How does it fit
into the broader health financing context?
Health planning, costing and budgeting are
critical activities to inform policy development
and implementation. Priority-setting, transforming priorities to operational plans – all
crucial steps in the health policy and planning
cycle – are covered in previous chapters of this
handbook. The budget process is the subject of
the subsequent chapter, Chapter 8.
This chapter serves to address the issue of
projecting costs for a multi-year health plan to
reflect planned results and investment. Estimating costs for a NHPSP should not be confused
with the budgeting process. The multi-year
projection of costs may reflect aspirational
goals set out within the strategy, often reflecting
commitments that have been agreed upon
through broad consultative processes. In some
instances the cost projections for the NHPSP
exceed available resources. Those NHPSPs
cannot be considered a realistic platform for
planning. The combination of ambition and
realism is a hard balance to maintain. Thus,
the costing exercise needs to be combined with
realistic projections of available financing, and
adjusted accordingly, in order for the analysis to
be credible. Countries may use frameworks such
as the MTEF or other approaches to organize
and present the information (Box 7.1).

Box 7.1

What is an MTEF?
An MTEF is a comprehensive, governmentwide spending plan that links policy priorities to expenditure allocations within a
fiscal framework (linked to macroeconomic
and revenue forecasts), usually over a
three-year planning horizon.II The MTEF
process facilitates the combination of
cost projections with the projections on
available resources, helps to discuss interand intrasectoral trade-offs, and informs
ceilings that are set for expenditures in
different government sectors. An MTEF
covers all public expenditure and revenues
from all source. In the context of a NHPSP
with political targets for the entire health
sector, the resource estimates for NHPSP
activities may be broader and beyond the
MTEF public sector resource envelope
(private sector domestic financing for
health, contribution of other sectors to
health sector goals, etc.).

NHPSP cost projections can open political
opportunities. When the cost estimates have
solid buy-in, they can be strongly leveraged as
an overall reference for the implementation
process, which is ultimately shaped by the
annual budgeting process.

II For more detailed information on MTEFs, see Chapter 8 “Budgeting
for health” in this handbook.
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Projecting
costs for
investment
strategies
associated with
a multi-year
health plan
is a critical
component of
strategizing for
health.

7.1.1 What do we mean by costing in the context of this handbook?
“Costing” can be defined as a process of identify- which should be informed by a thorough situation
ing the resources required to produce something analysis and studies on feasibility. For example,
or undertake an action, and then valuing these programme-specific targets (e.g. those related
in monetary terms. There are multiple policy to malaria or HIV/AIDS) should be set taking into
uses of cost data.III This chapter addresses the account the overall capacity of the health system
development of multi-year cost projections on (availability of trained nurses etc.), reflect the
the resources needed to implement strategic most recent evidence on effective interventions
activities linked to the NHPSP objectives in and investment strategies, and then set targets
the medium term (3–10 years) and for the against which decision-makers can be held
entire health sector. Such estimates would accountable. An integrated approach across
generally include resources needed both for the health programmes is particularly important
various health system areas (health workforce, when planning the utilization of shared resources
governance, supply chain, etc.); as well as for (such as health workers), and is equally crudifferent public health programmes, curative cial when considering programme-specific
care, outbreak response and disease control. A approaches that could more effectively be
common preoccupation concerns the inclusion shared (such as separate laboratories versus
of activities that may fall outside the traditional joint laboratory facilities). The costing process
definition of the health sector. In the spirit of the can be helpful in fostering an in-depth reflection
Sustainable Development Goals (SDGs), health on the details of operationalizing a plan, and
planning authorities can foster a multisectoral helps to identify areas where more strategic
response to address those health issues which thinking is required.
require it – the question of who (which sector)
should pay for this and why is addressed in more A large part of the costing work thus relates to:
detail in the chapter on intersectoral planning.
IV
Suffice it to summarize here that a certain (a) strategic thinking around what resources
level of investment still must be made by the
would be required to implement policy objechealth sector to foster better collaboration with
tives, i.e. strategic reforms and innovation
other sectors. This should thus be reflected as
within the health system;
a strategic orientation in the NHPSP and as a
(b) more detailed definition around the kinds
specific activity in an operational plan.
of inputs required (staff time, materials,
To a large extent the costing process will entail
vehicles, medicines, etc.) for the specific
translating broader policy goals (which can
activities. The details are required in order
include benefits or “outputs” such as “increase
to subsequently attach a quantity and a price
in the utilization rate of health facilities”) into
to each input.
concrete activities. The transformation of highlevel policy objectives expressed in the NHPSP The discussion on the broader policy goals and
into specific activities and targets is a process the associated activities takes part during the

III “Costing” can have multiple objectives and refer to many different
kinds of analysis. Annex 7.1 provides an overview of different situations
in which a cost analysis can inform strategizing for health.
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planning process. So bringing together those
who plan and those who cost at an early stage
is critical, as it ensures that the national health
plan does not end up becoming a wish list of
activities or goals for which resources are
insufficient, or capacity is lacking – meaning
that they cannot be implemented. The costing
process can help to provide a realistic, financial
feasibility assessment as an important element
in the decision-making process.
The costing should also be used to look at
potential duplication of activities among different actors in the health system. One of the
conclusions from the analysis carried out in
Sudan to develop NHPSP cost projections is that
the exercise helped to highlight duplication in
areas such as monitoring and logistics.1 Similar
findings regarding duplication of activities
became evident during the costing of Angola’s
Plano Nacional de Desenvolviento Sanitario
2012–2025.V

Box 7.2

How much does a NHPSP cost?
A valid question
Some may argue that estimating the
overall cost of a NHPSP serves little
purpose, and that efforts would be better
addressed at estimating costs of more
discrete financing-related strategies,
such as “how much financing is required
for extending my benefit package”, or
“what cost assumptions should be used
when reimbursing different providers?”.
While these two more specific questions
are certainly extremely valid and useful,
the process of costing a NHPSP can serve
to inform decision-making on strategic
directions. The crux lies in the definition of
“costing” and the approach taken for the
analysis. In the case of NHPSP costing,
the costing should not be approached as a
mere mathematical exercise of attaching
numbers to activities; it should be used
strategically as a policy instrument to
discuss issues around feasibility, financial
sustainability, and the need for prioritization when resources are limited. The
NHPSP costing can also be most useful in
specific contexts to bring various technical
programmes and planners together in a
joint discussion.

V Tania Lourenco, MoH Angola, personal communication [29 March
2016].
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Bringing the
costing element
into the process
of strategic
planning at
an early stage
helps ensure
that the national
health plan is
accompanied
by a realistic
projection of
resource needs,
and not an
unaffordable
“wish list”.

The objective of a NHPSP costing exercise often
evolves into an analysis with a very broad and
visionary question: what resources are required,
and how should they be organized, in order for
the health sector to meet the priority health
needs of the population? The key word here is
Scenario priority, because overall health needs will be
analysis – i.e., infinite, and in the end, resources are scarce
alternative
in relation to needs.

projections
for how the
strategic
vision outlined
within the
plan could be
implemented,
along with the
associated
costs – can
be a useful
tool to inform
the planning
dialogue.

There is seldom a single answer to this question,
and within this chapter we refer to “scenario
analysis” – i.e. the development of alternative
projections for the strategic vision outlined
within the plan. While the overall vision for
the health system may be long-term over the
next 20–30 years (Box 7.3), the medium-term
scenarios (3–10 years) that are the subject of
an NHPSP and thus, this handbook, can refer
to more specific scenarios, for example:
different strategies for health system investment – i.e. boosting the “backbone” or
“hardware” of the system;
different service delivery platforms for packages of health services;
different scope of services to be delivered
– whether the existing set of services will
be expanded to include, for example, more
tertiary care or a greater number of mental
health services;

We will see throughout this chapter how scenario analysis is proposed as an approach to
help examine the feasibility and affordability of
different policy reforms or strategic investments
in the medium term.
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the focus on prevention and public health
interventions vs treatment;
demonstrating cost savings that can arise
as a result of shifting care models and from
focusing on high impact preventive interventions;
considering strategies for differentiated geographical targeting, or focusing on vulnerable
groups, where relevant, and what this would
require in terms of resource planning;
different models of providers’ payment (which
ultimately alters their incentives, their behaviours, and the related resource use);
different assumptions as to how care-seeking
could change with (i) investments in the
health system and (ii) changes in incentives
for both patients and providers, and thus
coverage of health services and predicted
health outcomes;
changing policies on essential medicine lists
and pharmaceutical prices (e.g. reference
prices);
different assumptions around economic
growth and estimated available health budget.
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Box 7.3

Long-term projection models:
Australian health care
expenditure 2003 to 20332
Many member countries of the Organization for Economic Co-operation and
Development (OECD) with a primarily
tax-funded health care model undertake
expenditure predictions over the longer
term in order to assess the fiscal future
of health specifically. Modelled projections
for Australia combine demographic data
on population ageing and population
growth, with non-demographic factors
such as changes in disease rates, volume
of services per treated case, access to
treatment, and health price inflation.
The analysis applies assumptions around
what shares of expenditure will be funded
by the government, as out-of-pocket, or
through other private means. Estimates
produced in 2008 indicated that total health
and residential aged care expenditure is
projected to increase by 189% from 2003
to 2033, representing an increase from
9.3% of gross domestic product (GDP) in
2002–2003 to 12.4% in 2032–2033. The
largest projected increases in volume of
care and related costs concern diabetes
and dementia. The report concludes
that projection work is relevant, not so
much for the accuracy of the numbers
produced, but because it assists in an
understanding of the drivers of health
care expenditure, and the place of the
health sector in the economy, which can
subsequently be used to inform policy to
address the anticipated changes.

7.1.2 How does NHPSP costing
fit into the broader health
financing context?
Many health plans suffer from a weak situation
analysis, unclear prioritization and poor rationale for target setting, combined with limited
thinking about financing and sustainability.3 A
major challenge is that planning and costing
are often not truly participatory and based on a
multi-stakeholder dialogue. The consequence
is a plan which does not adequately reflect what
stakeholders want and are willing to implement.
Such plans then do not properly serve to inform
the budgeting process and actual implementation on the ground. It is a repeated observation
that policy-making, planning, budgeting and
costing take place independently of each other
(often by different technical units within the
MoH). Another challenge is ensuring coordination between central-level and regional/
district/community-level planning (top-down
vs bottom-up processes).VI
Development assistance brings further distortions in low-income countries.4,5 First and
foremost, the costing of the NHPSP needs to
consider what the anticipated policy changes
are, and what resources can be better used.
Should there be a reprogramming of current
resources towards other priorities, or can a
change in the governance institutions and
processes lead to changes in the way that
activities take place, towards more efficient
strategies? The costing process also requires
consideration of the fixed costs that are firm
commitments and do not change vis-à-vis the
number of services produced.
The cost projections should also consider
anticipated changes in the supply and demand
for health services. Changes on the supply side
(e.g. how services are provided and purchased)

VI See also Chapter 11 “Strategizing for health at subnational level”
of this handbook.
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7.2 Why estimate
costs for the
NHPSP?
can also have implications for the demand side
(lower copayments may result in increased
care-seeking) (see Box 7.4).

Box 7.4

Costing benefit packages and
provider payment 6
Many NHPSPs contain a strong link to a
benefit package of services, whether these
are implicitly or explicitly defined. In order
to advance the policy dialogue around a
benefit package, in most political settings,
an estimation of the cost implications can
be helpful. While there are few guidance
documents available on how to estimate
costs for a benefit package, such processes
tend to be geared towards benchmarking
and setting rates for provider payments.
Estimations of benefit package costs are
therefore narrower than a NHPSP costing
which considers activities that need to
occur across the health planning spectrum. When costs have been estimated for
extensions of the benefit package, such
analysis forms an essential component
of the scenarios for the NHPSP and must
be considered.

7.2.1 Because a NHPSP cost
estimation is a necessary
basis for policy dialogue
on the affordability of the
NHPSP
Costing can be seen as a foundation of a good
and comprehensive national strategy. This view is
reflected in the International Health Partnership
(IHP+)’s five core attributes of a national health
strategy, formalized and applied through the Joint
Assessment of National Health Strategies (JANS)
processes. Box 7.5 illustrates two attributes
referring to the estimated costs and budgetary
framework for the strategy.
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This section discusses why estimating costs
for the NHPSP can help to inform health policy
dialogue. Other types of cost analyses which can
inform health planning are described in Annex 7.1.
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Box 7.5

Criteria used to assess comprehensiveness of cost and budget
frameworks for NHPSPs
IHP+ has identified core attributes of a national health strategy.7 Attributes 8 and 9 specify
characteristics for the costs and budgetary framework.

Attribute 8: The national strategy
hs an expenditure framework that
includes a comprehensive budget/
costing of the programme areas
covered by the national strategy.

The strategy is accompanied by a sound expenditure
framework with a costed plan that links to the budget.
It includes recurrent and investment financing
requirements to implement the strategy, including
costs of human resources, medicines, decentralized
management, infrastructure and social protection
mechanisms. When appropriate, the framework
includes costs for activities and stakeholders beyond
the public health sector.
Cost estimates are clearly explained, justified as
realistic, and based on economically sound methods.

Attribute 9: The strategy has a
realistic budgetary framework and
funding projections. If the strategy
is not fully financed, there are
mechanisms to ensure prioritization
in line with the overall objectives of
the strategy.

Funding projections include all sources of finance,
specify financial pledges from key domestic and
international funding sources (including lending),
and consider uncertainties and risks.
Funding projections are realistic in the light of
economic conditions, medium-term expenditure
plans, and fiscal space constraints
If the level of funding is unclear or there is a gap,
then the priorities for spending are spelled out with
the consequences for results (either by showing
the plans and targets under high-, low-, and most
likely- funding scenarios, or by explaining the process
for determining spending priorities).
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With the
Sustainable
Development
goals there
is increased
emphasis
on the role
of domestic
resources, even
in low-income
countries. The
concept of
“affordability”
should be
grounded in
projections of
locally raised
resources

The overall cost estimate can be considered
a reference point to inform the planning and
financing dialogue. Understanding the costs and
resource implications informs the policy dialogue
on the affordability of the NHPSP, including
whether targets are feasible and realistic. The
notion of “affordability” is highlighted in the
discussions around the Sustainable Development
Goals, where the central financing component is
increasing countries’ capacity to raise domestic
resources through improved tax administration
and overall policies to combat mismanagement
of funds and illicit financial flows.8
A strong link between planning and costing
should exist from the onset of any discussion
on planned reforms and targets, including on
the resource requirements. The process is
iterative because planning decisions must take
into consideration operational and financial
feasibility, while the cost projections need to
adjust between planned activities and available
fiscal space.

The challenge for the NHPSP costing is thus to
go beyond a mere quantification of stated targets.
In many countries the NHPSP costing team is a
technical team, adjacent to the general NHPSP
planning team, which receives information
from the NHPSP. A key challenge is to ensure
a two-way dialogue, to use the costing exercise
to unlock dialogue on strategic priorities and
reforms that should be reflected in the NHPSP.
Such a process requires three things that are
in short stock: technical capacity, power to
influence, and time. The second challenge is to
move the planning and costing work beyond the
technocratic government sphere and ensure a
real multistakeholder process and participatory
dialogue. Even if the actual calculation work
might be left to those who are trained to perform
complex computations, the assumptions behind
the numbers and the details of the activities
that the numbers represent must be based on
multistakeholder policy dialogue.

Fig. 7.1 Costing a national health policy, strategy or plan

Damian Glez; scenario by Bruno Meessen.

DC

IA

OP

B

PC

348

ME

PS

1

SP

C

C

SA

LR

DS

Strategizing national health in the 21st century: a handbook

Table 7.1 Estimating costs for NHPSP implementation:
challenges and potential strategies to overcome the challenges

CHALLENGES

POTENTIAL STRATEGIES

Costing team is disconnected
from planning dialogue

Develop scenarios with whatever data is available (e.g. salaries,
anticipated commodity costs for key health services), present
these to gain policy-makers’ attention regarding the power
of cost projections. The cost scenarios (based on the best
available evidence) can be leveraged to stimulate a rational,
multistakeholder policy dialogue on health sector priorities.

Costing exercise is perceived
as externally owned

Foster local understanding of how the costed NHPSP can
be useful for policy dialogue. When local capacity is constrained, focus on fostering the more critical roles related
to ensuring MoH quality assurance of the data estimation
process and final results.

Time constraint for analysis

Focus on cost drivers. Avoid going into too many details and
losing the interest/momentum.

Limited interest by various
technical programmes and
data managers to participate
in the process

Conduct outreach with the health programmes and health
system departments; explain the objectives of costing;
discuss how previous NHPSP estimates were developed
and used and what can be improved this time around. Look
explicitly into the costing that might have been done for their
own programme planning and show linkage/limitations.

Challenges finding local data;
reliance on global/default
data

Use global/default data but document assumptions and
data sources explicitly. Define data collection agenda for
next costing round.
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The link
between
planning and
costing must
be very strong
from the
beginning –
any discussion
on planned
reforms and
targets should
take into
consideration
resource
requirements.

349

7.2.2 Because costing can help
promote cohesive support
for the NHPSP

7.2.3 Because NHPSP cost
projections put the MoH
in a stronger position
during the budget
negotiation stage

In countries where health programmes (e.g.
health workforce, maternal health, mental
health) or the broader health community (other
line ministries, professional associations, academia, civil society, etc.) may have had limited
involvement in the overall NHPSP process,
the process provides an opportunity for these
stakeholders to get engaged and feel their issues
are taken on board. These processes often have
greater value than just the technical generation
of numbers and indicators, since they also help
establish overall ownership of the NHPSP. In
many settings, however, the individual specific
health programmes have limited interest in the
NHPSP process as they may not see the benefits
of engaging in a sector-wide discussion. This is
where the central planning unit of MoH needs to
make a concerted effort to reach out to individual
programmes and engage their interest. This is
easier when planning cycles are aligned.

Scarcity of resources is the first lesson of economics, in that there will never be enough to
undertake everything that policy-makers wish
to do. Health expenditures typically constitute
around 6–15% of public spending, making health
one of the largest sectors in most countries.VII
Health sector planning requires information on
the costs of planned policies precisely because
they need to be examined in light of the scarce
resources available.

The first lesson of economics is scarcity: there
is never enough of anything to fully satisfy all
those who want it. The first lesson of politics is
to disregard the first lesson of economics.
— Thomas Sewell

NHPSP discussions with stakeholders can
include a debate on the financial implications
of the NHPSP. Having resource needs estimates
readily available can help to advocate and mobilize additional resources from government and
partners in support of the health plan. It is also
important to remain in continuous dialogue with
the ministry of finance (MoF) to discuss what
information they are most interested in having
when making resource allocation decisions for
the health sector. This often includes concrete
information on health system outputs or health
outcomes (Box 7.6). The presentation of estimates should be carefully developed so that it
provides information in a language which MoF
staff can understand and relate to, which then
makes it a good tool for lobbying and negotiating
with the MoF.

VII In 2014, low-income countries on average spent 10.4% of their general government expenditure towards health. The values for lower middle-income and upper-middle-income countries were 6.3% and 10.5%
respectively. High-income countries on average give higher priority to
health with a share of 16.9%. Source: WHO Global Health Expenditure
Database (http://who.int/health-accounts/ghed/en/,accessed 10 July
2016).
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Box 7.6

More money for health in Ethiopia following MoH–MoF negotiations9
“It was a result of a revolution in the way we
started planning for health that impressed the
MoF to allocate more budget [to health],” says
Nejmudin Bilal, former Director-General for
Policy, Planning and Financing, MoH, Ethiopia.
In Ethiopia, the health sector progressively
received large national budget allocation
increases during the decade 2000–2010. Ceilings were shifted to accommodate increases
for the health sector – quite a revolution,
considering that usually, MoHs in many
countries tend to be one of the least successful
line ministries in government to argue for
increased budget allocations.
How did the MoH in Ethiopia manage such
a feat?

scenarios to convince the MoF to prioritize
the health sector. A crucial MoH strategy was
demonstrating to the MoF that health sector
goals were not only linked to, but critical to,
the achievement of National Development
Strategy goals and Millennium Development
Goals (MDG) targets; and that scaling-up one
of the flagship programmes of the health
sector – the Health Extension Programme
(HEP) – could have a decisively positive
impact on those commitments. The various
financing scenarios were linked to plausible
impact, for example, the MoH was able to
demonstrate that full financing of the HEP
would ensure achievement of MDG4 to reduce
child mortality for Ethiopia, which translated
into reality five years later.

A detailed costing exercise was undertaken
for the Ethiopian Health Sector Development
Plan III 2005/6–2009/10 which included a
fiscal space analysis and several financing

The Ethiopia example (Box 7.6) is powerful
testimony to the potential a MoH has to leverage rational health planning and costing
results, especially when it is ably linked to a
realistic fiscal space analysis and financing.
The Ethiopia example also demonstrates the

need to link the costing to a policy direction
(here the health extension worker programme)
and strong arguments to link the investments
to improved health system performance, in this
case a reduction in under-five mortality.
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7.2.4 Because costing strengthens accountability

Costing can
facilitate an
open and
transparent
presentation
of the
investments
and activities
needed to
achieve the
stated goals;
in effect,
a detailed
NHPSP costing
strengthens
accountability.

A detailed NHPSP costing can strengthen
accountability for the strategy. This is particularly
the case when the costing process requires an
open and transparent presentation of the concrete
investments and reforms needed to achieve the
stated aims as well as an informed estimate of the
resources required to achieve them. Depending
on the scope of the NHPSP, accountability will
encompass mainly the government implementing
institutions but potentially also the full range
of stakeholders in the health sector, including
the private sector. A NHPSP costing exercise
will help clarify who will fund what and how far
partnerships with other stakeholders (such as
public-private partnerships) are necessary to
fulfil the goals of the plan.
Within the government policy space, a costed
plan helps map out the envisioned policy changes
and ensures that the amount allocated to health
is adequate to undertake the planned policies.

Estimating the costs of an NHPSP also requires
getting down to the details of those policies.
What activities should be undertaken in what
year, and with what specific targets and inputs,
in order to reach the objectives? How would the
structure of costs be expected to change over
time, e.g. through innovative delivery strategies, a
transition towards the use of a more cost-effective
mix of services and improved service efficiency,
or through modified purchasing strategies?
Accountability and transparency are strengthened when NHPSP objectives are aligned with
the planned reforms, and the planned inputs
are clearly spelled out and linked to outputs
and outcomes (Fig. 7.2). Targets for an NHPSP
often centre on outputs, outcomes and impact.
The necessary investments for achieving those
targets will be input-based. This is where the
NHPSP costing process can emphasize strong
links between inputs, processes/strategies and
the longer-term anticipated impact.

Fig. 7.2 From inputs to outputs: a conceptual framework10
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A well-costed plan allows a range of stakeholders
– including civil society, private sector, parliamentarians and the media – to have insight into
the rationale for resource allocation decisions,
and to hold policy implementers accountable to
the same. The essential next step, however, is
the extent to which this information transparently
feeds into the budget formulation process. In
order to aid this process, information around
the NHPSP multi-year cost estimates should

be simplified enough for a range of audiences
including those not working in the health sector.
This can require three or four layers of messages (for technical health specialists, health
policy-makers, non-health policy-makers,
the general public, etc.). Box 7.7 provides an
example of how examining projected costs for
a strategy allows stakeholders such as civil
society to challenge targets and standards set
for service provision.

Box 7.7

Using cost estimates to influence resource allocation: an example
demonstrating the influence of civil society in South Africa11
In South Africa in the 1990s the government
health budget was only partially covering
HIV/AIDS prevention and treatment drugs.
There was limited access to drugs that prevent mother-to-child transmission (PMTCT)
of HIV, as well as antiretroviral therapy
(ART) in general. This led to the creation of
a Treatment Action Campaign (TAC) in the
mid-1990s. The TAC became a mechanism
that allowed civil society to examine targets,
assumptions and budget calculations, and to
challenge them openly.

reason. The TAC was able to demonstrate that
costs would be lower than the government
had estimated, and show that public funds
spent on a PMTCT programme would actually
save money by reducing future HIV infections
and associated costs. The discussion ended
in court, where the judge ruled in favour of
TAC, stating that a country-wide programme
using Nevirapine (a common HIV drug) was
affordable. As part of the legal process, the
judge drew attention to the provincial health
departments‘ underspending of their HIV/AIDS
budgets, and argued that resources should be
In 1998, the government suspended trials available. Between 2000 and 2003, a similar
on PMTCT, stating high costs as the primary process was followed for ART.
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7.2.5 Because the costing can help in the selection of relevant
priorities according to available funds

The projected
costs can
be used to
inform the
policy dialogue
on more
efficient use of
health sector
resources.

Historically, many NHPSP processes estimated
costs, compared these with estimates on available financing to demonstrate a financing gap,
and then stopped short of taking the analysis
further. While the demonstration of a funding gap
can serve an advocacy purpose, in most settings
it will not lead to an increase in resources. A
necessary subsequent step will therefore be
to set priorities for the medium-term investment framework. Here, information on costs
is highly useful. The process of priority-setting
is politically delicate and success relies on the
adoption of a transparent process with clear
criteria. In the priority-setting chapter of this
handbook,VIII one of the possible criteria to be
used for priority-setting within the national health
planning process is cost. There are different
types of cost analyses which can be used to feed
into the priority-setting process; one of them is
certainly the costing of the NHPSP since cost
implications of planned activities will affect how
those activities are prioritized. The generation
of multiple scenarios may be particularly useful
to highlight how there may be trade-offs – for
example, extending service coverage vis-à-vis
improving quality of care for existing services.
The use of scenarios can also be done to identify
a key set of priorities which will remain the core
of the NHPSP implementation plan should there
be unexpected shocks such as funding cuts.
An increasing number of countries also use
“budget impact analysis” to consider the incremental economic impact that a new technology
would have on the health sector, as part of
priority-setting through health technology
assessment processes.IX Such studies model
the budgetary resources incurred due to illness

VIII See Chapter 4 “Priority-setting for national health policies, strategies, and plans” of this handbook.
IX Health technology assessment is the systematic evaluation of the
properties and effects of a health technology, addressing the direct
and intended effects of this technology, as well as its indirect and unintended consequences, and aimed mainly at informing decision making

7.2.6 Because costing can be
a useful approach to
inform discussions around
efficiency
Costing can also be used to inform a dialogue
on how to evaluate the current use of available
resources, and whether these can be more efficiently spent. In many settings fiscal constraints
make it difficult for any increase in resource
allocation towards the health sector, and there
may even be a reduction in available resources.
Efficiency gains are thus the most available route
to create fiscal space. Discussions on efficiency
may be organized around the following:
Allocative efficiency. This concerns the “what”
– i.e. the health service package that is being
provided, and whether changing the composition
of services within the package (subsidized by
public funds) would bring more value for money.
Here, cost-effectiveness analysisX is a useful
tool to assess efficiency. In the case of a budget
reduction for health, important decisions would
need to be made whether to restrict access and/
or increase co-payment for some services and/
or populations and if so, which ones.

regarding health technologies. (Definition of The International Network
of Agencies for Health Technology Assessment: http://www.inahta.
org/, accessed 19 July 2016).
X See Chapter 4 “Priority-setting for national health policies, strategies, and plans” of this handbook.
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with the current situation, and compare with
those of the introduction of a new technology.12
While such models can be very useful for informing decisions on the margin concerning new
technologies, this chapter does not consider
single intervention assessments, but deals with
multiyear projections for the entire health sector.
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7.2.7 Summary of rationale for
costing of the NHPSP
Technical efficiency. This relates to “how”
resources are used, and whether the same set
of services could be delivered more efficiently.
Potential strategies may include shifting tasks
from one type of health worker cadre to another,
changing purchasing strategies for drugs and
medicines in order to obtain lower prices, and
shifting from inpatient to outpatient care where
this can be safely and effectively done.

Specifically in the context of an NHPSP, key
issues include the inefficiency of parallel systems
(e.g. supply chain systems for specific disease
programmes), and how improved integration
across the health system can bring increased
value for money. Again, scenarios that highlight
the resource implications of different investment
strategies and compare these with the expected
outcomes will help inform discussions.

The purpose of estimating costs of implementing
strategies as outlined in the national health
plan is therefore to examine:
the overall envelope required; as well as
how resources should be distributed to
support different policy objectives, including
allocation by areas of health intervention/
geographical regions, etc.
The results of the above should serve to inform,
in an iterative way, priority-setting when the
overall envelope is insufficient and while keeping
in mind that certain costs are fixed and cannot
be reallocated in the short term (e.g. health
worker salaries).
The NHPSP costing process therefore provides
key input into the policy dialogue on feasibility,
efficiency, affordability and financial sustainability as follows:
1. to assess whether the plan is realistic in
terms of what it sets out to achieve (the
link between activities/inputs, resource
needs, and projected policy outcomes);
2. to ensure that the plan is realistic in terms
of the funding available (costs are aligned
with the likely financial resources available);
3. to facilitate evidence-informed negotiations with the social health insurance
agencies and other fundholders on
expected outcomes and efficiency gains;
4. to generate clear and transparent information to inform the health budget formulation
process.XI

XI For discussions on the use of cost and budget projections to
strengthen accountability, please see chapter 8 “Budgeting for
health” in this Handbook.
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7.3 Timing of NHPSP costing
The projection of costs should start early on
in the planning process, ideally as soon as the
potential priority reform areas and strategic
directions are known. Preliminary costing should
take place to put approximate price tags on these
priorities and assess to what extent they are
feasible. Too often, costing work is undertaken
after an overall plan has been completed and
presented as a finalized document. Sometimes
the costing is taken out as something done “on
the side”, neglecting the power of the costing
process to transform and refocus the policy
dialogue. The problem with such practices is
that they de-link the strategy from the overall
financing needs.

De-linking
costing from
planning
neglects the
power of the
costing process
to transform
and refocus
the policy
dialogue.

Moreover, the added value of scenario analysis will be minimal if the planning process is
already concluded. If there is no longer any
scope to discuss different policy scenarios,
then the costing becomes a mechanical and
mathematical exercise of multiplying activities by
prices without being able to influence the policy
debate. Of course, this is a false dichotomy and
depends on the targets and strategies outlined
in the NHPSP. If the targets remain diffuse,
there is still scope to use the costing to model
different implementation scenarios and discuss
the benefits of one versus the other.

The time-frame for the costing process as well
as the necessary resources to undertake a solid
costing depend primarily on three things:
(i) the approach chosen in terms of scope and
methodology/tools;
(ii) the availability of data to inform the costing;
and
(iii) the political willingness and participation of
knowledgeable planners to provide inputs
into the process.
When costing is produced for an overall national
health plan, taking into account all major diseases, health areas and service providers, along
with systems building, it is not unusual to spend
between three and six months estimating costs
on the first attempt. It should be emphasized
that an extended timeline of three to six months
does not imply full-time work on the costing,
but allows for consultation processes and for
an iterative process that dynamically feeds
into discussions around the ambition of target
set within the strategic plan (see Fig. 7.3 for a
country example from Mozambique where the
process in total was estimated to have taken six
months, due to periods of inaction between the
three phases of preparation, analysis, quality
assurance and finalization). A costing that links
strategic policy changes to costs requires a wide
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There have been instances where the retroactive costing demonstrated that the targets
set in the NHPSP would require investments
that are unaffordable within the medium-term
time-frame. This then may call into question the
overall validity of the NHPSP in the first place.
A cost estimation is an opportunity to bring the
NHPSP back to the reality of what can be actually
operationalized on the ground, within a certain
budget envelope.

A general rule, however, is to limit the notion
of “plan first, then cost” as it will set a divide
between those who plan and those who cost.
Instead, costing should be integral to the planning
process. Below in section 7.5.2 we present an
outline of how cost projections for a NHPSP can
be produced through an iterative process where
the validity of estimates increases as numbers
are fine-tuned with each round of iteration.
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range of assumptions, data and information
inputs, especially in comparison to traditional
(historical) line item budgeting. For this reason,
various software-based tools (see Box 7.11) come

equipped with defaults to aid in reducing the time
spent on data collection so that planners can
focus on overall resource allocation questions,
at least for the first round of estimates.

Fig. 7.3 Process of costing the national health sector plan in MozambiqueXII

Define objectives/scope of the
planning and costing exercise

Phase 1
Preparation

Approach agreed on alignment
with subsector plans
Decision made on methods and tools
Set up national team;
familiarization with estimation approach

Development of final round cost estimates
(MoH central team working across MoH units
and with remote support from consultant)

Phase 2
Analysis

Mid-process workshop to review
and validate data and assumptions
Continued data inputs to refine estimates
Discssion on scenarios

Peer review process to
assure the quality of the estimates

Phase 3
Quality assurance
and finalization

Finalization of estimates post peer review
Round-table meeting
with government and partners
Report-writing and dissemination

XII Costing team for the Plano Estratégico do Sector Saúde, 2014–
2019, personal communication, [June 2013].
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7.4 Roles and responsibilities of NHPSP
stakeholders in the costing process
While led by the public administration, the scope
for the NHPSP costing should to the extent
feasible cover the entire health sector, and
not only publicly financed services. Different
stakeholders will play different roles in this
process. The following list of stakeholders to
be engaged in the process mirrors the overall
list of organizations to be involved in the overall
planning process, as emphasized throughout
this handbook.

7.4.1 Ministry of health

The estimation
of NHPSP costs
is best led by the
MoH, with early
engagement of
the MoF and in
some countries,
the ministry
of planning or
social welfare
as well.

Costing is an iterative process and involves
developing various scenarios for stakeholders to
consider. The planning-costing iterative process
as well as the scenario-building work involves
making several assumptions and hypotheses
for the health sector; these are clear decisions
to be made by the MoH for its own sector,
independently of whether the technical work
around quantitative estimates is being carried
out by external consultants or internal staff.

Multisectoral partnerships are paramount to
improving population health-related outcomes.
The engagement of other ministries for public health outcomes is therefore critical. An
example is in the area of noncommunicable
diseases, where ministries relating to sport,
youth, transport, energy, water, environment
and agriculture play a critical role in ensuring
an enabling environment for favourable public
health outcomes. Similarly, the role of the ministry of education in improving overall health is
unquestionable, whether through direct efforts
(such as school health, and academic institutions
for training health workers) or through indirect
efforts (a better-educated population is likely to
engage in more effective preventive behaviour
and seek timely care when needed). Involvement
of the ministry of army and defence is often
important because of their management of
military health facilities.
The role of other government ministries is also
crucial when it comes to providing input data,
ensuring consistency with government policies
and plans put forth in other sectors, validating
the final estimates in terms of targets, costs and
related projected outcomes, such as accessibility
to care and overall population health impact.
Engagement of the MoF, health insurance funds
and other major fundholders in the NHPSP
costing process is beneficial to promoting
alignment with overall budget and financing
processes.If done well, the cost estimates can
be a basis for a common language between the
MoH and the MoF. In particular:
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The estimation of costs related to the NHPSP is
often best led by the MoH. It is often managed
jointly by the department of finance or economics
and the department of planning. This happens
when the NHPSP itself is within the MoH’s
authority, and costing is a key input and key step
in the overall planning process. The calculations
may be overseen by an ad-hoc team or by an
institutionalized unit. The technical costing work
may be outsourced to an independent institute
or external consultants, if necessary, but they
benefit from being supervised and guided by
the MoH.

7.4.2 Other ministries, including
those of planning and
finance
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reaching out to the MoF at the start of the
process to gather macroeconomic data around
gross domestic product growth projections
and other financing indicators, to inform
projections around likely available domestic
financing for health;
inviting fundholders and the MoF to join the
NHPSP process as active stakeholders and
share in discussions around the estimated
resources required, how to finance these,
and what health outcomes they will buy;
keeping fundholders informed about the
process of the NHPSP costing, and linking
this to the overall budget planning initiatives
like MTEF;
inviting fundholders to the final stages of
discussion around draft costs and discussing
affordability and sustainability.
In some countries, there will be a separate
ministry of planning, which will obviously play
a key role in the process, not least because of
its link to national institutes of statistics and
other units that collect and manage data and
research.

scenarios. Moreover, they can help ensure that Transparent
projected estimates reflect planned activities to data and
information
overcome regional bottlenecks.
In addition, issues around the challenges and
bottlenecks faced at the local level should
be communicated clearly to those who are
developing the NHPSP and related costing
as they need to be reflected in the underlying
assumptions made when discussing policy
reforms and building costing scenarios. In any
case, since planning and costing are so closely
linked, the same regional and district health
authorities who are part of the overall national
health planning process should also contribute
to the costing (Box 7.8). The process whereby
this will be done differs between countries and
depends on the extent to which health policy
and planning are decentralized.

7.4.4 Parliamentarians

Regional and district health authorities have an
important role in providing complete data and
information to the central level for a consolidated
central exercise such as the NHPSP costing.
Good, reliable data from district and regional
level are critical for informing the national
health planning process, including the situation
analysis.XIII The situation analysis documents
and analyses can be a good starting point from
which extracts can be used to start building

The national budget is generally brought to
the legislature for discussion and subsequent
passing into law. This is when public hearings
and debates may take place on specific parts
of the budget and/or the budget on the whole,
with specific legislative committees engaging in
discussions of specific topics. Here, the health
committee of the parliament will be active in
studying the health sections of the overall budget
and preparing an analysis and response, often
in the form of amendments.XIV The legislature
is thus an important partner for the MoH here
and it can increase support for its costed plan by
engaging with parliamentarians early on in the
planning and costing process to inform, explain
and clarify why certain strategic directions have
been selected and how their cost implications
were estimated.

XIII For more detailed information, see Chapter 3 “Situation analysis
of the health sector” in this handbook.

XIV For more information on health budgets and the budget process as
a whole, see Chapter 8 “Budgeting for health” in this handbook.

7.4.3 Sub-national health
authorities, including
community level
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that reflect
how the health
system and
health needs
differ between
geographical
regions is
critical for
informing the
national health
planning
process,
especially
the situation
analysis and
costing.

Box 7.8

Aligned priority/target-setting and costing in a federal system – Ethiopia XV
Due to the highly decentralized structure of the
Ethiopian health system, an aligned approach
to priority-setting and costing across different
levels of administration is necessary to inform
the health budget. The country is divided into
nine regional states and two city administrations, which are further divided into woredas
(districts)—a basic decentralized administrative
unit—and kebeles—which consist of 2500–4000
population. All these levels have their own
two types of plans: strategic and operational
plans. Therefore, to ensure alignment of plans
prepared at all levels (vertical and horizontal alignment), the Ethiopian health sector
redesigned its planning and monitoring and
evaluation (M&E) process in 2007, and now
implements with the principles of “one plan,
one budget and one report” of harmonization
and alignment. The planning process follows

the top-down and bottom-up approach in order
to align priorities and targets. A top-down
approach means an indicative plan produced
at higher level with high-level priorities and
disaggregated targets are cascaded to lower
levels. Based on the cascaded-down priorities and targets (indicative plan), lower level
(districts and health facilities) prepare their
comprehensive plan, which will be aggregated
to the upper-level (region and then national
level) bottom-up approach.
To ensure harmonization and alignment, the
sector uses the same costing and planning
methodology at all levels. Aligned costing techniques across different levels of government
allow for assumptions in Ethiopia’s national
health plan to accurately reflect bottlenecks
faced in local health sectors.

7.4.5 Private sector
Ideally, the private sector should be a full- A general approach may be adopted for NHPSP
fledged partner in the cost estimation process. costing.
In many countries, a large proportion of health
care is directly provided by the private sector; in (a) Focus on those activities that relate to
addition, much of the supply-side inputs for the
government-incurred costs:
health sector come from the private sector. The
contributions of the private for-profit, private
regulating service delivery, e.g. regulation
non-profit, private practice within the public
and accreditation of private providers;
sector, and public-private partnerships need
regulating activities related to public health
careful consideration. Input directly from the
determinants in the broader sense, e.g.
private sector is essential in getting the data
regulation of private manufacturers of
and information right.
foods and beverages, employers overseeing
workers’ health.

XV Kahsu Bekuretsion, Federal MoH, Ethiopia, personal communication [18 May 2016].
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7.4.6 Development
partners
(b) Be explicit about private sector service
delivery in terms of assumptions. It should
be noted that information regarding private
sector activities (quality, prices) may not be
readily accessible and the costing team will
need to carefully consider what assumptions
to make and/or how to gain access to quality
data. The decision to estimate and include
the related costs depends on the scope of the
NHPSP costing, and the provider payment
structures.
When private providers are paid by the
government for service provision, such
costs can be presented separately.
The inclusion of private sector costs for
which prices are unknown should be
carefully considered: such estimates
will have high uncertainty and will push
NHPSP cost estimates upwards.XVI
An option is to present costs for public-sector related activities, along with a
description of anticipated engagements
of the private sector.
(c) Model available financing
The role of the private sector is critical
for the assumptions on estimated available financing (the role of out-of-pocket
spending, contributions by other private
sector sources).

The development partners’ role revolves around
providing relevant data and information on the
projects and programmes in which they are
involved, in relation to the projected NHPSP
activities. Such information relates both to
(i) planned activities (for the costing), and (ii)
anticipated financing (for estimating available
financing). Development partners may support
the government directly in its programmes
(on-budget funding) or may act outside the
budgeting space of the government and undertake independent activities (off-budget funding).
Note that the Paris Declaration (2005), the
Accra Agenda for Action (2008), and the Busan
High-Level Forum on Aid Effectiveness (2011) all
encourage on-plan and on-budget activities of
the development partners. In some low-income
countries, external resources may make up more
than half of the public budget for health. The
external resources may have an impact on the
costing of the health plan (for example, some
commodities are provided as part of development
assistance and internally procured at international price rates rather than local prices), but
also with respect to the anticipated financing to
be made available to the government over the
planning period. In some countries, district-level
health sector activities are being undertaken
by development partners so their participation
in the costing process is very important also
for sub-national considerations. Development
partners should be held accountable to provide
the data/information on planned investments
in an acceptable and understandable format.

XVI When it is difficult to access private sector data, the public sector
cost can be used as a placeholder in order to generate an idea of the
expected total resource requirement. Assumptions should be clearly
documented.
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The private
sector plays
a key role in
implementation
of the NHPSP,
so its cost
estimations
should take
this into
account when
strategically
important.

7.4.7 Civil society, professional associations, academic
institutions, think tanks and special interest groups

Civil society works directly with the populations
in need of the services, and represents their
demands. Professional associations represent
health workers and know in practical terms
which resources they need to provide services.
Academic institutions are important with regards
to their knowledge of any databases and studies
(costing, cost-effectiveness, etc.) which could

be of use in the NHPSP costing. As with other
stakeholders, it is important for civil society to
be transparent in providing relevant data and
information and, through their critical input
into the overall planning process, ensure that
the assumptions made for costing scenarios
are realistic and feasible, and relevant to the
populations they represent (Box 7.9).

Box 7.9

Civil society organizations (CSOs) and costing in Uganda
Since the mid-1990s, CSOs have increasingly
contributed to policy discussion and health
policy formulation in Uganda.13 Uganda has
taken a comprehensive approach to strategizing for health, in which all governments,
donors and stakeholders from the health
sector are brought together; this allows the
government to understand more fully the
resource needs and costs based on the input
of different parties, such as CSOs. NHPSPs in
Uganda have benefited from CSOs proximity
to health services and local knowledge.
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Many CSOs in Uganda are directly involved in
service delivery, hence their input is critical
in the planning and costing process.14 For
example, information on district-level resource
needs or facility-level intervention costs are
often provided by CSOs, and cost estimation
assumptions are discussed in detail with all
service providers, including CSOs.
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7.5 How to estimate NHPSP costs: methodological
approaches
7.5.1 Getting started: setting objectives and defining an approach for
the NHPSP costing

One of the initial steps in any costing exercise
will be to determine the objectives and expected
outputs. For the multi-year NHPSP projections,
the scope of costing should be defined in relation
to the policy reforms that are envisioned. There
are multiple approaches.
Goal-oriented projections. The key question is
“which strategies will bring us closer to attaining
our goals?” Note that some targets may be fixed
at an international level such as the SDGs.16
The analysis should carefully investigate the
potential related activities, and what would be
the estimated associated funding requirements.
Resource-driven costing. The key question is
“how can we maximize returns within a fixed
budget envelope?” This ultimately considers policy reforms that will help make progress towards
policy goals and targets within a financially
constrained context, with a set spending target.

Many times, all three above approaches are
relevant to the country context. While resources
are limited, NHPSPs should consider the existing
system bottlenecks and how best to invest
to move towards health targets. Here again,
scenarios can be a powerful tool to allow a
discussion around how to bring goal-oriented
planning closer to an assessment of resource
constraints, through modelling different policy
reforms. It will be useful within the analysis to
consider allocative efficiency (what to do) as
well as technical efficiency (how to do it) – and
to consider both dimensions when discussing
what can be changed within the current system
as well as within a possibly expanded resource
envelope.

Bottleneck analysis. This considers current
bottlenecks within the system and what would
bring about a reduction in these, thus resulting
in improved overall health-system (see Box
7.11) performance, and subsequent progress
towards policy goals.
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Costing
exercises can
adopt multiple
approaches
such as
goal-oriented
projections,
resourcedriven costing,
and bottleneck
analysis. These
approaches are
not mutually
exclusive
and all three
examples
here may be
relevant at
country level.

Box 7.10

NHPSP costs (in USD) presented by strategic objective:
country example from the Democratic Republic of the Congo National
Health Plan 2011–2015

Strategic directions

RESULTS

PROGRAMMES

2011

2012

2013

2014

2015

TOTAL
5 YEARS

I. Development of health districts

Expected
result #1:
The population
covered by
quality health
care services
has increased
by 30%

1. Improvement
in health service
coverage
2. Streamline health
facility functionality at
all levels of the health
system
3. Support to health
districts to provide
basic interventions
4. Improvement in
health service quality

Expected
result #2:
The curative
health service
utilization rate
has increased
by 25%

1. Promotion
of community
participation in the
health sector
2. Health promotion
3. Improvement of
financial access

33 222 600 24 803 400 23 113 400

53 776 800 49 830 000 43 255 500

39 945 900
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37 754 400 224 562 600

201 520

160 436

257 050

222 961

178 367

1 020 334

6 455 715

806 315

821 915

829 715

825 115

9 748 775

88 500

166 500

244 500

283 500

310 500

1 093 500

–

–

–

–

–

–

Box 7.5) that NHPSP costing should be broad
and cover the full implementation needs for both
health and other sectors. Ultimately, however,
this will depend on information available and
how the end results will be used.
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IA

23 233 400 127 546 200

68 465 400 84 476 420 108 297 020 117 089 420 158 467 840 536 796 100

There should be a clear and joint decision by all
stakeholders concerning the scope of the costing
and the extent to which the costing covers public
services only, or the full sector. Overall it is recommended (for example in the JANS guidelines,

LR

23 173 400
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A first step is to identify the types of outputs
which one expects to have as the end result of
the costing, since these will influence the scope
of the analysis, the level of detail required in the
final results, and how the information is gathered,
analysed and presented. If a pre-developed
template or software tool is used to inform
the costing, the types of outputs that the tool

can produce should be assessed based on the
actual policy needs. Annex 7.2 provides some
suggestions for standard presentation formats.
As mentioned above, it is useful to consider
early on how the costed NHPSP should link to
the country’s budget formulation process and
how costs should be presented to facilitate
such a process.

Box 7.11

Bottleneck analysis
Given the importance of contextual factors
influencing health-care seeking patterns as
well as the supply of quality health services,
a concept which has proven effective at identifying and costing implementation barriers is
bottleneck analysis. A systematic analysis of
health system performance at decentralized
level often reveals that many weaknesses in
implementing effective health activities and
strategies are related to service delivery
bottlenecks at the district level.18
Bottlenecks among lower levels of implementation can exist at various levels and for
an array of reasons. For instance, demandrelated constraints may involve community
norms and household behaviour, whereas
at the provider level issues may concern
local government financial management,
and at the district level the constraint may
be poor monitoring practices.19 The first step
of a bottleneck analysis is to identify those
bottlenecks at district level, and to develop
strategic action plans through consensus
building activities, following which marginal
costing can be performed under different
scenarios to inform subnational plans and
eventually a national level strategy.

The concept of bottleneck analysis was
successfully developed into a practical tool
for situation analysis, strategic investment
scenarios, and marginal cost estimates in the
Marginal Budgeting for Bottlenecks (MBB),
developed by the United Nations Children’s
Fund (UNICEF) and the World Bank.
The MBB tool assists the user to consider
what high-impact interventions could be
used in existing health plans, what major
health system bottlenecks are impeding on
effective service delivery, what is the potential
cost of alternative plans to alleviate a system’s hurdles, and what are the additional
financial resource needed. Importantly, the
tool also indicates what could be achieved in
terms of health outcomes by removing the
bottlenecks.21 While the MBB tool primarily
focuses on maternal and child health, it has
successfully been used in many settings to
inform cost scenarios for national health
sector strategies.21 A notable example is the
Ethiopia plan described in Box 7.6. These
bottlenecks are usually linked to: availability of
essential commodities and human resources,
accessibility and utilization of health services,
quality of services and continuity of services.
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7.5.2 Costing the NHPSP in 20 steps

The NHPSP
costing process
involves
iterative
exchange
between those
who plan and
those who
cost; early
engagement
and constant
dialogue on the
different cost
scenarios are
essential.

The estimation of costs can be part of processes
related to a new plan but also the revision of
pre-existing plans and estimates, such as a
mid-term review of a NHPSP or a multi-year
operational plan, or during any other milestone
events in a country’s health policy and planning
cycle.
The 20 steps listed below describe the costing
of activities that relate to a new NHPSP under
development. The list of steps is not meant to
be prescriptive, but serve as an example only.
1. Early engagement. Bring up the topic of
costing at the initial stages of planning the
development of the NHPSP. In a context
where those who are costing are part of
the national health planning process from
the beginning, they will be privy to and
have access to the situation analysis data
and discussions to get a sense of the key
interventions that need to be costed. Make
the point that even the initial discussions of
the planning process can be informed by a
discussion around the resource implications
of the various overall policies considered
(e.g. a changing composition of the health
workforce, or a shift towards a stronger primary health care model) and whether these
would fit within the anticipated resource
envelope.
2. Prepare. Identify the scope of the costing
and the expected outputs, the intended
audience (primary users of the cost estimates) and the time frame, in relation to
the overall strategic planning process.
Note the deadline: by when do you need
the estimates in a preliminary format and
in a final format?

4. Budget envelope. Gather information on
likely trends in available financing and
financial “ceilings” over the planning period
(including projections for macroeconomic
growth and allocations to health).
5. Discuss alternate strategies for coverage.
Undertake a review of current health system
bottlenecks. Map and consider planned
reforms that may impact the cost structure
(e.g. civil servant reforms, health provider
payment reforms). Get a good sense of what
the main strategic areas of investment will
be over the planning period. What alternate
strategies are being considered to address
bottlenecks, increase efficiency of current
spending, and to make progress toward
universal health coverage? What can be
the expected impact of these strategies on
coverage for health services? How would the
unit in charge of the NHPSP define the key
reforms that will impact on service delivery,
governance structures, accessibility to care
and overall health system performance?
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3. Team formation. Set up a coordinating
team (typically two to ten people). The
team size will depend on the scope of the
costing, the anticipated detail of analysis
and the time given to complete the work.
All members do not necessarily need prior
costing experience but there should be at
least two or three members who have experience of costing and understand the data
requirements. Ensure that the coordinating
team will have access, within the period of
the costing exercise, to key experts within
the different departments of the MoH as
well as within the major national health
priority programmes.
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Based on discussions to date, what alternative scenarios could be considered for the
plan itself and the related costs?
6. Get buy-in. Conduct an initial briefing to
explain the process to various decisionmakers and planners (e.g. department
heads, district managers, MoF, parliamentarians, private sector representatives,
donors) in order to gain their buy-in. Present
findings of the budget envelope analysis.
Discuss and get agreement on the directions
for the costing and how it relates to the
plan, including if possible, several scenarios
to discuss the financial implications of
emphasizing different policies within the
NHPSP. Discuss the importance of health
system investments and how to address
existing service delivery bottlenecks.
7. Develop a data collection plan for making
the cost projections (see Box 7.12).
8. Gather specific inputs from various technical planning units (e.g. health workforce,
maternal health, mental health) regarding
their planned activities and objectives, and
where possible, taking into account the
expected outcomes of their activities in
relation to broader policy objectives and
planned health reforms. Where relevant,
these discussions should consider possible
scenarios that link the programme-specific
investment plans to the overall investment
strategies for the NHPSP. An example
might be a reallocation of resources, and
an accompanying health financing reform
that restructures the way resources are
allocated and providers receive payment.
In this context the strategies put forth by

specific units such as health workforce
and mental health should reflect the same
broader move. At this stage, this is to inform
the first rough costing, focus on getting the
assumptions right for cost drivers such
as human resources (salaries and other
costs), and investments in infrastructure
and logistics. Quick methods can be used for
deriving cost for medicines – for example,
through applying inflation measures to past
years’ estimates, or potentially using tools
with pre-populated standards for drugs per
case treated (see Table 7.2 below).
9. Analyse the resource implications of the
planned activities and assess overall financial needs. This is the time to assess the
potential scope for synergies and increased
coordination and/or integration between
specific programmes and departments,
and likely constraints (e.g. health system
constraints to deliver programme-specific
targets).
10. Modelling impact. When modelling the
expected health impact, review the expected
outcomes. If a limited health impact is
projected, discuss with programme experts
and consider how investments could be
geared towards more effective interventions.
11. First-round. Finalize the first-round analysis
of costs, identify the main cost drivers and
cross-check the validity of the data relating
to cost drivers.
12. Refine fiscal space projections. Obtain and/
or develop projections for macroeconomic
growth and allocations to health, in order
to project fiscal space and overall financial
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space for the duration of the plan (the term
“financial space” is used here to define the
broader financing context, to include not
just the government’s expenditure but also
that of the private sector and development
partners). This step would be done in
collaboration with the MoF.

Data validation
is an essential
step to ensure
the quality of the
cost estimates;
it also greatly
facilitates
the buy-in
of technical
counterparts.

13. Conduct a mid-term consultation to discuss
first-round results, various scenarios for
adjusting policies and plans, and assumptions on likely effectiveness of strategies
in addressing bottlenecks. Brainstorm on
cross-cutting issues – e.g. overcoming
potential health worker shortages; the role
of the private sector in service delivery.
Discuss the need for prioritization in view
of anticipated resource constraints. This
could be a three- or four-day workshop
involving a broader group of stakeholders
in order to get buy-in and involvement,
and to further discuss the production of
implementation scenarios.
14. Prioritization. Following the workshop,
adjust the cost projection as needed, given
the discussions on prioritization.
15. Data validation. Engage in overall qualitycontrol processes, including subjecting the
cost projections to peer review. Organize

16. Map costs to various presentation frameworks, including the country budget formats, to inform future budget allocation
discussions.
17. Write a report to document the assumptions, process and results.
18. Organize a consultation workshop with a
broader set of stakeholders (technical and
policy) and discuss the NHPSP objectives
and the costs at the same time – along with
scenarios for priority-setting in different
contexts of growth and/or financial austerity.
19. Update the estimated resource projections
as may be needed post the consultation
workshop. Undertake updates to the estimates as needed within a dynamic planning
environment, and link these processes to
midterm reviews and annual plans.
20. Support institutionalization of the above
processes.
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a data validation workshop to validate
the coverage, inputs and outputs for the
scenarios with technical counterparts.
Fine-tune the projected costs with inputs
from planning units.
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Box 7.12

Developing a data collection plan for the cost projections
In order to facilitate data collection, a mapping of relevant documents and resource
persons should be undertaken upfront. It

is helpful to indicate which team members
will be responsible for retrieving each data
source.

Examples of information data sources, used to project costs for the NHPSP activitiesXVII
TYPE OF DATA

DOCUMENTS AND RELATED INFORMATION

General planning
documents

Previous NHPSP and related costing, if any
Mid-term and/or final review of previous NHPSP
Situation analysis to inform new NHPSP
Health sector reviews
National health accounts
Demographic and health survey/multiple indicator cluster
survey for coverage of health services
Budget framework

Health workforce

Health workforce projections and existing plans
Research studies that assess health personnel efficiency and
time allocation
Salaries and incentives

Medicines

Essential medicines list
Prices of drugs and consumables
Logistics and supply chain arrangements, including cold chain

Malaria
programme

Maternal health

INSTITUTIONS AND
RESOURCE PERSONS
Name and contact for each
document

National strategic plan for malaria
Global Fund proposal
Evaluation of programme performance
Treatment protocols
Health indicators related to maternal health (coverage, health
outcomes, etc.)
Various strategic plans and road maps and associated evaluations
Emergency obstetric care assessments

The level of detail provided and the quality
of data in these systems and documents will
differ from country to country. In a decentralized setting, reporting systems may be set up
such that data are mostly to be managed at

the regional level. For example, few facilities
may report to the central level. In this case, it
may be necessary to conduct data collection
at the regional level.

XVII Andre Zida, Abt Associates, formerly with Ministry of Health,
Burkina Faso, personal communication, [24 April 2016].
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Iterative costing

During a NHPSP review (mid-term or annual),
progress made towards the objectives should
be analysed in relation to whether the budget
allocation was sufficient or if there are other,
non-financial constraints. The sector review process may reveal a need to reorient the NHPSP
and/or to consider alternative implementation
strategies. It may also reveal a change in the
estimated available financial resources compared
to what was initially predicted. This provides an
opportunity to review the plan and to revise the
costing in an inclusive and transparent manner.
The review is also an opportunity to validate the
assumption using actual data.

The process to estimate costs is iterative by
nature, and the level of accuracy will increase
over time. The first production of cost estimates
should rely on broad assumptions so as to
be able to produce an overall estimate that
can feed into the policy discussions around
financial affordability at an early stage. Table
7.2 illustrates this further.

© WHO /Andrew Esiebo

Sector reviews and updating cost
estimates
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Table 7.2 A progressive approach to costing a NHPSP

PURPOSE

APPROACH

First-round
estimates

Using broad assumptions, assess
the overall resource envelope
required and compare this with
financial resources likely to be
available, to assess general
affordability.

Focus on overall health systems needs and on the
major programmes and areas likely to drive the
costs (such as health worker salaries).
Use simplified assumptions for intervention inputs
and drug prices based on status quo, unless
there are known differences likely to impact the
overall costs.
Adjust medicine costs for anticipated coverage
increases.

Second-round
estimates

Derive an estimate that is more
specific to the planned increase in
coverage and the support activities
required, that allows for discussion
around relative costs of different programme areas/ strategic
objectives.

Having examined cost drivers and discussed potential reallocations within an affordable envelope,
fine-tune some of the assumptions related to the
cost drivers to ensure that they are correct (e.g.
price of drugs for multidrug resistant TB; price
of vaccines; targets for vehicles and equipment).
Adjust some of the more prominent activity objectives and related costs to fit into the available
envelope, if needed.
Estimate likely gains in service coverage triggered
by strategies addressing bottlenecks.
Consider undertaking a scenario analysis without
yet fine-tuning all of the cost input assumptions.

Close to final
estimates

Derive an estimate that is specific
to (the adjusted) planned targets
and activities, taking into account
financial sustainability.

Ensure that all relevant health services and
activities are included in the costing, including
those with smaller budgets.
Prioritize as needed to take into account financial/
fiscal constraints.
Fine-tune further as needed by reviewing input
assumptions.
Submit to peer review.

Final estimates

Produce a final cost estimate that
can later be used to inform the
budget.

Finalize assumptions and related documentation.
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7.5.3 Different approaches, methods, and tools to inform NHPSP
costing: some issues to consider
As a general point the benefits of cost information
must be balanced against the cost of producing
it. When developing a costing methodology, there
is a need to balance elements such as level of
detail, timeliness, accuracy and complexity
with the cost of producing the cost information.
The adopted costing practice must meet the
stated needs, but the practices must also be
sustainable. The investment made to produce
cost information should not exceed the benefits
the information provides.20
This section outlines approaches and concepts
with respect to measuring and estimating costs.
The first part considers overarching issues.
The second part considers specific methods
– such as unit costs, input-based costing, historical budgeting – and discusses the context
of their application, including advantages and
disadvantages. A third part considers different
classifications of costs and benefits of presenting
these separately. The fourth part covers the
topics of inflation, exchange rates, and using
specific pre-developed tools.

Overarching issues
Listed below are some of the issues to consider
when selecting a methodological approach for
costing the NHPSP.
Answers to policy questions will determine the
scope of the costing and the link to other ongoing policy processes (such as benefit package
reforms).
Expected outputs of the costing exercise,
including stakeholder expectations, should
be ascertained. If the expectation is to have a
detailed activity-based plan which links inputs
to outputs, this determines the approach to
be taken.

Available resources to undertake the costing
(human, financial and information) will affect
the approach taken.
Another determining factor is the capacity to
access the required information, and resource
persons/experts to undertake the costing.
Medium- and long-term sustainability of the
proposed practices will enhance their value.
Devising scenarios: modelling efficient systems
vs actual practice.

A NHPSP resource needs projection may be based
on norms (such as, “a health worker should be
in the facility eight hours per day, providing the
correctly prescribed drugs according to national
guidelines”) or actual observed behaviours
(such as, “health workers are on average in the
facility four hours per day, often not following
the national guidelines for drug prescriptions”).
The approach taken for the analysis reflects a
philosophical perspective. If it is not expected
that inefficient behaviours will change in the
short- to medium-term, the costing team may
want to discuss how to take account of some
inefficiencies or slack in the system (Box 7.13).
The bottleneck analysis should address how to
reduce inefficiencies over time, and to model:
(i) the costs of activities that would add incentives
to be more efficient, and
(ii) adjust the assumptions in the cost model
such that efficiency increases over time.

DC

IA

OP

B

PC

372

ME

PS

1

SP

C

C

SA

LR

It is important to establish a timeline: the time
available to undertake the costing (if limited, one
may opt for historical budgeting for smaller cost
categories and focus on the main cost drivers
for the detailed estimations).
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Box 7.13

Scenarios for health worker projections in Mozambique and Sierra Leone
The costing of the Mozambique NHSP (Plano
Estratégico do Sector da Saúde, PESS)21
considered two scenarios for human resource
projections. A first scenario assumes a
highly efficient work force that achieves
high productivity based on the use of clinical
equipment and high skill levels. A second
scenario assumes more intensive labour
inputs expressed as longer duration of patient
encounters, especially among the “basic”
nurse cadres and mid-level staff. The technical
team considers that the second scenario
reflects actual service delivery conditions
more closely, and the use of scenarios here
allowed for policy discussions that were
based on concrete modelling.

In Sierra Leone, the costing of the Health
Sector Recovery Plan 2015–202022 allowed
for an examination of the predicted health
worker capacity utilization and inpatient bed
capacity utilization. These outputs facilitated
a discussion on current staff distribution,
in particular on obvious shortages of key
health care providers in comparison to the
predicted requirements as corresponding to
implementation of the plan. The modelling
led to concrete policy commitments by the
government to review the planned health
worker production and hiring strategies for
the health sector.

Alignment of programme-specific estimates
with NHPSP costing
By programme-specific plans we refer to subsector plans such as a malaria strategic plan
or a maternal health roadmap. Overall it is
recommended that programme/sector-specific
plans should be fully aligned with – and ideally
completely incorporated into – the NHPSP. It is
often assumed that the sum of all programme
plans is equal to an overarching NHPSP. This
assumption completely ignores the significant
health system investments usually spelled out in
NHPSPs – all the more reason why programme
plans need to carefully consider the underlying
health system capacity to deliver health services,
both under current capacity as well as with
planned improvements for the future.

In general, the costing methods and health system
assumptions used across the different programme
areas and NHPSP need to be comparable. If the
costing for one area (e.g. malaria) assumes a
health system that is inefficient and with significant wastage rates, but another area (e.g.
immunization) assumes that the health system
is working optimally, the underlying assumptions
are different. Standardizing assumptions across
programmes is therefore important. This includes
price assumptions used across programmes. If
resources are supposed to be shared (e.g. health
workers), then assumptions around the prices of
shared resources need to be consistent across
different areas in the plan.
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Assumptions
on prices and
health system
capacity used
in the cost estimations across
the different
programme
areas and for
the NHPSP
need to be
comparable.

Methods
Bottom-up assessment versus historical
allocation

Bottom-up
costing relies
on detailed
information
regarding
inputs,
quantities
and prices.
Historical
allocation is
an allocation
method based
explicitly on
the previous
year’s budget.
While there are
situations for
which historical
allocations are
necessary, a
more detailed
and nuanced
costing
methodology
can better
meet the needs
for NHPSP
costing.

As discussed above, costing a plan can/may
link the plan’s policy targets to activities, and
the activities to specific costs. The level of
detail by which costs are estimated may vary.
To some extent, a historical allocation approach
(or “inertia budgeting”) may be used, whereby
an amount is allocated to a specific area in the
plan based on the previous year’s budget, often
with a small percentage increase to account for
inflation. This may be justifiable if the amount
spent in previous years was considered to be
appropriate in achieving the specific functions,
and if a similar level of activity and related (or
nominally higher) budget is expected to suffice
for the coming years as well. Examples may
include the cost for overhead functions such
as maintaining a national cancer registry or the
salary bill for MoH central-level programme
management staff.
The use of inertia budgeting should be carefully
considered. However, this approach is less
useful when the purpose is to cost a strategy
which envisions a health system which is likely
to be quite different from the status quo; for
example, comprising significant new investments
or different types of services, a change in the
way services are provided and financed, and a
subsequent explansion of health service coverage.
Here, a more detailed bottom-up approach to
the costing would more adequately capture the
resources needed in reflecting such changes
in the system.
The analysis may use a combined approach,
and while inertia budgeting may be deemed
sufficient for some areas, the focus can be on
more detailed costing in other areas.

Bottom-up costing relies on detailed information
regarding inputs, quantities and prices. The
starting point is the identification of specific
activities and annual targets, such as the population in need of specific services, by year. This
is then multiplied by the average inputs – e.g.
as required per person and service, and their
respective prices. Such an approach may also
be referred to as activity-based costing. The
bottom-up approach is useful in that it allows for
modelling how cost structures may change for
existing activities if new reforms are implemented
(for example, when output changes based on a
specific input mix, or when the prices of inputs
change).
Both unit costs and and input-based approaches
can be used to inform bottom-up costing. Unit
costs refer to the cost incurred to produce one
unit of “output”, for example, the cost per fully
vaccinated child. Applying unit costs to volumes
required can help provide a quick appraisal of the
funding required, but has certain limitations in
that unit cost estimates are very dependent on
the specific assumptions that went into producing
them. For example, Adam et al.23 showed that
the estimated cost for one outpatient visit was
very sensitive to the assumptions made on how
many patients are seen by a provider per day
(see Box 7.14 for more information on unit costs).
Input-based costing tends to take a more detailed
approach, with costs derived through the multiplication of quantities and prices. The inputbased approach keeps the prices and quantities,
seen as the key “inputs” of a cost, separate
and distinct. For example, providing pregnant
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Bottom-up costing/activity-based costing: using unit costs or an input-based
approach?
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women with malaria treatment may require an
outreach strategy to raise awareness, effective
diagnostics, antimalarial drugs, the time of the
health worker, and the use of the health facility.
Using unit costs, on the other hand, means
bundling the quantity and price into one – for
example, the cost for treating a pregnant woman

with malaria would include assumptions on
the type of treatment provided and the cost for
that treatment that are not usually disclosed to
those wishing to understand what the unit cost
is based on. Table 7.3 summarizes advantages
and disadvantages of these two approaches.

A bottom-up
costing
approach is
resource intensive but allows
for modelling
how cost
structures may
change as new
reforms are
implemented.

Table 7.3 Input-based costing vs. unit cost approach

INPUT-BASED COSTING

UNIT COST APPROACH

Advantages

Being able to separate out different
components (e.g. health workers,
medicines, transportation costs)
and thus estimate these separately,
allowing for greater transparency and
predicting how the cost structure,
and cost drivers, changes over time.
Being able to adjust costs if quantities or price levels change, due to
changes in factors such as treatment
guidelines or procurement strategies.

Can be used to provide quick estimates of resource
needs, particularly when done at high level (e.g.
unit cost per inpatient care multiplied by the
projected increase in inpatient care utilization
during NHPSP).
Provides estimates that reflect part of a shared
system, when not wishing to estimate the full
cost of the system.

Disadvantages

Resource-intensive, requires
assumptions around the extent to
which resources are used or left
“idle”.

Relies on good quality data through cost studies,
which are resource intensive in themselves.
If data is inaccurate, may provide wrong estimates.
Challenging to know how representative unit
costs are.
Challenging to compare unit costs across services
when derived through different studies.
Costs structures will change with evolving health
system, making unit costs quickly outdated.

Estimates derived from an an input-based
approach can be transformed into unit cost
estimates but the reverse is not always true.

Within an NHPSP costing, both approaches
may be combined.
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Box 7.14

Top-down derived unit costs
Unit costs are typically derived using a “top- is underutilized and unit costs will generally
down approach”. This refers to a process be higher than in a more efficient system).
whereby the total amount of resources is
known, and is then allocated to different cost The concept of economies of scale implies that
functions, using specific allocation algorithms. unit cost should decrease with an increase
An example is assessing costs for hospital care, in coverage as the fixed costs are spread
where the total expenditures of the hospital are over more units of output. However, once a
allocated to the different departments, in order certain level is reached, corresponding to
to assess the cost of each specific department, full capacity, unit costs may increase again
and the average cost per patient seen for (step increase). They will likely not decrease
different types of care. The unit costs derived again until a certain level of hospital activity
from actual practice will reflect the existing and turnover is achieved. In most settings
system, including current capacity utilization it is difficult to know where the “average
of resources and associated inefficiencies facility” or delivery programme sits within
(for example, if there is a lot of slack time by the cost curve.
certain types of health worker, their capacity

Cost per immunized child
(1998|$)

Illustration of a typical "unit cost curve" reflecting published data
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Source: adapted from Johns B and Tan Torres T. Costs of scaling up health interventions: a systematic review.
Health policy and planning. 2005. (http://heapol.oxfordjournals.org/content/20/1/1.long, accessed 18 October 2016)

Given that unit costs derived from a top-down
allocation reflect the current system, they do
not necessarily indicate the resources needed
to guarantee quality outputs, especially in
chronically underfunded health systems.
When unit costs are used, there needs to be

DC

IA

OP

B

PC

376

ME

PS

1

SP

C

C

SA

LR

careful consideration around how one would
expect unit costs to vary over time and across
populations, and whether the data gathered
as the reference point reflects the anticipated
resources needed in the system.
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Lump Sums
Lump sums refer to a cost figure which includes
several inputs, quantities, and cost lines bundled
into one. The lump sum cost would generally
cover more items than a unit cost, but with
less transparency – such as an overall lump
sum cost required for pandemic or emergency
preparedness. Lump sums are inferior to unit
costs and inputs-based costing because of their
lesser detail, but again the analyst needs to
consider the resources available for the costing
and whether to use lump sums in some instances,
especially for those items that constitute a small
part of overall costs. In certain settings general
rules of thumb may be applied, for example
any costs anticipated to constitute 1% or less
of the overall resource envelope can use less
sophisticated methods.
The lump sum amount should nevertheless
be sufficient and proportional to the expected
outputs. Some categories of costs, such as
utilities, may seem fixed in nature and thus
make a case for lump sum costing, but in fact
they may hide inefficiencies in resource use.
An example is in former Soviet Union countries
where utility costs make up a large share of the
budget, partially due to the infrastructural setup.
High density of facilities incur large fixed costs
for electricity and heating, and utility costs may
be used to subsidize other resource use. In the
Republic of Moldova for example, in 2000, over
25% of government health expenditure was
spent on utilities.24 A few years later, expenses
for water, heating and electricity fell by 6.8%.25

Treatment of various types of costs
Capital versus recurrent costs
The costing should generally present a breakdown of capital and recurrent costs separately.

Capital costs are those which last for more
than a year (for example, an X-ray machine)
whereas recurrent costs, once the good is
consumed, last for less than a year (e.g. the
electricity costs related to running the X-ray
machine).26 The purpose of separating these
is to allow planners to understand what share
of the costs are one-off capital investments.
The model used for costing should also have
clear links between capital and recurrent costs.
Every additional unit of capital invested will
incur additional recurrent costs. For example,
in many states of the former Soviet Union, the
government incurred significant recurrent costs
for running hospitals, the capital investments
of which were made 30–40 years ago. Closing
down hospitals could free up resources currently used in running inefficient structures,
reallocating those resources to lower-level,
close-to-patient services. In other settings there
may be an expressed need within the NHPSP for
significant investments in tertiary care, and when
this includes building new hospital structures,
such investments should be accompanied by
increases in recurrent investments in relation
to salaries, commodities and operating costs.
Please note that the investment plans and related
funding may be accessed through different
ministries and/or departments for recurrent
vs capital costs.
Intervention versus programmatic costs
When working with technical disease programmes in the MoH, many programmes set
objectives both for health interventions (e.g.
skilled delivery at birth) as well as for programmatic (programme-specific) activities (e.g.
conduct demand generation activities such as
information and outreach into communities, or
organizing training courses to improve midwives’
skills to provide quality care at birth). Ensuring
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Different types
of costs need
to be treated
differently, and
sometimes
separately:
capital vs.
recurrent
costs,
intervention vs.
programmatic
costs, direct vs.
indirect costs.

and managing a sufficient budget for actual
service delivery is usually out of the influence
of the specific technical programme; however,
arguing for and managing the budget specific
to “programmatic” activities is directly within
its influence. It is often necessary, therefore,
to estimate and present intervention and programmatic costs separately.
Total versus marginal costs
The NHPSP will require estimations around its
total cost, to inform MTEF and budget discussions. Marginal costs are those that refer only
to additional resource needs above the current
health system setup, including those incurred to
reform and increase the efficiency of the system.
It is possible to estimate marginal costs and then
add those to the current health spending, with
or without modelled modifications to the latter
in view of anticipated reforms, but the caveats
need to be well known and documented in terms
of whether the current level of investment and
expenditure should be expected to remain as
is, for the duration of the NHPSP.

Additional issues

is, therefore, for those countries wishing to
present estimates that consider inflation to
include several output tables, where at least one
has constant price levels, while others present
scenarios for constant inflation, IMF-predicted
inflation, reduced and/or increased inflation
levels. Another option is to initially present
costs in constant prices and then whenever
estimates are updated and/or presented to
various funding partners, to convert costs into
inflation-sensitive numbers, taking into account
the latest available data on inflation
Exchange rates and traded goods
The costs of drugs and diagnostic tests are
influenced by whether they can be purchased
locally or are imported using foreign exchange.
If there is a reliance on imports, the affordability
measured in the local currency will rely on
favourable exchange rates. It may be important
to reflect this when estimating and presenting
the costs, and to indicate:
which type of investments are most affected
by assumptions around exchange rates;
present multi-year estimated costs both in
local currency as well as in USD or another
global currency.

Inflation
Costing tools
The costing may incorporate inflation or not.
In either case, the decision should be clearly
communicated, and the assumptions for inflation made explicit. The primary reason for not
presenting costs that take inflation into account
is that inflation is an uncertain factor, and future
trends may digress considerably from what was
presented for the NHPSP. The recommendation
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There are multiple tools available to inform
priority-setting and cost projections, whether
for specific diseases or for broader health sector
planning. Using pre-developed costing tools has
several advantages and disadvantages. Some
of these are listed in Table 7.4.
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Table 7.4 Potential advantages and disadvantages of pre-developed costing tools
POTENTIAL ADVANTAGES

POTENTIAL DISADVANTAGES

Tools provide a checklist of recommended inputs for different
activities or interventions, often populated for a list of highimpact priority interventions that are globally recommended.
The provision of a checklist can help reduce the risk that critical
but less visible activities are unaccounted for (such as administrative costs and maintenance of equipment and vehicles).

Users may use the checklist as an
absolute guide and be tempted to
fill in every section without carefully
considering what is most relevant
within the national context.

Tools provide calculation algorithms, thus simplifying the
mathematics of calculations.

Calculation algorithms may hide
details from the user, thus limiting
transparency.

Tools facilitate the use of standardized methods/prices across
calculation areas (such as different disease programme areas).
Tools help to provide an evidence base with which to explain the
health system implications of programme-level investments.
Tools often provide global default prices of inputs such as
medicines, vaccines and vehicles, and sometimes even local
prices, such as wages of health workers. The defaults often
come from similar contexts or countries and can be used to
inform an initial rough costing and serve as checks for local data.
The added value of defaults is that:
after a quick feasibility check, they can be used for the
first round of rough costing;
they can be used as a check against which local data
can be measured.

Users may apply default data uncritically without looking for local alternatives.
If default data are not kept up to date,
they may reflect outdated numbers
and prices.

Tools may provide a standard template format for activities,
such that users can easily enter data related to target-setting
for training courses, vehicle purchases, etc.
Less probability of making calculation mistakes
Formulae are pre-tested and validated
A standard, validated template makes it more easily accessible
for review.
When tools include an epidemiological impact component, they
will allow for calculations of the predicted impact of the plan.

Epidemiological impact estimates
need to be considered as indicative
estimates, and not as an absolute given.

Tools provide output data quickly and automatically, including
tables and graphs.
An analysis of the health system as a whole may be easier
with all costing-associated data in one database
Adjustments can be made over time in one single consolidated
database, which can be monitored.

The use of tools requires local capacity
to be built and maintained to ensure
that projections can be updated as
needed.
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The OneHealth
Tool was developed by a group
of UN agencies
on request
by countries
for a health
sector-wide
planning and
cost estimation
tool.

The OneHealth Tool (developed by an interagency
working group consisting of costing experts from
WHO and other United Nations [UN] agencies)
is one of the available instruments that can be
used to generate overall costs and scale-up
targets for a costing that supports strategic
planning and budgeting. The OneHealth Tool

was designed to enable the user to assess
to what extent targets set within the plan are
feasible, and to consider programme goals and
health systems jointly. The tool can also be used
to produce estimates of health impact related
to changes in coverage and service delivery
initiatives (Box 7.15).

Box 7.15

The OneHealth Tool27
The OneHealth Tool is a software tool designed
to inform national strategic health planning and costing in low- and middle-income
countries. Its development was overseen by
an interagency working group with representatives from WHO, UNAIDS (Joint United
Nations Programme on HIV/AIDS), UNDP
(United Nations Development Programme),
UNFPA (United Nations Population Fund),
UNICEF, World Bank and UN Women.
The OneHealth Tool was developed as a
complement to disease-specific tools which
neglected to take into account health systems
costs. The tool links strategic objectives and
targets of disease control and prevention
programmes to the required investments
in health systems, and provides a platform
for analysing the costs of a full health sector plan. It provides planners with a single
framework for scenario analysis, costing, and
health impact analysis of strategies for major
diseases and health system components.

The tool is pre-populated with defaults for
disease prevalence and incidence, intervention protocols for promotive, preventive and
curative care, and prices of drugs, supplies
and equipment – all of which can be changed
by the user.
The first official version of the OneHealth
Tool was released in May 2012. Since then
the tool has been applied in more than 30
countries to inform planning and costing.
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In addition to calculating costs, the tool
estimates the likely reduction in mortality
and morbidity based on targets identified by
the user. Furthermore, for strategic planning,
a useful feature is the possibility to design
scenarios to develop “what if” plans and
examine their costs and impact.
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Summary recommendation
When resources allow, the recommendation
is to use bottom-up (input-based) costing to:
link inputs to outputs, thus enhancing
accountability;
link the costing (specific cost items) to categories in the national budget;
use realistic assumptions on implementation
pace and impact of strategies on health
intervention coverage on the basis of a
bottleneck analysis.
A NHPSP costing need not be based on detailed
inputs down to the exact number of gloves and
cotton balls required by each facility in the
coming years, but does benefit from a costing
that links inputs to outputs at a level that is
context-specific and population-driven enough,
yet minimizes the need for detailed planning.
The key point is that the selected approach
should be evidence-informed, and that the
planning unit should be able to justify indicated
amounts, whether based on historical data or
a bottom-up forecast.

7.5.4 Assuring high quality
cost estimates
It is crucial that steps are taken to ensure that
the NHPSP costs meet the required standards.
Guidance on standards and criteria are included
in the JANS (Box 7.5), which primarily focuses on
the comprehensiveness of the costing (includes
all types of resources and stakeholders), transparency (estimates are clearly explained), realism
(limited specific guidance is provided through

JANS, but the “reality checks” below may serve
as a guide) and methodological soundness (input
data must be as accurate as possible, as must
the calculation algorithms).
First, some initial “reality checks” should be
done early on in the costing process:
calculate per capita estimates, which are
more readily interpreted than aggregate
estimates;
compare per capita estimates with current
spending, with past projections, and with
estimates available through the global public
literature and/or those produced by neighbouring/similar countries;
compare costs with current expenditure.
Check cost drivers (Box 7.16) and compare with
commonly known current cost drivers from
current budgets or health accounts.
Secondly, it can also be helpful to send the costing
for peer review. Such review processes may
involve internal or external experts’ feedback,
or both. Feedback will allow the team to improve
the calculation and presentation of estimates.
Third, setting up processes for data validation and
overall stakeholder consultation as described
above in the sequence of proposed steps, will
support validation of assumptions used, priorities set and outputs produced. One of the
processes of reviewing the costing is through
a comprehensive JANS process, but there are
also other ways of peer review, such as inviting
costing experts to comment remotely.
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Box 7.16

Examining cost drivers within the estimated projected resource needs
for Angola’s Health Sector Development Plan 2013-202528

Programme

% of cost
2013–2025

1

Prevention and disease
control

24 472

30.2

2

Primary health care and
hospital care

851

1.1

3

Health workforce

20 517

25.3

4

Research

7

0.0

5

Health facility network

33 001

40.7

6

Logistics, medicines and
medical devices

2130

2.6

7

Health information and
management systems

53

0.1

8

Governance and institutional
framework

20

0.0

9

Financing and sustainability

26

0.0

81 077

100.0

Total
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The Plano National de Desenvolvimento Sanitário
(PNDS), or the Health Sector Development Plan,
is a strategic and operational tool for realizing
the political targets outlined in the long-term
national development strategy “Angola 2025” and
the national health reform policy. The PNDS vision
positions health at the centre of national development and social justice, promoting universal
equitable access to quality health care, in view
of combating poverty and improving well-being
of the population. The plan for 2012–2025 sets
ambitious targets to achieve these goals, and
projected costs for the planned investments
would equate an increase in health spending per
capita from USD 186 in 2011 to USD 276 in 2025.
The table above shows sample results from the
cost projections for the plan. USD 81 billion over
13 years of the plan equates on average USD 6.2
billion per year, although costs are estimated

to increase over the period and reach USD 9.4
billion in 2025.
The main cost driver is extension of the health
facility network (40.7%), which primarily entails
building and maintaining infrastructure for
health, as needed after the Angola civil war
which destroyed much of the available facility
network. The second largest cost driver (30.2%)
is prevention and disease control, which is where
the various national programme estimates fall,
including significant cost drivers such as (in
order of magnitude, not shown here): nutrition,
cancer control, chronic kidney disease, HIV/
AIDS, and child and maternal health. These
five programme areas jointly account for over
80% of the projected cost within the category
of prevention and disease control. The health
workforce accounts for 25.3% of the overall
projected PNDS costs.
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7.6 What if…?
This section outlines costing issues in specific
settings such as decentralized contexts, highly
donor-dependent countries, and fragile states.

7.6.1 What if your country is
decentralized?

In
decentralized
settings, it is
important to
harmonize and
align costing
assumptions
and
methodologies
across
sub-national
entities
to avoid a
diverse and
heterogeneous
set of data
which makes
aggregation
of countrywide national
estimates very
difficult.

The MoH or other central planning authority
should give strong guidance as to the standards
and methodologies to be used for costing –
without it, a diverse and heterogeneous set of
data from the various decentralized structures
will make aggregating countrywide data and
producing national estimates very difficult.
For example, the cost of a community outreach
campaign is not comparable between two regions
if the underlying costing assumptions and
methodology used are not harmonized.
In many large countries, the majority of public
spending on health takes place at subnational
level. Local governments tend to have better
access to context-specific data such that the
cost estimates can be fine-tuned and really
relevant to the local setting. These estimates are
extremely useful to feed into national averages

Some questions to consider for costing and
budgeting in decentralized settings are given
below. Since cost estimations are linked to budget
allocations, these issues are relevant for both.
What does decentralization actually mean in
practice in your country? How far are structures,
responsibilities, and budgets actually decentralized?
The more power and authority actually vested
in local authorities, the more scope there is for
rational costing and budgeting that is close to
the real needs of the local population.
Does the central-level authority need to aggregate
costing and budgeting nationally?
If so, guidance and templates from a central
authority would be useful and necessary to reduce
the burden and error margins of reformatting
and restructuring in order to compare and
aggregate. In addition, technical support from
a central authority might be recommended.
The central-level authority should take into
account revenue generation at different levels
for more accurate fiscal space projections.
How transparent are health system costs, budgets,
and expenditures reported at decentralized level?
A low level of transparency may indicate a lack
of accountability to the population coming under
the decentralized authority and a subsequent
lost opportunity to leverage the planning and
budgeting advantages of being close to the
population.
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If health is a mandate for a decentralized entity,
the full health policy and financing cycles may
fall under a decentralized authority. A decentralized process may have in place institutional
arrangements for coordination, planning, budgeting, financial reporting, and implementation
across government ministries/institutions, as
well as between the different administrative
levels of the country. These coordination bodies
are important mechanisms for health-planning
stakeholders to discuss specific issues linked to
cost estimations and underlying assumptions
as well as review initial calculations and crosscheck and compare.

and aggregates and form a critical basis for
NHPSP costing.
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7.6.2 What if your country is
heavily dependent on
aid?
In an aid-dependent context, vertical programmes may receive large amounts of funding
as earmarked budgets. Specific programmes
(e.g. HIV or malaria) often have multi-year
projections that have been estimated as part of
development proposals. These projections should
be aligned with the overall NHPSP analysis. A
few key points should be noted.
First, the relative role of externally funded disease-specific or life cycle-specific strat- egies
within overall sector priorities is often an issue
in low-income countries.29 Here an analysis of
the impact of programme objectives and their
projections on overall shared health systems
resources can be extremely useful to stimulate
discussion on alignment of donor-supported
projects with NHPSP goals.
Second, sustainability becomes an issue when
a large share of resources is external. This
should be kept in mind when undertaking
a NHPSP costing exercise in view of (a) the
volatility of external aid flows,30 and (b) the
planned transition from external donor support
to domestic financing as countries “graduate”
from donor eligibility.
Third, externally funded projects may run through
different service delivery models from government funded systems, thus resulting in
inequitable care.
The costing work can be leveraged as a powerful instrument to inform the dialogue on

the above-mentioned issues and strengthen
harmonization around health sector activities
by different stakeholders.
Fourth, cost can be significantly higher in programmes directly funded by donors.

7.6.3 What if fragility is an
issue in your country?
Fragile or post-conflict states will have a reduced
tax base and limited revenue generation compared to other countries, translating into an
increasing reliance on informal payments and
on donor funding. In addition, the transition from
short-term emergency relief to longer-term
development means a shift in funding models
for the health sector – usually, there is some
government takeover of basic services with
heavy donor assistance. In most cases, this will
be accompanied by the continued presence of
emergency services as well, creating several
parallel funding streams for different types
and levels of services which necessitate strong
steering capacity and management by the MoH.
This, almost by definition of a fragile state,
rarely exists, which makes rational planning
and costing extremely complex and challenging.
Moreover, investment needs are often higher
in fragile states than in other more stable but
similar states, due to the need to rebuild the
health system.31
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In a fragile,
post-conflict
setting, time
constraints
may not allow
high levels of
costing detail
but a focused
emphasis on
ensuring that
the costing work
is done swiftly
by experienced
experts is
crucial. The
results of a
realistic costing
of recovery and
reconstruction
can be
leveraged to
influence donor
commitments
and pledges.

An additional dilemma lies in the highly politicized environment within which transition
governments interact with their populations.
Unrealistic expectations may be raised, with
no adequate capacity and budget to back up
their implementation. This vicious cycle can
further threaten security. In such a situation,
it is important to:

Scenario analysis can be an extremely useful tool
in fragile contexts to account for the uncertainty
of the situation.

© WHO/HFP

undertake a solid and realistic costing of what
a post-conflict/emergency health system will
cost – time constraints may not allow high
levels of detail, but a focused emphasis on
ensuring that the costing work is done by
experienced experts is crucial;

attempt to use the realistic costing of recovery
and reconstruction to link to and influence
donor commitments and pledges – rather
than the other way around, i.e. not allowing
donor commitments and interests drive the
recovery planning and costing.
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7.7 Conclusion
This chapter has discussed key issues to consider
for multi-year cost projections in relation to
developing a NHPSP.
The chapter has emphasized the need for NHPSP
costing to be an integral part of the planning
process, and for costing to be considered within
a broader context of budgeting and financing
processes. The estimation of costs is crucial as
it can help underline the need to set priorities,
and to inform the prioritization process.
The cost projections should be interpreted as
reflective of a dynamic and uncertain context,
thus necessitating updates over time. The
advantages of a bottom-up approach – linking
inputs to outputs, which support accountability
and transparent information sharing – have
been put forward.
The most important factor affecting the cost
estimations are the estimates of the impact on
coverage gains of the implementation approaches
of specific strategies and activities outlined in
the NHPSP. These estimates of gains in coverage
need to be spelled out in studies such as the
bottleneck analysis.

The use of scenarios can be a powerful tool to
demonstrate which implementation strategies
may be more feasible and affordable than others
within the short- to medium-term planning
period. Scenarios can help inform policy-makers
that the cost estimates are not to be interpreted
as absolute “static” numbers, but should be
considered as indicative estimates for which
a considerable uncertainty interval applies.
Finally, NHPSP cost analysis is an essential
component to feed into the decision-making
dialogue at all levels. The process of estimating
resource needs through a participatory approach
can in itself strengthen buy-in to the NHPSP
process among national stakeholders and
external partners.
In summary, it is essential for the NHPSP costing
process to be:
an integral part of planning;
locally owned;
reflecting the planned policy reforms;
subject to validation and review processes;
a tool for feasibility and efficiency analysis;
a tool for accountability.
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Annex 7.1
Examples of purposes of estimating and analysing costs, at different levels
of the health system
LEVEL OF
ANALYSIS

COMMON OBJECTIVES

individual health
centre/hospital

Estimate the cost per patient for different diagnoses.

Assessing efficiency
Set user fees
Develop cross-subsidization strategy
Facility resource planning

Specific health
service project/
delivery strategy

Estimate costs related to delivering
community based nutrition interventions.

Economic evaluation (cost-effectiveness)
Assess financial sustainability of new/existing
programme/project

Provider payment
scheme

Setting new reimbursement rates for
health providers

Health financing strategy
Inform payment mechanisms

National
programme

Costing a maternal and newborn
health roadmap

Advocate for greater resource allocation to
programme-specific goals.
Analyse the effect of changing program goals,
inputs or delivery strategies upon the overall
estimated resources required.
Estimate costs for proposal development (Global
health initiatives, other donors).

Interventionspecific
implementation
cost

Budget impact analysis

Calculate and compare scenarios for modifying
clinical practice, including both costs and savings
from the provider perspective

Cost-effectiveness

As part of priority-setting and decision-making
processes, examine cost effectiveness as explicit
criteria

District-level
plan

Estimate budget for all planned health
activities in the district.

Inform the district annual operational budget.

NHPSP

Estimate costs related to planned
health activities in the country.

Inform priorities within the national strategic
health plan and related budget.
Advocate for greater/different resource allocation
/ mobilize resources.
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Annex 7.2
Sample content to be included in a report for costing an NHPSP

Acronyms
Acknowledgments
Executive summary
Background
Background/context of analysis, including
health financing context (macroeconomic
parameters)
Study objectives
Methods
Process for decision on methodology used for
costing
Description of methodology/tools used
Data sources
Where relevant, top-down ceilings or
allocation mechanisms vs bottom-up costing
Assumptions
Assumptions around:
how to model certain policy reforms;
changes in utilization patterns;
multisectoral approaches;
private vs public sector involvement;
a description of the parameters used to
predict availability of financial resources.
Results (where possible, present multiple
scenarios)
Standard results for costs:
(Note: all results should clearly state
whether inflation is included or not)
total costs, and per capita costs;
recurrent vs capital costs;

breakdown of costs between different
categories (e.g. drugs, salaries,
programme activities);
breakdown by disease/programme;
identification of cost drivers and
discussion around cost how these may
change due to policy reforms;
comparison of estimated costs with
estimated resources available;
a comparison of estimated costs with
current health expenditure per capita.
Additional results, when possible
Estimated health impact
e.g. number of maternal deaths
prevented, number of child deaths
prevented, if the plan is implemented
as intended.
Progress towards national health goals,
including the SDGs
Discussion
Gaps in the comprehensiveness of the
costing
Data limitations
Uncertainty
Overall notes
Use pie charts, graphs and summary
tables in the main report
Include more detailed tables as annexes if
appropriate
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Chapter 8

Budgeting for health

Dheepa Rajan
Helene Barroy
Karin Stenberg
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Introduction

PC

CHAPTER 2

Population consultation on needs and expectations

SA

CHAPTER 3

Situation analysis of the health sector
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CHAPTER 4

Priority-setting for national health policies, strategies and plans

SP

CHAPTER 5

Strategic planning: transforming priorities into plans

OP

CHAPTER 6

Operational planning: transforming plans into action
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CHAPTER 9
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CHAPTER 10

Law, regulation and strategizing for health
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© WHO Viet Nam/J. Zak

Overview
Engaging in budget preparation,
understanding guiding principles of
budgeting as well as the political dynamics
that enable the budget elaboration and
approval process, is essential for health
planners and managers. In many countries,
the consequences of not doing so means that
health policy-making, planning, costing and
budgeting take place independently of each
other, leading to a misalignment between
health priorities and allocation and use of
resources.
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Health is financed by public and private funds.
To make progress toward universal health
coverage (UHC), a predominant reliance
on public,compulsory, prepaid funds is
necessary. Therefore, the way budgets are
formed, allocated and used in the health
sector is at the core of the UHC agenda. This
chapter outlines the overall budget process
for the public sector, discusses the specific
role of health within it, in particular the role of
the ministry of health (MoH) and other health
sector stakeholders, to provide timely inputs
into the budgeting process.
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Summary

What is meant by budgeting for health?
Budgeting is related to the process of defining
the allocation of resources to produce the best
outputs given the level of revenues. A health
budget, typically included in the general government budget, is more than a simple accounting
instrument to present revenues and expenses
– rather, it is a crucial orienting text, declaring
key financial objectives of the country and its real
commitment to implementing its health policies
and strategies. While every implementing health
organization develops a budget, in this chapter
we discuss the national government budgeting
process, which includes inputs from a wide
range of health sector stakeholders.

Why is it important to understand the health
budgeting process?
For those who seek to influence resource allocation in country, a good understanding of
the guiding principles of budgeting as well as
the political dynamics that enable the budget
elaboration and approval process is essential.
In many countries, a lack of understanding of
budgeting issues results in delinked processes
such that health policy-making, planning, costing
and budgeting take place independently of each
other. This leads to a misalignment between
the health sector priorities outlined in overall
strategic plans and policies and the funds that are

ultimately allocated to the health sector through
the budgeting process. This misalignment has
negative consequences: resources are not used
as intended, and accountability is weakened.
On the other hand, a good understanding of
the budget process and engagement by MoH
and other health sector stakeholders at the
right time during the budget cycle will increase
the chances that the final resource allocation
matches planned health sector needs.

When does the budgeting process take
place?
The budgeting process starts with a preparation/formulation stage of budget proposals,
which includes a negotiation phase between
MoH and ministry of finance (MoF) and ends
up with parliamentary review and approval.
In many countries the fiscal year follows the
12-month calendar year, beginning on 1 January;
in some countries, the fiscal year may start at
a different date (e.g. 1 October in the United
States of America, 1 July in Australia and New
Zealand). In a given year, there are three cycles
potentially taking place at the same time: the
implementation of the current budget, which
essentially takes place throughout the year, at
any given time; budget preparation for the next
year; and audit or review of the previous year.
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Who are the people involved and engaged
in the health budgeting process, in
particular the budget preparation
phase?
Ministries of budget/finance and related entities
are the leading agents for budget development.
Ministries of health play a critical role to prepare,
present and negotiate credible, priority-oriented
budget proposals for the sector. Civil society
and the general public can seek to influence
health budget definition by engaging with the
executive or the legislature.

How does the budgeting process work from
the point of view of national health
policy/strategy/plan (NHPSP)
stakeholders?
The budget cycle starts with the government planning for the use of the coming year’s resources.
To allow this to be done in accordance with
health priorities, health planning stakeholders
have to engage strategically in this process and
be prepared to support it. This chapter takes
the reader through the steps of the budget
cycle and some practical issues for the health
community to consider.

Anything else to consider?
decentralized environment;
fragile environment;
highly aid-dependent context.
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8.1 What is meant by budgeting for health?
Some key concepts
8.1.1 What is a budget?

8.1.3 Medium-term expenditure
framework (MTEF)

Narrowly defined, the budget is the government’s
forecast of revenue and planned expenditure,
usually provided on an annual basis. A health
budget is the portion of the national budget
allocated to the health sector, including all
ministries and agencies involved in health-related
activities. A health budget is more than a simple
accounting instrument to present revenues and
expenses – rather, it is a crucial orienting text,
declaring the country’s key financial objectives
and its real commitment to implementing its
health policies and strategies.

An MTEF is a comprehensive, government-wide
spending plan that is expected to link policy
priorities to expenditure allocations within a
fiscal framework (linked to macroeconomic and
revenue forecasts), usually over a three-year
forward-planning horizon. Mid-term budgeting
can help connect revenue forecasts, sectoral
allocations and health policy priorities, and
strengthen the overall quality and credibility
of annual budget envelopes.

8.1.2 Public financial
management
Public financial management (PFM) rules govern
how budgets are formulated, funds disbursed
and accounted for. This is centrally important
to UHC because PFM is the interface that helps
ensure that increases in public spending translate
into expanded health coverage.

In order to do that well, governments need to
be able to generate robust forecasts of forward
macroeconomic conditions and revenue flows,
as well as of the forward cost of existing and
new policies. While the former is usually the
responsibility of the central government,I the
latter can only be done well using the specialized
knowledge at sector level. Some countries
have also initiated the development of sector/
health-specific MTEF (see Fig. 8.1) that fit into
the overall framework, which can help define
more credible annual allocations.

National health authorities should aim to
effectively engage with national budgetary
authorities to foster credible, priority-oriented
health budgets, and ensure efficient fund flows
and budget execution in order to ultimately
strengthen accountability.

I This is exercised through the introduction of good macroeconomic
models and mechanisms to consult on forecasts with stakeholders
such as the central bank, the revenue authority and independent
research agencies.
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A health budget
allocates
national funds
to the health
sector, declares
key financial
objectives of
the country,
and represents
a commitment
to health policy
and strategy
implementation.

Fig. 8.1 Key stages of a comprehensive MTEF 1

Development of
sectoral expenditure
frameworks
(MoF and MoH)

Development of macrofiscal framework (MoF)

stage

stage

stage

stage

stage

1

2

3

4

5

Identification of
sectoral priorities
(MoH)

Line-item
budgeting
is a way to
manage budget
information
according to
the
types of
expenses
or cost
categories.
While this
approach aims
to increase
transparency
and
accountability,
it may often
in fact restrict
flexibility
and lead to
inefficient
resource
allocation.

Specification of sector
resource allocations
(budget ceiling) (MoF)

8.1.4 Line-item budgeting for
health

8.1.5 Performance budgeting

Line-item budgeting has been the norm in many
countries, in which the budget information is
organized according to the types of expenses
or cost categories. For health, these generally
focus on staff, supplies (operational costs), and
capital investment/equipment, all of which can
be characterized as inputs for health systems.
Providers receive a fixed amount for a specified
period to cover specific input expenses (e.g.
personnel, medicines, utilities).

“Performance budgeting”, “performance-based
budgeting”, “programme-based budgeting”
and “budgeting for results” are similar terms,
with a common unifying feature: they are all
concerned with introducing performance information into budget processes. The Organisation
for Economic Co-operation and Development
(OECD) has defined performance budgeting
as a form of budgeting that links allocated
funds to measurable results.2 These alternative
budget classifications present advantages for
managing funds through increased autonomy
for funds managers. Specifically for the health
sector, it ensures that funds flow to the priority
services and enables the purchasing of health
services to be operational. By making explicit
the purposes and results of budget spending,
budget managers can also be held to account
by the legislature and citizens.

The existence of many line items is a way for the
legislature to retain control, but provides little
flexibility to operationalize and manage health
funds because the expenditure must follow
strictly defined budget lines. In many countries,
line-item budgeting has been a major deterrent
to a functioning health purchasing system,
which would require setting up appropriate
payment mechanisms to enable funds flow to
the right services and maximize efficient use
of public funds.
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8.1.6 Fiscal space and fiscal space for health
Fiscal space is typically defined as “the availability
of budgetary room that allows a government to
provide resources for a given desired purpose
without any prejudice to the sustainability of a
government’s financial position”.3 Tandon and
Cashin’s conceptual framework to assess fiscal
space for health in countries include factors
such as macroeconomic conditions, the extent
to which health is re-prioritized within the government budget, whether new earmarked funds
for health have been introduced, the amount of
external aid and increased efficiency of existing
government health outlays.4

Fiscal space for health analysis could be better
mainstreamed and systematized into the budgeting process in many countries to enhance
budgeting decisions. Health planning stakeholders would do well by leveraging the fiscal space
analysis to take a closer look at the political and
institutional enabling factors which can actually
support improved formulation, allocation and
use of health budgeted resources.5 A better use
of existing public resources toward UHC helps
expand the fiscal room for the sector.

Line-item
budgeting
is a way to
manage budget
information
according
to the types
of expenses
or cost
categories;
however, this
budgeting
system does
not provide
the required
flexibility to
operationalize
health plans
and maintain
a well-run
health
purchasing
system.

© WHO /Quinn Mattingly

Health planning stakeholders have variable
influence over these five factors. Some are
directly outside of their control, such as the
macroeconomic conditions. Others are in the
direct domain of the health sector and therefore
require particular attention from health planning
stakeholders – namely the efficiency of current

health expenditures and the amount of external
aid for health. Furthermore, there are those
factors which are not directly in the hands of
health planning stakeholders but for which
the health sector can play an important role in
terms of advocacy – namely the prioritization
of health within the overall government budget,
and whether there are efforts to introduce new
earmarked funds specifically for health.
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8.1.7 Strategic purchasing

Purchasing
involves
three sets
of decisions:
identifying
services to be
purchased,
choosing
service
providers
based on
certain
criteria, and
determining
the modalities
of payments to
providers.

As one of the generic sub-functions of health
financing,II purchasing refers to the allocation of
resources to health service providers. Purchasing
involves three sets of decisions, namely:
1. identifying the interventions or services to
be purchased, taking into account population needs, national health priorities and
cost-effectiveness;
2. choosing service providers based on criteria
such as service quality, efficiency and equity;
3. determining how services will be purchased,
including contractual arrangements and
provider payment mechanisms.6

Purchasing is undertaken by a purchasing
organization which can be, for example, an
insurance scheme, a MoH, or an autonomous
agency. Purchasing should not be confused with
procurement, which generally only refers to
buying medicines and other medical supplies.
There is a growing consensus, backed by efforts
being made by countries, to move away from a
passive approach to purchasing (no selection
of providers, no performance monitoring, no
effort to influence prices, quantity, or quality
of care) to an active or strategic one.
Strategic purchasing with general budget revenues involves linking the transfer of funds to
providers, and, at least in part, to information
on aspects of their performance and the health
needs of the population they serve.

II Health financing functions include: revenue raising, resource
pooling and strategic purchasing.
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8.2 Why is it important to understand the health
budgeting process?
During the budgeting process, health planning
stakeholders and managers will inevitably be
requested by MoF to provide information on
sectoral priorities and an associated price tag.
Understanding the guiding principles of budgeting
as well as the political dynamics that enable the
budget elaboration and approval processes is
essential to make the case for health. In many
countries, a lack of understanding of these
budget-related issues results in delinked processes such that health policy-making, planning,
costing and budgeting take place independently
of each other. This leads to a misalignment
between the health sector priorities outlined
in overall strategic plans and policies and the
funds that are ultimately allocated to the health
sector through the budgeting process. This misalignment has negative consequences: resources
are not used as intended, and accountability is
weakened (see Box 8.1). On the other hand, a
good understanding of the budget process and
solid engagement by MoH and other health
sector stakeholders at the right time during
the budget cycle will increase the chances that
the final resource allocation matches planned
health sector needs.
In reality, the allocation of resources to different
institutions and purposes is essentially a politi-

cal, rather than a purely technocratic process.III
After having analysed needs and determined the
most equitable and efficient policies and plans,
health planning stakeholders must proactively
engage in this politically-influenced process, as
it determines the details of the national health
budget, which impacts on effectiveness and
efficiency of public spending for health. How
health managers will be able to spend their
money largely depends on what the budget
allocation is. Not only is the budget envelope
amount relevant, but so too is how that total
amount is structured, how it flows into the
system, timing of disbursements and how it will
enable health financing to function in practice
and to purchase the needed health services.
Understanding and influencing the budget
formulation for the health sector is also a matter
of efficiency and equity, two key health policy
objectives linked to UHC, a principle increasingly enshrined in many countries’ NHPSPs.
How a budget is formulated and allocated,
including to lower levels of government, has a
direct impact on how well and how efficiently
funds can and will be used. Supporting a fair
distribution of resources across populations
and/or geographical areas is likely to have a
direct impact on health sector outputs.7

III For more information, please see Chapter 4 “Priority-setting for
national health policies, strategies and plans” in this handbook.
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Understanding
the guiding
principles of
the health
budgeting
process
minimizes
the chance of
misalignment
between
health sector
priorities
outlined in
strategic
plans and the
funds that are
allocated to the
health sector.

Box 8.1

Côte d’Ivoire: understanding
the root causes for misalignment between health planning
and budgeting 8
Several factors can explain the misalignment between health planning and budgeting at both central and decentralized
levels in the Ivorian context.
At central level, first, there is a noticeable
lack of a general framework and aligned
calendar between health planning and
budgeting. There is no specific mechanism to align the budget formulation
and national health planning processes.
Operational plans are often developed
for the ongoing year, while the budget is
formulated for the next year. In addition,
there is no alignment on the objectives
and goals between the two documents.
The budget elaboration is solely driven by
the logic of facility-based funding through
inputs, while the existing strategy sets a
different approach through well-identified
programmes and expected results. Also,
when the programme-based budgeting
process was introduced, it was used more
as a means to reflect externally financed
programmes than to fit with nationally
defined priorities as set out in the NHPSP.
Finally, weaknesses also resulted from
the fact that the processes were relatively
top- down, without considering local sector
needs in a post-war context.
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8.3 When does the budgeting process take place?
8.3.1 Budget cycle steps – a brief
overview

The various public finance processes are structured around the budget cycle. This annual cycle
aims to ensure that public expenditure is well
planned, executed and accounted for. A standard
budget cycle incorporates four distinct stages:
(a) budget definition and formulation;
(b) budget negotiation and approval;
(c) budget execution;
(d) budget reporting, auditing and evaluation.
The MoH is expected to translate government
policy goals (as described in the NHPSP) into
costIV estimates to fit into the suggested budget
ceiling for the sector. The budget ceiling is given
by the MoF based on its revenue forecast outlining
the country’s macroeconomic prospects in the
medium term.
The MoF and MoH engage in negotiations
over these requests which culminate in the
formulation of a formal health budget proposal
that is supposed to typically reflect revenue
and expenditure plans for the budget period
(most often one year). The budget proposal
(which includes the health budget component)
is typically presented for budget approval to
parliament, which can propose amendments,
before formal adoption.

Budget execution, or spending, consists of
a set of processes that lead to effective fund
flows/transfers from the treasury to the MoH,
and onwards to sub-recipients (for example,
districts, health providers, etc). The principal
issues that the MoH will be faced with during
the budget execution phase are the actual
delivery/purchase of health services by those
on the front line (e.g. health service providers)
and the financial management function that
supports the former.
Budget evaluation refers to internal and external
control processes which are designed to ensure
compliance with predefined targets and procedures. Governments also have accounting and
reporting procedures which help keep records
of financial and/or non-financial flows;9 these
need to be respected and cross-checked.
An important point to note here is the issue
of budget amendments that can be passed by
parliament during the course of the fiscal year.
This can happen when, for example, budgetary
resources are lower than expected and overall
spending needs to be reduced. Negotiations will
determine whether the health-specific budget will
be maintained or changed. It is often at this stage
of budget renegotiation that the prime minister
or president may play a key role in arbitrating
between different priorities and sectors. Health
leaders need to maintain a sufficient level of
advocacy to ensure that the sector remains a
budget priority throughout the year.

IV See Chapter 7 “Estimating cost implications of a national health
policy, strategy or plan” in this handbook.
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A standard
budget cycle
incorporates
four distinct
stages: budget
definition and
formulation;
budget
negotiation
and approval;
budget
execution;
and budget
reporting,
auditing and
evaluation.

8.3.2 Fiscal vs. calendar year

Not all
countries use
the calendar
year to
determine a
fiscal year;
either way, the
budget steps
remain the
same.

Some countries’ budget cycles, referred to as
fiscal years, follow the calendar year and others
do not. A fiscal year refers to a consecutive
12-month period which may or may not follow
the January to December calendar. That being
said, the most common fiscal year countries
use is the calendar year. Other commonly used
fiscal years are 1 July of one year to 30 June
of the following calendar year and 1 April of
one year to 31 March of the following calendar
year.10 Fig. 8.2 depicts the budget cycle steps
according to a fiscal year which is identical to
the calendar year.

Fig. 8.2 Budget steps during a fiscal year starting on 1 January

January –
March
Macroeconomic
and revenue
forecasts

June

Budget
proposal
preparation

Budget
conference/
negotiations

August –
September
Preparation
of finance
law
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October –
November
Parliament
review and
approval

December
Adoption of
final budget

Fig. 8.3 How important is budget prioritization for health?11

8.4 Who are the people involved and
engaged in the health budgeting process?
Roles of different stakeholders
8.4.1 MoH: engaging in
health budget formulation
and execution
(a) MoH’s role in health budget formulation
Developing robust health budget envelopes
requires strong engagement by health ministries with national budget decision-makers

– first, because progress toward UHC is often
associated with increased public funding for
health, and secondly, because the latter also
demands a functioning public finance system
to align revenues with services and to manage
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expenditure better. Thus, the dialogue with
MoF/treasury must involve not just the level
of funding but also the PFM rules that govern
their use (forming budgets, distributing them,
expenditure management, reporting).
In particular, the MoH’s role in the process of
budget formulation boils down to three key inputs.

The Ministry of
Health (MoH)
must engage
strongly with
national budget
decisionmakers during
health budget
formulation.
Credible,
well-defined
expenditure
forecasts and
systematized
costing and
priority-setting
exercises
can put MoH
in a sound
negotiating
position with
the Ministry of
Finance.

(b) MoH’s role in health budget execution
The budget execution stage is a pivotal process
for all ministries including health, as it is the
one which enables the actual implementation
of NHPSP activities. MoH’s key role here is one
of supervision, support, and oversight of budget
execution as this is often the deciding factor
for implementation rates – poor technical and
administrative support and oversight capacity
generally results in a low health budget execution rate, and in more unused fiscal margins.
Evidence shows that fiscal space expansion for
the health sector is largely possible simply by

For purposes of health budget execution, MoH’s
role includes understanding PFM systems, and
in particular, expenditure rules and regulations.
In many countries, MoH’s capacities require
strengthening in this area, as expenditure management is often not well known or understood
by those who do not have specialist skills in
public finance. For example, in many countries, the MoH is not the final decision-making
authority on spending (MoF is). This means
that payment requests for services already
rendered end up with the MoF (see Box 8.2). If
the expenditure is not in line with expenditure
rules, MoF may decide not to pay, especially in a
circumstance where funds are not sufficient to
cover all payment requests coming in from all
sectors. Another challenge linked to a lack of
understanding of the PFM system is the funds
disbursement schedule. In many countries, it
does not necessarily follow the needs of sector
plans; instead, funds may be disbursed only at
specific times of the year in specific amounts.
Health ministries should take this into consideration when planning activities and health
budgets for more effective implementation.13
Early engagement on the part of MoH with the
MoF can provide better understanding of the
financial management rules and the system
within which expenditures must happen. Closer
cooperation and inclusion of MoF representatives in key MoH consultations can help both
sides better understand each others’ needs
and challenges.
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(i) Analysis of expenditure forecasts against
expected revenues; the aim here is to estimate the potential for increased health
spending. Institutionalizing fiscal space
for health analysis within MoH will be an
important step in this direction;
(ii) Drafting of credible, well-defined health
budget proposals; systematizing costing
and priority-setting exercises within the
defined envelope;
(iii) Engaging in budget negotiations and advocating for a sound health budget allocation.

increasing effectiveness in government health
spending.12
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Box 8.2

Low execution levels of the health budget: where does the problem lie?14
In many countries, health budgets are poorly
executed, but little is known about the underlying causes of under-execution. A detailed
analysis of the Democratic Republic of the
Congo context reveals that the responsibilities
lie on many fronts; many weaknesses and
delays at both MoH and MoF explain low
execution of the health budget envelope,
with one major systemic bottleneck being
the fact that the MoF still holds the final
spending decision-making authority above
all line ministries.
A closer look at the budget execution process
in the Democratic Republic of the Congo in
recent years demonstrated that the principal
impediments were:
(i) MoH’s estimation of necessary resources
for health was finalized too late; the
calculations have been of varying quality
over the years;
(ii) MoF releases funds directly to those who
are expecting payment from MoH (final
spending decision-making authority is
with MoF) and often does not do so in a
timely manner.

A core element of effective health budget execution and expenditure management is strategic
purchasing,15 referring to the arrangements in

On the MoF side, monies paid out directly to
suppliers/service providers on behalf of MoH
came to only 55% for goods and equipment and
40% for construction. This implies that roughly
half of MoH’s suppliers received late payments.
In addition, when the budget cycle closed at
year end, these late payments remained as
arrears in MoH’s name and needed to be
transferred to the following year’s budget.
All in all, the bottlenecks are clearly systemic
in nature and imply weaknesses on various
fronts and a need for a more comprehensive,
long-term reform in government processes
and government capacity.

place, and mechanisms used, to allocate funds
to health service providers. MoH is the entity
that must think through and design how health
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Over 2011–2013, MoH’s forecasted necessary
resources on equipment, services, and other
discretionary expenditure respectively came
to 14%, 21%, and 59% of the funds finally
requested from the Treasury, evincing an
unambiguous disconnect between the estimation of resource needs and actual resources
used. It was, however, noted that the MoH’s
estimation of necessary resources were
more in line with funds spent for personnel
expenditure (94%).
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services should be purchased, in harmonization
with existing PFM rules. This MoH task of
improving the strategic purchasing of health
services is central to strengthening health system

performance and progressing towards UHC, as
it determines the way services are funded and
providers incentivized (see Table 8.1).

Table 8.1 What can health planners do/help to foster PFM and health financing system
alignment?

PUBLIC FINANCE CYCLE

Mid-term budget planning

TYPE OF ACTIONS
/SUPPORT NEEDED FROM HEALTH PLANNERS
Elaboration of robust health MTEF
Systematized fiscal space for health assessment
Investment case for health sector to support budget
prioritization

Budget formulation and
negotiation

Elaboration of sound annual sectoral envelopes
Refined budget structure
Costing for specific policy change (provider payment
mechanisms, benefit package)

Execution process

Good understanding of PFM rules
Harmonizing PFM rules and health purchasing arrangements

Reporting, auditing, evaluating

Unified reporting and auditing system, and financial management information system
Institutionalized public expenditure for health assessments
and national health accounts, with a particular focus on
public expenditure
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8.4.2 Role of civil society
organizations (CSOs) in
the health budgeting 		
process
Other stakeholders such as CSOs and the
general public can seek to influence the budget
by engaging the executive or the legislature in
various ways: analysing budget proposals from
the angle of grassroots needs, advocating for
Civil society more transparency in budget processes, and
engagement in taking part in local budget-setting processes.V

the budget process should be
welcomed and
encouraged by
government,
parliament and
other stakeholders.

The reality is that, in most cases, time for budget
negotiations is short and budget sessions are not
long enough to make the process as participatory
and effective as it should be. Nevertheless, MoH
can play its part in encouraging and ensuring
more citizen and CSO involvement by producing
or endorsing best-practice documents on citizen/
CSO engagement in budgeting and collaborating
with civil society to get nuanced citizen feedback (beneficiary assessment surveys, citizen
scorecards, opinion polls, etc.) for planning,
budgeting, and monitoring.VI
Civil society engagement in the budget process
should thus not only be welcomed but also
encouraged by government, parliament, and
other stakeholders. Several countries report
low legislative capacity to analyse budgets,
and thus they are dependent on line ministries
as well as civil society, academia, and other
bodies to support their study of the budget.
An example from Mexico demonstrates that

V Beyond the preparation phase, citizens and civil society platforms
can also play an active role in the oversight phase. Good practices in
country experience include: citizens’ report cards and social accountability mechanisms.

Even in fragile settings, case studies from Asia
and Africa demonstrate that systematized citizen
assessments of budget proposals can indeed be
conducted and can add great value to the budget
formulation process. More importantly, they have
the potential to strengthen overall governance
and accountability practices between citizens
and public authorities.16
A few countries have moved a step further by
introducing a “participatory budget”, in which
citizens are involved in budget priority-setting
processes at local levels. The example of the
Democratic Republic of the Congo shows the
interesting lessons learned (Box 8.4).
Once the budget is formally presented to the
legislature, public hearings and debates may
also create space for civil society to express
itself on specific issues and/or the budget as a
whole. Often legislative committees engage in
discussions with civil society and other stakeholders before voting.

VI In the Philippines, for example, the government obliges departments and agencies to consult and partner with CSOs when preparing
agency budget proposals in the budget preparation stage.
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civil society engagement with legislatures on
budget analyses can be cardinal even if it is not
easy, does not happen overnight, and is mostly
characterized – at least in the initial stages – by
building up relationships and credibility with
government and parliament (Box 8.3).
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Box 8.3

Civil society participation in health budgeting: the case of Mexico17
In Mexico, the NGO FUNDAR (Centre for
Research and Analysis) monitors public
policies in social sectors, especially health.
One of the policies it has been monitoring
for many years is the Seguro Popular (SP
– People’s Insurance) programme as it is
one of the most important health policy
programmes for those who would otherwise
be uninsured. The SP is thus Mexico’s solution
to right-to-health legislation and is endowed
with a generous budget. FUNDAR spent
many years concentrating on research and
analysis of the SP’s policies, and learning
how to package and present its analysis for
legislators and other CSOs.
Health policy in Mexico is decentralized;
the federal government transfers up to 85%
of allocated health resources to the state
authorities for SP services. In several states,
decentralized budget information is unavailable
and there is little transparency as to which
agency or entity is actually implementing SP
services. The consequences at health service
delivery level are dire, with constant shortages
of medicines, high out-of-pocket payments
by households, and low investment in health
infrastructure. In addition, the SP has proven
to be a “golden egg” for many states, with its
large budget, large flexibility in spending,

and little oversight and control. Opposition
politicians have criticized it bitterly, stating
that it has not lived up to expectations.
Through its budget analysis work, FUNDAR
first gained credibility and built trust with
various legislators and state-level civil society
actors. Over several years, FUNDAR began to
make suggestions to modify Mexico’s article
on social protection spending to become more
transparent – this involved meeting with the
executive and the legislative branches, mainly
the Health Committee and the Budget and
Public Accounts Committee. The suggestions
were not taken into consideration in the
following budget decrees but after much perseverance, seven amendments, all influenced
by FUNDAR, were incorporated into the 2012
Federal Budget Decree. These amendments
touched at the heart of accountability and
transparency issues and, at least in theory,
seek to improve expenditure control and
evaluation of the SP budget, and increase the
legislature’s capacity to supervise spending
via the National Audit Office. The lesson to
be learned here is that influencing national
budgets is a long-term process and both
civil society and parliamentarians, as well
government, and ultimately the population,
can greatly benefit.
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Box 8.4

Participatory budget: lessons from pilot experiences in the
Democratic Republic of the Congo18
Rural and urban citizens’ recent participation
in the formulation and management of local
budgets has helped to strengthen governance
in the Democratic Republic of the Congo. How
does participatory budgeting work in practice?
The local authority presents its budget to the
public, specifying the share of the budget to
be allocated to local investment. Through a
process of dialogue, community members are
able to choose for themselves which priorities
should be addressed and funded under the
local budget. The population is also involved
in monitoring the implementation of the
activities selected through this participatory
process. Using mobile phones, which most
Congolese now own, stakeholders in the
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Participatory Budgeting Project can easily
obtain, from wherever they happen to be,
useful information on the date, time, and
place of meetings. They can also find out
what was decided at meetings, vote by SMS
(short message service) and, importantly,
monitor and evaluate the decisions made
through voting – all while going about their
daily lives. This participatory approach has
enabled the decentralized territorial entities
involved in the pilot project to improve local
governance through social accountability, effective participation of citizens in the
management of public affairs and citizen
monitoring of public investments.
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8.5 How does the budgeting process work from
the point of view of NHPSP stakeholders?
Fig. 8.4 Aligning budget and strategic priorities: a core challenge 19

The budget cycle starts with the government planning for the use of the coming year’s resources.
To allow this to be done in accordance with

health policy priorities, health planners have
to engage strategically in the process and be
prepared to support it.
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8.5.1 Budget formulation
The macroeconomic projections, calculated
usually by a macroeconomic unit in the MoF,
enables the budget office within the MoF to
determine the global level of expenditure that
can be allowed without adverse macroeconomic
It is important implications, given expected revenues and a
to keep in mind
that the MoF safe level of deficit.
must accommodate various
government
priorities and
make decisions
on trade-off.
MoH thus
must come
with a solid
evidence base
and arguments
which have
been thought
through carefully to make
the case for
health.

In many countries, the prime minister or the
president and/or the cabinet will be directly
involved in budget formulation and preparation,
especially in influencing the main strategic
orientations and modalities of implementation.
The initial formulation of the national budget
happens within the budget office of the MoF, with
input from the various sectors. The degree of
openness and interaction with the other sectors
is very specific to each country, and this process
will determine how long it takes to come up
with a budget (weeks or months). The MoF will
certainly request clear, transparent, and concrete
information from its own individual departments
or from other ministries directly. Some MoFs
issue budget circulars to give instructions to
line ministries, with the indicative aggregate
spending ceiling stated for each ministry. This
circular will also include information on how to
prepare spending estimates in a way that will
be consistent with macroeconomic objectives.
It will spell out the economic assumptions to
be adopted on wage levels, the exchange rate
and price levels (and preferably differentiated
price levels for different economic categories
of goods and services).
MoH negotiations could be with the budget office
directly or with an individual from a different
MoF department assigned to the health sector.
The MoF must accommodate various government

In reality, a lot of the budgeting processes make
use of historical budgeting, i.e. the budget is
based on last year’s allocations. Unless there
are major changes to the economic situation
or government priorities (e.g. the 2014 Ebola
crisis in West Africa), the broad contours of the
budget should be generally known. They will be
a combination of critical projections on economic
growth, inflation, demography, revenue (all of
this information should be included in the prebudget statement) and overarching fiscal goals.
Budgeted funds are often tied up with the fixed
costs of staff and infrastructure, leaving limited
flexibility, and perhaps even reduced budgetary
scope for key patient treatment inputs, such as
medicines and other disposable items.
The MoH can bring itself into a strong negotiating position by having its costed plan and
plan of negotiation ready before the MoF begins
calling on the different sectors for information.
Normally, simply requesting an increase in
funds for the health sector will not be adequate
to convince a finance ministry that is dealing
with several competing priorities. A costed
plan is a prerequisite to negotiations with the
MoF; however, in addition, specific information
such as, for example, who are the ultimate
beneficiaries of this plan, what are the expected
health outcomes, and if necessary, how this will
affect the country’s economy and government
goals as a whole, should be deliberated upon
beforehand, calculated and analysed, for dis-
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priorities and make decisions on trade-offs in
order for budget expenditure totals to tally up
to what is available with the country’s fiscal
space. There will also be negotiations between
central-level management MoH and the districtlevel budget holders.
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Once budget negotiations have been finalized,
the cabinet endorses the proposals for inclusion
in the budget that will go to parliament.20

© Shutterstock

cussion with the MoF. This is a critical stage for
engaging in the budgeting process, including
budget advocacy and negotiating with various
stakeholders. Working hand in hand with civil
society organizations and think-tanks can be
useful here, especially in specific areas of
expertise (Box 8.3).
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Box 8.5

Key steps of Liberia’s budgeting process21
Using the illustrative example of Liberia helps
us understand in practice how budget preparation involves a large range of stakeholders
at each and every step of the process.

MoF must accommodate various government
priorities and make decisions on trade-offs
in order for budget expenditure totals to add
up to what is available with the country’s
fiscal space. There will also be negotiations
between central-level management MoH and
the district-level budget holders.

In Liberia, the MoF leads planning and budgeting process. The MoF calculates revenue
projections and then disseminates this information to the respective line ministries,
sometimes in the form of a workshop. The
line ministries are then responsible for submitting budget proposals, following which
budget hearings, debate, and revisions of
the original revenue projections take place
between MoF and the line ministries. The

OP
PS

1

PC

B
B

418

ME

SP
C

SA

DS

ns
tio
ria
rop
la
na
r fi
as
ge
ts
ud
dju

st
b

tio

es
a

na
em
Lin

pe

t
ge
ud
lb

na

ior
pr

ts
op
ad

ov
er
all

en
t

res

lia
m

Pa
r

rep
a
Fp

June

Mo

pp

lan
hp
ca
s
ov
t.
ize
dg

ed
riz
rio

re
p

Strategizing national health in the 21st century: a handbook

ini
str
i

ide

nt’
sO

res

res
pr
ep
a

nb
yP

em
ini
str
i

es

ss
io

dg

Lin

bu
dg
e

ts

ub
mi

bu
dr
aft
of

May

Dr
aft

ion
iss

ide

oF
to
P
yM
et
b

s
st
rev
isi
on
bm
Su

ef
ore
ca
Re
ve
nu

April

nt’
sO

ine
dl
an
oF

etw
ee
nM

tra
tio
nb
arb
i
an
d

he
ari
ng
s
et
Bu
dg

March

ffic
e
ffic
et
oP
ca
a
rli
sh
am
pla
en
n

str
i
ini

oF
to
M
es
ine
yl
nb
ss
io
mi
ub
ls
pr
op
os
a
et
dg
Bu

February

mi

nis
tri
mi

Ff
or
lin
e
Mo
by

ps
sh
o
wo
rk
ing

Tra
in

January

nis
tri

es

es
nis
tri
mi
lin
e
nd
Fa
Mo
by
roj
ec
tio
ns
ep
Re
ve
nu

December

DC

IA

LR

t

es

The process culminates in a draft budget
which the MoH officially submits to the
President and the Parliament. Once the
Parliament has adopted the national budget,
the line ministries are supposed to adjust
their internal budgets according to final
budget allocations.

Box 8.6

The budget preparation process in Ghana22
The budget process in Ghana is an annual
event which includes top-down setting of
ceilings and broad priorities and bottom-up
prioritization and allocation. Key steps in the
process are listed below.
1. A request for inputs from the general
public, including civil society and private
sector groups.
2. An update of the macroeconomic framework, including overall expenditure ceilings and the distribution of government
and donor funds.
3. An early policy review by ministries,
departments and agencies, including
costing of objectives, policies and activities.
4. Cross-sectoral meetings to identify: areas
of overlap and duplication in outcomes,
objectives and key outputs; areas where
collaboration and coordination are required

in the planning and implementation of
activities; and comments and feedback
on prioritization of objectives.
5. Review and finalization of ceilings in
view of predicted cost forecasts.
6. Final ceilings are approved by Cabinet.
7. Development of more detailed first-year
operational plans. These are developed
bottom-up including regional and district
plans, reflecting the policy direction and
priorities set out in the NHPSP.
8. Discussion of operational plans in policy
and technical hearings with the Ministry
of Finance and Economic Planning. After
finalization the Ministry consolidates
the national budget.
9. Final allocation of ceilings between cost
centres and objectives.
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8.5.2 Budget approval or
enactment

The budget enactment process
is a vital time for
the MoH to liaise
with the legislature health
committees and
support budget
analysis and
crossverification
with the costed
health plan.

The supreme
audit institution’s (SAI)
mandate is to
monitor public
spending
against stated
budgets and
spending
targets and
ensure accordance with relevant laws and
regulations.

The budget is said to be “enacted” when it is
brought to the legislature for discussion and
subsequent passing into law. The (budget)
appropriations committee usually has the
power to vote on financial issues here as the
leading legislative body making spending recommendations and decisions on behalf of the
legislature. In the budget approval stage, public
hearings and debates may take place on specific
parts of the budget and/or the budget on the
whole, with specific legislative committees
(or subcommittees) engaging in discussions
of specific topics. Here, the health committee
(which may be organized as a subcommittee
of the appropriations committee, or a separate
standing committee)VII will be active in studying
the health sections of the overall budget and
preparing an analysis and response, often in
the form of amendments. It is here that the
MoH has the vital opportunity to liaise with the
legislature and support the technical analyses
and cross-verification with the costed health
plan. During this stage of the budget cycle,
media attention to the country’s budget is high
and this forum can be used to bring attention
to specific issues, in partnership with advocacy
organizations and civil society.

8.5.3 Budget execution
This stage of the budget cycle includes the actual
implementation of the planned budget, which
rarely is executed exactly as the budget dictates.
The decisive issue is whether unplanned spending is adequately justified by policy decisions,
changes in macroeconomic projections, or other
reasons, and is well documented.
In many countries, budget implementation and
oversight capacity is weak, which exacerbates

problems of a poor budget system, and thus
budget execution that is further away from the
planned budget. For the MoH, and any line ministry
for that matter, it is essential that its own sector
costing and MTEF work has made explicit where
funds should go and for which activities. This can
help in a situation where the budget is unclear or
where reporting systems do not provide adequate
information to monitor expenditure.

8.5.4 Budget evaluation
Budget evaluation and oversight for the full
national budget is usually undertaken by a
supreme audit institution (SAI). Its mandate is to
monitor public spending against stated budgets
and spending targets, and ensure accordance
with relevant laws and regulations. SAIs are
among the most important agencies for ensuring
that money is spent in the appropriate way, in
the way it was intended.
Increasingly, SAIs are tasked with auditing the
efficiency of fund utilization, examining value
for money, and assessing performance of public
services.23 Normally, the task of following up
on and enforcing audit results and recommendations is within the remit of the legislature.
Ideally, the legislature and the SAI (and where
relevant, with civil society organizations) should
collaborate closely to ensure that SAI findings
are acted upon.
Specifically for the health sector, health budget
execution can be evaluated during periodic sector
reviews. This would fall within the health policy
and planning cycle and is separate from nationallevel budget audits, although health-specific
audits can and will certainly be undertaken by
a country’s SAI.

VII Not all health-related committees in a legislature will have influence over the budget. The exact committee or body which has a health
mandate and influence over the budget will differ in each country.
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8.6 Important operational issues for health
planning stakeholders to consider during the
health budgeting process
8.6.1 Legal considerations
Although the precise legal framework for government budgeting varies from country to country, it
is usually spelled out in some form or other, be
it through a law or decree or regulatory directive
or other means. Health planning stakeholders
should be aware of how to source information
relevant to the budget and where to position
their technical inputs and influence.
The constitution is at the top of the legal hierarchy. Although it usually deals only with broad
principles, the constitution may clarify three
important aspects:
1. the relative powers of the executive and
legislative branches with respect to public
finance;
2. the definition of the financial relations
between national and sub-national levels
of government; and
3. the requirement, for example, in common
law systems, that all public funds be spent
only under the authority of a law.
The organic law is usually the main vehicle
for establishing principles of public financial
management. This may take the form of a single
law that guides budget formulation, approval,
execution, control, and auditing, or there may
be several general laws covering specific areas
of public finance management that may also
relate to national and sub-national levels of
government. The organic budget law also gives
to the government, or the minister responsible

for public finance, the authority to issue detailed
regulations and instructions.
The constitution, the budget organic law, and
financial regulations are permanent and form the
legal framework within which the annual budget
law/finance law, which includes the revenue
and expenditure estimates for a given year, is
prepared, approved, executed and audited. The
annual budget law can take different shapes
depending on the system.
In the francophone and Latin American systems,
the coverage of the annual budget law (budget
or loi de finances in francophone countries and
ley anual de presupuestos in Latin America)
is rather far-reaching, since it stipulates the
amount and details of revenue and expenditure,
the balance amounts, any new tax legislation
measures and any permitted changes to spending. Brazil, for example, has minimum health
spending thresholds in place at municipal, state
and federal levels of government that require
a certain percentage of the annual budget be
dedicated to health services.24 Under the common
law system, only revenue and expenditure estimates need to be presented to the parliament.
By contrast, the annual budget in many transition
economies has often been rather summary in
format as no detailed legislation stipulates the
contrary: prior to any recent reforms, budget
estimates were presented in aggregate format,
by budgetary institution – typically only the
major supervisory institutions and not their
subordinate units – and broken down only by
broad “functions”.25

Chapter 8 Budgeting for health

421

The legal
framework that
impacts budget
formulation
and execution
is made up of
the constitution, organic
budget law,
and financial
regulations.

8.6.2 How can countries
introduce and effectively
undertake multi-year
budgeting?

MTEFs in the
health sector
were borne
out of the need
to ensure
financial
affordability
and operational feasibility of
health policy
proposals.

Introducing health MTEF in
Africa: the case of Malawi and
the Democratic Republic of the
Congo
Malawi26
In 1993, a Budget Management Review in
Malawi revealed real weaknesses in the
country’s budgeting system; it especially
highlighted the fact that both sector-specific
as well as overall spending objectives of
the government were unclear. In 1995, the
World Bank assisted in introducing the MTEF
process in Malawi in four sectors, including
health, in response to the review’s findings.
The first year of implementation focused very
much on adequately costing sector-specific
priorities to reflect the sector strategic plans.
All of the other sectors joined in the following
year, with the MoF providing overall guidance
and management. After the initial years of
implementation, it was clear that the Budget
Division needed more staff and provisions
were made for an increase in personnel. The
MTEF in Malawi was seen as a process to
support improved decision-making and to
better link policies, priorities, resources, and
budgets. It has involved both a top-down and
bottom-up joint approach – top-down meaning
a macroeconomic analysis looking at total
revenue and allocation of budget ceilings
to different sectors. At the same time, a
bottom-up approach at sector level consisted
of formulating a sector strategy and breaking
the strategy down into activities and costs.
In Malawi, a special emphasis was given to
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Since the mid-1980s, budgeting reforms worldwide have been concerned in a significant way
with engineering a shift from planning and
approving budgets for one year at a time to a
multiyear perspective to improve predictability
and sustainability in sector funding. The need to
ensure the financial affordability and operational
feasibility of policy proposals has been a major
factor behind the introduction of medium-term
perspectives. Given that the disconnect between
health policy-making, planning, and budgetary
processes was recognized as a common factor
of several countries’ governance, the health
MTEF has increasingly come to be regarded
as a central element of public expenditure
management reform programmes (see Box 8.7).

Box 8.7
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involving a wide range of stakeholders in the
design and implementation of the process
and presenting the budgeting process as a
management tool for all sectors. With the
MTEF work, the MoF has taken on a less
controlling role and is more of a supervisor
of performance, ensuring accountability and
transparency in resource use. An evaluation in
early 2014 demonstrated good improvement
for Malawi’s budget credibility and stronger
links between policies and budgets. However,
significant improvements were still necessary
for budget execution and control as well as
accounting procedures.
Democratic Republic of the Congo27
From 2011 the Research and Planning Division
at the Ministry of Public Health (MoPH) has run
a programme to improve the budget process
via a results-oriented management concept
that uses the MTEF as a tool. Since 2012, the
national MoPH and provincial ministries have
compiled a national and provincial MTEF each
year. This tool is featured in the roadmap for
government expenditure reform initiated by
the Ministry of Economy and Finance, making
the health sector a trailblazer for a reform to
be extended to all other sectors. The benefits
are twofold. First, results-based management
practices are picked up by provincial planning
and budgeting teams. These teams will play
a central role in allocations of resources for
health. Second, the tool makes it easier to
develop arguments in defence of the health
budget when choices are being made for the
annual budget. In 2014, sound arguments
helped the MoPH obtain a 20% increase in

the budget initially announced for non-wage
expenditure. This represents an additional
USD 10 million in the health allocation.
However, the unpredictability of external
resources and uncertainty surrounding
decentralization makes the medium-term
budget process an especially delicate exercise
that often has little link to macroeconomic
realities. The MTEFs in the Democratic
Republic of the Congo are developed using
incomplete and patchy data: the provinces
have no clear idea of the domestic and
external resources that they will receive the
following year. Therefore, MTEFs are hardly
ever used to manage resources and are
more of a theoretical exercise. The MoPH’s
efforts to improve the budget process are
hampered by the uncertainty surrounding
decentralization and the fragmentation of
external financing. Recent efforts by the
MoPH to strengthen their financing strategy
should enable the government to set out its
official vision of the health financing and
decentralization architecture, which will
improve the budget process.
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To date, MTEFs have seen a mixed impact on
increased budgetary predictability for health
ministries, but there is some evidence that
they have led to budget reallocations to the
sector.28 It is a common observation that the
quality of forward spending estimates, as well
as revenue forecast, is generally poor. For the
former, they tend to consist far too frequently
of the proposed budget for the first year of a
multiyear framework, followed by inflation
adjusted projections of cost for the later years:
multiyear incrementalism, in other words. On
the latter, revenue projections are sometimes

judged as unrealistic and do not allow for adequate strategic planning.
The process and quality of health and overall
MTEF need strengthening in most countries,
more specifically:
more realistic resource scenarios;
better alignment of MTEF ceilings with annual
sector allocations;
more support to MoH for developing sound
health expenditure scenarios;
more participatory processes.

Box 8.8

Barriers to medium-term budgeting29
Legacy systems in francophone and anglophone countries in Africa may affect the
implementation of standard reforms such as a
medium-term budgeting. While francophone
systems have budget control benefits and
offer some mechanisms that are not out of
keeping with a medium-term perspective
(such as allowing for capital programming to
have a multiyear legal basis in the financial
laws), they also present important challenges.
The central control over spending ministries
discourages spending agencies from taking
strategic responsibility for better spending
and the budget format does not help either.
With a strong emphasis on law in francophone
systems, the lack of legal provisions for
modern budget management mechanisms
such as MTEFs and programme budgeting
mean that reforms to these effects have
very little impact. On the plus side, the
requirement to adhere to the West African

In anglophone Africa, the United Kingdom-based financial management tradition
can clash with the constitutional form of
modern states. The role of parliament in
undermining comprehensive, medium-term
budgeting that is affordable and effective
is among the key concerns. In anglophone
countries the strong legal emphasis on
the accountability of the spending agency
(in this case, MoH) accounting officers in
turn undermines a strong finance ministry mandated to run a disciplined budget
process. The weak role of parliaments
and inadequate capacity for medium-term
forecasting, particularly at sector level,
further affects the impact of these reforms.
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Economic and Monetary Union directives,
however, has driven successful reforms of
key parts of the PFM systems.
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Fig. 8.5 Introducing performance-based budgeting: from concept to practice 30

8.6.3 How can countries move
from a line-item to a
programme-based
budget?
Many countries are progressively moving away
from activity-based or line-item budgeting
towards a system that is more focused on outputs
and places emphasis on results. The shift from
traditional budgeting to alternative budgeting
methods with results and performance at its
focus is noted to be more useful as a policy
or decision-making tool. It assures elected
and administrative officials of what is being

accomplished with the money, as opposed to
merely showing that it has been used for the
purchase of approved input.31 At the end of
the budget cycle, a review of performance is
supposed to help planners allocate and spend
more effectively toward the set targets in the
following years (see Box 8.9). In moving towards
performance budgeting, countries adopt a
system of planning, budgeting and evaluation
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that emphasizes the relationship between money
The move budgeted and results expected.
However, there are caveats. While performancebased budgeting seems to have been effective
to better inform resource allocation decisions
and in supporting higher quality of negotiation
processes between MoF and line ministries like
health, systematic evidence has been lacking
on the actual effects on health sector performance. Performance-based budgeting requires
considerable budget management capacity
within the spending institutions. Providing more
autonomy to such institutions (such as MoH)
would require that accountability systems are
in place and functioning to ensure that more
flexibility indeed leads to better sector results.

Specifically for the health sector, the introduction
of programme budgets can increase risks of
creating new silos (programme budgets are often
disease-specific vertical programmes). Modifying
the budget structure will not be sufficient to
drive flows to expected results. Just as equally
important as budget structure are personnel
management and structure of government
that provide incentives and accountability for
improved health sector performance.

© WHO/HFP

towards
performancebased budgeting
creates a system
that emphasizes
the relationship
between money
budgeted and
results expected. However,
caveats include
the increased
risk of new
budget silos and
initial confusion
in weak PFM
systems.

However, in weak PFM systems, the introduction of an alternative budget classification is
likely to create more confusion and to reduce
accountability, at least initially. Budgets may
therefore need to be presented using several
different formats in a transition phase.
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Box 8.9

From line-item to programme budgeting: the case of the
Republic of Korea 32
The Republic of Korea’s budget system
revealed that the most problematic feature
of the budget classification system was that it
placed primacy on classifications by organization (ministries and agencies) and, most of all,
by budget account. As a result, programme or
activity level expenditures were fragmented
over different accounts. Conversely, even
when a programme or activity was funded
solely through a single budget account, it
took considerable cross-checking to verify
that there are no other expenses in another
account. The opacity of spending information
for programmes or activities was compounded
by the fact that there were more than 6000
activities. Thus the solution demanded that
the budget classification system be simplified
in order to make the spending information
more transparent and accessible. Furthermore, this streamlining of the classification
system should be accompanied by greater
discretion granted to spending ministries
like health. This would also allow the budget
office and the legislature to concentrate on
the broader resource allocation decisions
while harnessing the expertise of front-line
managers in spending within their sectors,
in order to raise the efficiency of lower-level
spending decisions.

With this general direction in mind, the Government decided on several basic principles
for restructuring its line-item budget into a
programme budget:
1. a programme cannot span multiple ministries;
2. all activities that have the same policy
objective must be grouped under a single
programme, regardless of revenue source;
3. programmes must be clearly differentiated
from one another both in policy objective
and programme name.
Further guidelines have been set to ensure
that the programme classification matches
that of the National Fiscal Management
Plan (NFMP – the country’s MTEF) and that
the final number of activities is reduced to a
level that is practical for resource allocation
decision-making. Additionally, the Government
decided that all indirect costs (salaries, facility
maintenance, etc.) for each ministry would
be aggregated into a separate programme,
as would simple transfers among different
budget accounts, rather than trying to distribute such costs or transfers into other
programmes.
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8.6.4 When and how should
countries assess fiscal
space for health?

The move
towards
performancebased budgeting creates
a system that
emphasizes the
relationship
between money budgeted
and results
expected.
However, caveats include the
increased risk
of new budget
silos and initial
confusion in
weak PFM
systems.

The quest for fiscal space for health should be
mainstreamed into the budgeting process (see
Fig. 8.6 and Box 8.10). Situating fiscal space for
health analysis in the overall budget forecast
process is essential. It is likely that the analysis
will be best placed at the medium-term budget
formulation stage. It is a critical moment, largely
unexploited, which should allow aligning realistic
revenue forecasts with government priorities and
associated expenditure ceilings. Sector-specific
fiscal space assessment, if conducted prior to
and as a support for the elaboration of a sound
MTEF, will maximize impact on change. With
such an assessment, health planners will bring
useful technical value and support for exploring
the actual potential fiscal space, rather than
focusing on historical frameworks and ceilings.
A more realistic sense of the actual potential
fiscal space for health can also aid health ministries to better plan for a possible reduction of
resource allocations to health during the year –
which can happen in times of financial difficulty
due to fluctuations in external aid, a reduction
in domestic resources, or other reasons. In
such circumstances, NHPSP implementation
can be deeply undermined if potential resource
reductions are not adequately planned for and
taken into account from the very beginning.

Taking stock of fiscal space
for health: main lessons from
assessments in developing
countries 33
Lessons from country evidence have
shown that in contexts with very limited
public spending for health (all standards
included), fiscal space for health projections have helped to identify feasible scenarios for expanding resource availability
on both the revenue generation and the
expenditure side. They signalled existing
margins from clearly untapped resources
(e.g. taxation, mineral resources), from
misalignment with government priorities
and international commitments (e.g. low
health prioritization) and from effectiveness and efficiency-related losses (e.g. low
execution, skewed allocations, technical
inefficiencies).
In more advanced countries (i.e. higher
revenues and health prioritization within
the budget envelope), evidence has shown
that further gains are likely to derive from
the expenditure side through improved
management of the existing health budget
envelope. In the short and medium term,
a strategic combination of improved execution and modified allocation within the
budget envelope is likely to drive fiscal
space expansion for the sector. In such
contexts, successful country experiences
have focused on how to align an existing
budget envelope with the UHC goals
(i.e. reduce inequalities in service use
and spending), rather than delaying or
derailing the sequence of their reform
process and expecting sizeable gains
from the resource side.
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Fig. 8.6 Positioning fiscal space
for health analysis in the
budgeting process 34

Fiscal space
analysis, including
for health sector

MTEF:
revenue forecast
and expenditure
definition

Annual budget
formulation
and approval

8.6.5 How can the necessary
data be collected?
Accessing and effectively using quality budget and
financial data is critical for health planners and
managers, especially to drive future investment
decisions. In many countries, MoH and other
stakeholders cannot rely on good quality budget
and financial data, for the following reasons:
lack of access to and use of data by relevant
MoH units;
poor classification of public expenditure
for health;
weak financial management reporting and
consolidation systems within MoH and across
ministries.

Over the past decade, the systematized production of national health accounts has helped to
monitor overall health expenditure from different
sources at country level and to provide globally
a systematic description of the financial flows
related to the consumption of health care goods
and services (see Box 8.11). MoH is encouraged
to make use of health accounts outputs in a
more systematic manner to further inform
health planning and budgeting. There is also a
need to institutionalize and systematize public
expenditure assessments, as well as national
health accounts, within MoH to strengthen
their ability to inform and influence budget
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Good quality
budget and
financial data
are essential to
inform health
planning and
budgeting.
Expenditure
assessments
should thus be
institutionalized, not the
least because
countries are
encouraged to
move towards
a dominant
reliance
on public
expenditure to
make progress
towards UHC.

decision-makers. As countries are encouraged
to move toward a dominant reliance on public
expenditure to make progress toward UHC,35
more efforts shall be put on strengthening
production and effective policy use of good quality
public expenditure for health data. In doing so,
three main aspects can be annually monitored:

1. how much is allocated to the health sector
compared to the overall budget;
2. how much of the allocated budget is actually
executed;
3. reasons for under or over-spending.

Box 8.11

Role of national health accounts in informing budget formulation and
expenditure tracking36
Health accounts cover actual expenditure and
not budgets or commitments. Health accounts
track health expenditure from all sources
(including nongovernmental) to different
types of providers (for example, hospitals vs
providers of ancillary services) and different
uses (for example, inpatient vs outpatient
care or curative care vs preventive care).

3. What kinds of goods and services are
consumed?

Health accounts address five basic questions.

A new System of Health Accounts was issued
in 2011 to allow comparison across countries
and to accommodate a number of changes
and improvements.

1. Where do resources come from (through
which financing mechanisms have the
revenues/resources been pooled)?

4. Which health care providers deliver these
goods and services?
5. Who benefits from the expenditures (by
age, gender, regions, diseases)?

2. Who is managing those resources and
under which financing arrangements do
people get access to health care goods
and services?
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8.6.6 How should countries understand and influence the political
economy of budgeting for health?
Overall, the budget elaboration process is a
site for contestation of power and resources,
and therefore not just an outcome of economic
rationality. It is above all a political exercise
(Box 8.12). Central to health planners is the
acknowledgement that the budget preparation
phase is fundamentally political, because it
is about making real policy choices based on
societal preferences and linking them to practical
health sector strategies.
In order to understand the political economy
of the budgeting process, it is necessary to
understand the accompanying processes of
health policy and planning.37

The budget
process is
fundamentally a political
exercise, an acknowledgment
that must be
understood by
health planning
stakeholders.

© WHO/HFP

The process of allocating resources to different
goals, priorities or institutions is essentially
a political, rather than purely technocratic
one. In addition to analysing health needs,
health planning stakeholders should pay

sufficient attention to understanding political
processes pertaining to budgeting prior to
and during the budget formulation process.
The process of budget allocation does not
occur in isolation from macroeconomic and
revenue issues, and efficiency/effectiveness
concerns in the use of funds for health and in
the other sectors. A holistic understanding
of public expenditure systems – and the
institutional cultures that condition them – is
important in order to formulate strategies for
change and improvement (i.e. an increased
allocation to health).
It should never be automatically assumed that
health allocations translate accurately into
spending. What money actually gets spent by
whom, on what items and for what purpose
is often determined during the process of
budget execution, which in itself implies
political, financial and technical interactions
within a large range of interests and powers.
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Box 8.12

The politics of budget formulations38
To guarantee meaningful change in budget
allocations, it is recommended to have information about the following:
(a) the formal structure of roles and responsibilities within the budget process;
(b) the formal rules governing decisionmaking, political choice and accountability
within the public expenditure management
system;
(c) the networks of stakeholder power and
influence (outside the formal allocation of
roles and responsibilities), which influence
the outcomes of the budget process;
(d) incentives for action (covert as well as
overt) affecting the decision-making of
politicians and officials during budget
formulation and execution;
(e) the latitude for independent discretionary
action of bureaucrats at all levels of the
budget execution process;
(f)

the norms and values prevailing in key
institutions within the budget formulation
and execution process.
The experience of budget initiatives with

DC

IA

OP
PS

1

PC

B
B

432

ME

SP
C

SA

LR

social/health goals suggests a number of
broad lessons that can help guide practice,
including the following: Firstly, budget processes which are successful in relation to
social/health goals often involve a broad
range of actors with different positions and
skills – including NGOs, researchers, parliamentarians, members of political parties,
technocrats and members of the social
groups in question themselves. Secondly,
many successful social initiatives on the
budget process in developing countries have
benefited from donor support. Sometimes
this has been through support to civil society
groups, sometimes through support to building capacity in government, and sometimes
through the provision of extra resources (e.g.
through Heavily Indebted Poor Countries debt
relief). Thirdly, successful initiatives (such
as the participatory budgeting movement
in Brazil, or the gender budget initiative in
South Africa) are often facets of a broader
popular political movement or project. Where
governments have particularly strong frameworks of policy goals, or other frameworks
for accountability (such as constitutional
provisions related to economic and social
rights), the space for pro-poor engagement
in the budget process is stronger.
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8.6.7 Looking beyond budget: importance of public finance systems
for health financing and UHC
From a public finance perspective, the key
objectives of PFM are to maintain sustainable
fiscal discipline, ensure strategic and effective
allocation of resources and the efficient delivery
of public services. On the other hand, health
financing is typically characterized by functions
that guide the collection, allocation and pooling of
resources, as well as the purchasing of services,
with the ultimate goal being universal health
coverage (UHC). Fostering mutual understanding
and further alignment between PFM and health
financing systems is critical, and health planning
stakeholders have a critical role to play here.
PFM systems shape the level and allocation
of public funding (budget formulation), the
effectiveness of spending (budget execution)
and the flexibility in which funds can be used
(pooling, sub-national PFM arrangements,
purchasing). While PFM is sometimes considered
a bottleneck for effective health spending due
to rigidities in the way budgets are formulated
and executed, PFM rules also provide the sector
with a domestic, integrated platform to manage
resources irrespective of their sources (i.e. a core
attribute of pooling) and their levels (i.e. across
national and sub-national entities).
From a PFM perspective, health is perceived
as one of the spending sectors that deliver key
public services and goods but overall lacks a
good understanding of the PFM roles and rules
for public sector effectiveness and financial
accountability. In some countries, health is seen
as a sector with less capacity, vis-à-vis other
sectors, to adequately formulate its priorities

and needs and define credible budgets. Often,
actual health sector spending is far from initially
defined targets. In most low-income countries,
actual health spending is typically lower than
budget allocations, which ultimately reflects
the sector’s difficulties to plan, commit and
disburse according to national PFM rules. The
perception of lack of measurable, immediate
health outputs of public resources tends to also
reinforce a common perception of the sector’s
ineffectiveness and inefficiencies.
Overall, health has been both a distorting and
innovating sector for PFM systems. Over the
past two decades, the health sector has sometimes generated the development of parallel
PFM systems to secure investments and limit
fiduciary risks for external investments. Earmarked allocations and parallel budgeting,
pooling procurement, reporting arrangements
have become a strong attribute of the sector’s
development aid. At the same time, several
low- and middle-income countries have also
embarked on alternative health financing reforms
that have been mutually beneficial for both
the sector and PFM as a whole, through, for
example, the development of sectoral MTEFs,
the strengthening of domestic procurement
mechanisms, the tracking of resources and
expenditures up to the sub-national levels, a
sound management of domestic pooled funds, the
introduction of purchasing agents and strategic
payment mechanisms to control expenditure
and expand coverage at the same time. In this
respect, the health sector can help leverage
domestic PFM efforts.
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The key
objectives of
public finance
systems are to
maintain sustainable fiscal
discipline, ensure strategic
and effective
allocation of
resources
and efficiently
deliver public
services.

Fig. 8.7 What does it mean to have a functioning PFM system?

8.7 What if...?
This section outlines budgeting issues in specific
settings such as decentralized contexts, highly
Fiscal donor-dependent countries, and fragile states.

decentralization involves
shifting some
responsibilities
for expenditures and/or
revenues to
lower levels of
government;
this can have
an impact on
health sector
funding, as
well as how
funds flow
to the health
system.

If health is a mandate for a decentralized entity,
the full health policy and planning cycles may
fall under a decentralized authority. Fiscal
decentralization involves shifting some responsibilities for expenditures and/or revenues
to lower levels of government; this can have
an impact on health sector funding, as well

as how funds flow to the health system. In
particular, it is important to clarify where local
governments can determine the allocation of
health expenditures themselves versus those
where the centre mandates expenditures and
decentralized entities simply execute those
health expenditures.
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8.7.1 What if your country is
decentralized?
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For health planners, it is critical to understand
at which level revenue and expenditure decisions
are taken (see Box 8.13). Decentralization can
make health budgeting processes more complex
in that sense, even more so in contexts with
weak governance systems. In addition, care
must be taken to avoid new inefficiencies due to
decentralization, such as separate procurement
by each region when it would make most sense
to procure together as a single purchaser.
Three main challenges have been observed
across decentralized countries or those in the
process of decentralization.
(a) Resource mobilization mechanisms can
end up being competing and fragmented,
leading to inefficiencies in collection and
pooling efforts;
(b) Health sector priorities (often set at national
level) may be misaligned with sub-nationallevel budgets and spending targets (e.g. health
can de-prioritized in sub-national budgets);
(c) Financial record management is more complex, with resulting poor national consolidation of financial data and limited financial
accountability.
A well-managed decentralization process will
have in place institutional arrangements for
coordination, planning, budgeting, financial
reporting, and implementation across government ministries/institutions as well as between
the different administrative levels of the country. These coordination bodies are important
mechanisms for MoH and health planning
stakeholders to discuss specific budget-related
issues linked to specific rules (e.g. the design
of fiscal transfers) as well as review budget
execution against sector priorities.39

Box 8.13

Caveats in a decentralized
setting: the case of Zambia40
The catch in decentralized settings comes
when the decentralization process is
not prepared adequately or does not
function as it should. This might mean
that some structures and responsibilities
are decentralized but not others, limiting
the empowerment truly given to local
district managers and communities, and
also limiting its benefits. An example of
the problems that may arise in such a
situation can be seen in Zambia, where
an evaluation of decentralization after
about a decade of implementation found
that health districts had only a moderate
range of choice over expenditures, user
fees, contracting, targeting and governance. Their choices were even more
limited over salaries and allowances
and they had no control over additional
major sources of revenue, like local taxes.
Health system performance indicators
also showed no major change compared
to before decentralization, suggesting that
the expected advantages for the health
system did not come into play. This is
a particularly difficult situation, since
expectations are often raised with the
introduction of a decentralization policy
but cannot be matched with action on the
ground when not adequately implemented.
This situation is usually linked to power
and decision-making in some areas still
being held centrally, leading to tensions
between top-down central-level policy
decisions and more locally driven agendas.
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The central planning authority should give strong
guidance as to the methodologies to be used for
costing, budgeting, and expenditure tracking –
without it, a diverse and heterogeneous set of
data from the various decentralized structures
will make aggregating countrywide data and
producing national estimates very difficult. For
example, an additional layer of analysis must
be conducted for national health accounts
data in countries with highly decentralized
health financing systems with little central-level
guidance or authority. Getting comparable and
consistent figures is often a challenge that may
necessitate external expertise. Many countries
may not have the time or resources to make this
extra effort. At a global level, there is a definitive
drive to establish centralized District Health
Information Software (DHIS2) and Hospital
Management Information Systems to strengthen
consistency in reporting.
Finally, an issue which can arise in a decentralized setting is a relative lack of reporting and
transparency on money flows. Often, it is the
central level that is held to closer scrutiny and
is subject to political pressures on the funds it
allocates and disburses to decentralized authorities. After that, as Box 8.3 illustrates in the case
of Mexico, access to regional or district budget
and expenditure data may be considerably more
difficult. Low levels of transparency at regional
or district levels may reflect a lack of accountability to the population on matters related to
health budgets and expenditures. This would
imply that the advantages and added value of a
decentralized system close to population needs
are not being leveraged and that budget-related
problems have simply been relocated from
central to decentralized level. As Box 8.3 also
demonstrates, civil society groups can be key
partners of the government and population to

Some questions to consider for costing and
budgeting in decentralized settings
What does decentralization actually mean in
practice in your country? How far are structures, responsibilities, and budgets actually
decentralized?
The more power and authority actually vested
in local authorities, the more scope there
is for rational costing and budgeting that is
close to the real needs of the local population.
Does the central level authority need to aggregate
costing and budgeting nationally?
If so, guidance and templates from a central
authority would be useful and necessary
to reduce the burden and error margins of
reformatting and restructuring in order to
compare and aggregate. In addition, technical
support from a central authority might be
recommended.
The central-level authority should take into
account revenue generation at different levels
for more accurate fiscal space projections.
How transparent are health system costs,
budgets, and expenditures reported at decentralized level?
A low level of transparency may indicate
a lack of accountability to the population
coming under the decentralized authority
and a subsequent lost opportunity to leverage
the planning and budgeting advantages of
being close to the population.
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ensure better accountability and transparency at
lower levels of the health system and advocate for
the objectives of decentralization to be fulfilled.
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Box 8.14

Budgeting and health expenditure management in a decentralized
state: Nigeria 41
Nigeria is a federal state with three tiers of
government, namely, the federal government,
36 state governments, and 774 local governments. The principal actors in the Nigerian
public health sector are the Federal MoH
(FMoH), the 36 State Ministries of Health
(SMoH), the 774 Local Government Authorities (LGA) Departments of Health, and the
authorities of the Federal Capital Territory,
as well as various government parastatals
and training and research institutions that
are concerned with health matters.
The FMoH, the SMoH, and the LGA Departments of Health are responsible for planning
and managing health spending in their
respective jurisdictions. Public expenditure
streams for the three levels of government
are largely uncoordinated. Federal, state, and
local allocation and expenditure decisions
are taken independently, and the federal
government has no constitutional power to
compel other tiers of government to spend
in accordance with national priorities.
The complexity of fiscal transfers and financial flows in Nigeria between federal, state,
and local agencies makes it difficult for the

government to reconcile and track resource
flows across the different levels and agencies
of the health system. In general, the absence
of accurate and detailed records on budgets
and expenditures indicates that government
administrations at all levels do not have the
means to ensure that health resources are
distributed equitably, efficiently, and effectively.
A further complication to Nigeria’s decentralized setting came with the creation in
thirty states only, of a new agency, the State
Primary Health Care Development Agency.
This agency is now responsible for primary
health care in the state and is tasked to
bring all primary care facilities and staffing
under its control. In the 30 states where this
Agency exists, the LGA Health Authorities
are also under its direct control, creating
much confusion as to the delineation of
tasks and funding mechanisms.
This example from Nigeria demonstrates
that decentralization does not always solve
existing problems; in fact, when not organized
and managed properly, decentralization can
create unintended hurdles.
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8.7.2 What if your country is
heavily dependent on aid?
Budget transparency is a key principle of the
Paris Declaration on Aid Effectiveness (2005),
whereby donors and recipient countries agreed
that greater budget transparency is necessary
to ensure that resources are allocated towards
effective poverty reduction strategies. The
Accra Agenda for Action (2008) and the Busan
Partnership Agreement (2011) also included
additional commitments for donors to provide
timely information on aid flows to recipient
governments, such that country budgets can
rely on predictable financial flows.
However, in reality, countries that rely more
heavily on donor funds are especially vulnerable
to the unpredictability of external funds. Donor
dependence is a tricky concept as the definition as
to what constitutes dependence is not clear – in
particular whether dependence is more an issue
of influence rather than an amount or share of
the budget provided through external assistance.
Nevertheless, it is acknowledged that external
fund inflows may not only be positive. Donor
grants may be earmarked and there may be a
lack of reliable projections for future planning
years.42 In addition, there are indications that
increases in development assistance is not
necessarily associated and matched with an
increase in government health spending from
domestic sources.43

The 2012 Open Budget Survey Report measures
the state of budget transparency, budget participation and budget oversight in 100 countries.
One of the principal findings was that budget
transparency in low-income countries is affected
by the choice of aid modalities (i.e. the ways in
which aid is provided) and the type of donor
interventions, rather than the overall level of aid
dependence. In short, the greater the proportion
of aid channelled through recipient country
budget systems, the more those systems will
be strengthened and the more likely they are
to become transparent.
“Rather than being linked to the level of overall
aid dependence, the transparency is more
correlated with an index of donor engagement
which tries to capture the quality rather than
the quantity of donor flow.” 45
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A review of 16 highly aid-dependent countries
(countries with an Open Budget Index [OBI] aid
dependency index averaging more than 10% over
the years 2000 to 2006) revealed that although
the presence of donors can promote reforms
to strengthen budget transparency, the effects
may be offset by other characteristics of donor
activity, such as fragmentation and limited use of
aid modalities for broader government support
and pooled sector funding.44
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The effect is not just from the amount of aid
and the modalities, but also from the number
of donors present. The greater the number of
donors there are, the greater the fragmentation. In many countries, health remains the
most fragmented sector, thus complicating
sector-wide planning.
The most common budget-related challenges
in aid-dependent countries include:

© WHO Viet Nam/J. Zak

problems with predictability of donor funds
and alignment, harmonization, and coordination with sector strategies and sector
strategy budgets;

a disconnect between the pledged and
actually disbursed monies from donors to
aid-dependent countries;
the timing of fund release – this impacts on
budget credibility and ability to implement
activities;
donor conditionalities tied to specific funds.
Overcoming some of the above-mentioned
challenges involves constant dialogue with
donors on these issues. It can help considerably to gather and document evidence demonstrating the kinds of difficulties encountered
by the budget-related challenges, including
implementation delays or lack of implementation altogether.

Common
budget-related
challenges for
aid-dependent
countries are
the limited
predictability
of donor funds,
the disconnect
between
pledged and
disbursed
donor monies,
the timing of
fund release
which may
be in line
with need,
and donor
conditionalities
tied to specific
funds.
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8.7.3 What if fragmentation
and/or fragility is an issue
in your country?
Fragile or post-conflict states will have a reduced
tax base and limited revenue generation compared to other countries, translating into an
increasing reliance on informal payments and
on donor funding. In addition, the transition from
short-term emergency relief to longer-term
development means a shift in funding models
for the health sector – usually, there is some
government takeover of basic services with
heavy donor assistance. In most cases, this will
be accompanied by the continued presence of
emergency services as well, creating several
parallel funding streams for different types
and levels of services that necessitate strong
steering capacity and management by the
MoH. This is – almost by definition of a fragile
state – rarely existent, which makes rational
planning and budgeting extremely complex
and challenging. (See, for example, Box 8.15).
Private expenditure, remittances from abroad,
and aid inflows end up attaining larger totals than
expected for health in fragile state situations.
Estimates from Afghanistan, Liberia, and the
Darfur region of Sudan demonstrate that private
health spending soars when public financing is
largely absent.VIII High levels of private spending
means that only those with money can pay to
have access to health services.
A good basis for policy dialogue during the
national health planning process would be a
basic estimation of the total future resource
envelope to be expected for health. Due to the
uncertainty of estimations, various scenarios
can be developed, i.e. low levels of financing
vs high levels of financing. If possible, a special
study examining the level of private expenditure
would be warranted, given the weight of private
expenditure in the health sector.

Box 8.15

Health accounts in a conflictaffected or emergency setting
In conflict-affected countries the health
accounts activities remain logistically and
methodologically challenging because
of the inherent insecurity, governance
and institutional weaknesses. Usually
government investments are very limited, out-of-pocket expenditures may
increase and the access to health care
services and goods is limited, which
may lead to an increase of risk-taking
behaviour and impoverishment. These
countries rely heavily on international
aid for health care provision but at the
same time the absorptive capacity in
the recipient government institutions
may be very low. The health accounts in
post-conflict settings usually focus on
resource tracking of external funds. It is
important to validate the health accounts
results internally (with the data authorities
and stakeholders), but also to cross-check
the data with other sources (donor reports
and international databases) as well as
analyse the data, comparing them with
general economic and health indicators.
The findings from health accounts reports
can help improve donor accountability
and coordination, ensure more equitable
distribution of development aid, and lead
to better reallocation of health care funds.

VIII More information can be found in Chapter 13 “Strategizing in
distressed health contexts” in this handbook.
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8.8 Conclusion
A health budget should be viewed as a crucial
sectoral orienting text, declaring key financial
objectives and its real commitment to implementing health policies and strategies.

rated upon, with an emphasis on health sector
stakeholders’ specific role in each, possible
entry points for engagement, and particular
issues to consider when doing so.

During the budgeting process, health planning
stakeholders and managers will need to understand the guiding principles of budgeting as
well as the political dynamics that enable the
budget elaboration and approval processes;
not doing so will be a huge missed opportunity
to make the case for health. If MoH and other
health sector stakeholders are actively and
knowledgeably engaged with MoF and others
during the budget cycle, resource allocation
will more likely match planned health sector
needs, and execution is more likely to follow
allocations.

In essence, developing robust health budget
envelopes requires strong engagement by health
ministries with national budget decision-makers,
to make the standpoint of the health sector
clear, comprehensible and compelling. This
requires MoH and planning stakeholders to
think through the operational details and costs
of health sector needs and how health services
should be purchased within the framework of
existing PFM rules.

The various public finance processes are structured around the budget cycle. In this chapter,
the four distinct budget cycle stages (budget
definition and formulation, budget negotiation
and approval, budget execution and budget
reporting, auditing and evaluation) are elabo-
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Overview
This chapter outlines the aim and
importance of monitoring, evaluation and
review as the basis for tracking progress
and performance of national health
policies, strategies and plans (NHPSP)
and to inform the health policy dialogue.
Monitoring, evaluation and review
require an integrated approach that
builds on a single country-led monitoring
and evaluation (M&E) platform. Key
components and attributes of a strong
country-led platform for monitoring,
evaluation and review are specified here;
in addition, key recommendations are
made for countries to move forward and
strengthen the platform.
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Summary

What do we mean by monitoring, evaluation Why is it important?
and review of NHPSPs?

Monitoring, evaluation and review are essential
functions to ensure that priority health actions
outlined in the NHPSP are implemented as
planned against stated objectives and desired
results.
Monitoring means bringing all data together
to analyse the progress of implementation
of activities.
Evaluation builds upon monitoring and
assesses whether the desired results of a
NHPSP intervention have been achieved.
Based on the evidence gathered through
M&E processes, reviews are used to assess
overall progress and performance, to identify
problems and take corrective actions.
A single country-led platform brings together
all the elements related to monitoring, evaluation and review of the health sector plan,
including national policy and plans relating to
M&E and country health information systems
(HIS), well-functioning data sources, institutional capacity for data collection, management
analyses and use, as well as the country review
processes for planning and decision-making.

Because:
progress and performance of the national
health strategy need to be tracked;
country monitoring is the basis for regional
and global monitoring of priority health issues;
reporting progress on health-related Sustainable Development Goals (SDGs) requires
sound M&E systems;
health inequities need to be monitored;
countries need functional surveillance
mechanisms;
accountability is a necessary basis for policy
dialogue.

What are the components of an M&E platform
Monitoring, evaluation and review of the national
health strategy require an integrated and comprehensive approach that builds on a single
country-led platform as described in the IHP+
framework for monitoring national health
strategies1 that meets all country data needs
and allows monitoring of progress towards the
health-related SDGs, with high-level political
commitment and investments by countries and
international partners. The four main components
of an M&E platform should be strengthened:
1. sound policy and institutional environment,
including sound governance policies and
multi-stakeholder coordination mecha-
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nisms, a strong M&E plan as an integral
component of the national health strategy,
a comprehensive logical framework that
guides selection of indicators and targets,
use of international data standards, unified
data architecture and innovations;
2. well-functioning data sources including
civil registration and vital statistics (CRVS)
systems, population-based surveys, routine
facility information systems, facility surveys,
administrative data sources such as national
health accounts and health workforce registries, logistical information systems,
disease and public health surveillance,
research studies among others;
3. strong institutional capacity for data collection, management, analysis, use and
dissemination;

3. develop a comprehensive M&E plan, including alignment of disease-specific plans and
identification of priority actions;
4. cost the M&E plan and develop a common
investment framework as the basis for
government and partner investments;
5. review and evaluate the M&E platform
regularly.

Who are the key stakeholders?
Stakeholders include national and sub-national
policy-makers, programme managers and
planners, civil society and development partners.

4. effective country mechanisms for review and
action, such as a regular and transparent
system of reviews with broad involvement
of key stakeholders and processes for
translating results into decision-making.

When should monitoring, evaluation and

How to strengthen monitoring, evaluation

Monitoring, evaluation and review should be
linked with the country planning cycles, when
progress and performance of the sector are
discussed and remedial actions are taken.

and review?
Key steps to strengthen the country-led platform
include:
1. assess the key attributes of the M&E platform as required and identify priority actions
to address key gaps and weaknesses;

review take place?

Anything else to consider?
fragile environment;
decentralized environment.
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9.1 What do we mean by monitoring, evaluation
and review of NHPSPs?
9.1.1 What are the differences
between monitoring,
evaluation and review?

9.1.2 Monitoring, evaluation and
review need a strong,
country-led M&E platform

Monitoring, evaluation and review are essential
functions to ensure that priority health actions
outlined in the NHPSP are implemented as
planned against stated objectives and desired
results.

Monitoring, evaluation and review of the NHPSP
requires an integrated and comprehensive
health systems approach that builds on a single
country-led M&E platform, as described in the
IHP+ framework for monitoring national health
strategies.2 This platform should meet all country
data needs and allow monitoring of progress
towards national health sector goals as spelled
out in the NHPSP as well as the international
health-related SDGs, while enjoying high-level
political commitment and investments by countries and international partners.

Monitoring means collecting, tracking and
analysing data to determine what is happening,
where, and to whom. Monitoring uses a set of
core indicators and targets to provide timely
and accurate information in order to inform
progress and performance reviews and decisionmaking processes. In the context of NHPSP,
the indicators and targets should be linked to
the strategic directions and key objectives for
the health sector.
Evaluation builds upon the monitoring data
but the analysis goes much deeper. Additional
data are often needed to take into account
contextual changes and determine if change
is attributable to services.
Reviews gather evidence through monitoring
and evaluation processes to assess progress
and performance. Health sector reviews require
national institutional mechanisms involving
multiple stakeholders to provide the basis
for mutual accountability. Reviews should
link assessment to country follow-up action
including prioritization, resource allocation
and policy dialogue. Several characteristics are
recommended to ensure a sound health sector
situation analysis.

A single country-led platform brings together all
the elements related to monitoring, evaluation
and review of the NHPSP, including specific policy
and plans relating to M&E and country health
information systems (see Fig. 9.1). In addition,
the country’s data sources and institutions for
data generation, compilation, analysis, synthesis
and dissemination form an integral part of the
single platform. Country review processes should
make use of the platform’s evidence base as
an anchor for planning and decision-making.
The platform covers health system components
and major disease programmes; it serves as the
mechanism for sub-national, national and global
reporting, aligning health sector stakeholders
at country and global levels around a common
country-led approach.
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Monitoring
is collecting,
tracking and
analyzing data
to determine what is
happening,
where and to
whom, while
evaluation
builds upon
the monitoring
data into a
deep analysis.

The platform aims to be relevant for countries
and for global health partnerships, donors and
agencies alike, and to result in better alignment
of country and global monitoring systems. The

platform should reduce duplication of efforts,
focus on health sector results monitoring, and
result in better accountability and harmonization
of M&E systems.

Fig. 9.1 M&E platform and its links with HIS

National health policies, strategies and plans (NHPSP)
Monitoring,
evaluation
and review

M&E Platform
Effective country mechanisms for review and action
Strong institutional capacity for data collection, analysis and use
Well functioning data sources
Health
facility and
community
information
systems

Populationbased
surveys and
census

Civil
registration
and vital
statistics

Surveillance

Health
systems
monitoring
sources

Other nonhealth sector
sources

Health
Information
System

Sound policy, governance and institutional environment

A single-led
country
platform for
monitoring,
evaluation and
review should
allow monitoring of progress
towards
national health
sector goals as
spelled out in
the NHPSP and
international
health-related
SDGs.

and the overall HIS, to respond to the monitoring
needs of the national health strategy.
Both the M&E plan and the HIS strategic plan
can help to align health partners, governments
and other stakeholders around the national
priorities to strengthen the systems that generate
health information. They are complementary,
and both M&E and HIS strategic plans can cover
all functions outlined previously.
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The platform is often described by the M&E
plan and/or the HIS strategic plan. The M&E
plan is normally developed in parallel to the
development of the NHPSP, and reflects its
priorities. In some countries, the national
health strategy has a specific M&E chapter
giving an overview of indicators and priorities
for strengthening M&E systems. This is often
accompanied by a separate detailed M&E plan.
In some countries, the HIS strategy is used as
an operational plan to strengthen data sources
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9.2 Why are monitoring, evaluation and
review important?
9.2.1 Because progress and
performance of the
national health strategy
need to be tracked

9.2.2 Because country monitoring
is the basis for regional and
global monitoring of priority
health issues

The NHPSP addresses the public health needs of
the country and lays out a plan to address these
issues. Monitoring, evaluation and review are
important, as they provide the basic measurement systems and accountability mechanisms
to plan, manage and account for the objectives
and targets of the national health strategy.
Indicators are required to support programme
planning, monitoring, reviews and accountability
for the health sector as a whole, and for specific
programmes.

Over 90 targets have been endorsed by Member
States at the World Health Assembly and other
governing bodies. There are also hundreds of
recommended indicators to cover the wide array
of health and disease programmes. WHO and
partners have agreed on a Global Reference Set
of 100 Core Indicators to be prioritized for the
purposes of monitoring progress.3

All countries need to be able to generate statistics
on mortality by age, sex and cause of death;
disease incidence and prevalence; coverage
of interventions, including quality of services;
prevalence of risk factors; financial protection;
and data on health system inputs and outputs
to manage and plan services. The data generated through the country information system
allows a country to monitor the progress and
performance of both the overall health sector
plan and disease-specific subplans, such as
those for HIV, tuberculosis, malaria, etc. at
both national and sub-national level. By starting
from a known baseline, progress can be paced

9.2.3 Because reporting progress
on health-related SDGs
requires sound M&E
systems
The overarching health goal is associated with 13
targets (or subgoals), including three related to
the MDGs, three related to the emerging agenda
of noncommunicable diseases and injuries, and
three cross-cutting or health systems focused,
including universal health coverage (UHC) (See
Fig. 9.2). Additional health-related indicators
are included in other SDG goals.

appropriately given the available resources.
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Monitoring,
evaluation and
review provide
the basic
measurement
systems and
accountability
mechanisms to
plan, manage
and account for
the objectives
and targets of
the national
health strategy.

Reporting progress on the
13 targets of
health-related
SGDs, such
as universal
health coverage, requires
sound M&E
systems.

9.2.4 Because health inequities
need to be monitored

9.2.6 Because monitoring,
evaluation and review
are a necessary basis for
accountability

Statistics should highlight health inequalities by
major stratifiers, including demographic (age,
sex/gender), socioeconomic status (wealth,
education), and geography (province/district)
or other characteristics (migration, minorities
etc.). Data on levels and inequalities in financial
protection and coverage of interventions are the
core of UHC monitoring.

The monitoring of national priorities, including
health-related SDGs, requires well-established
mechanisms for accountability at country,
regional and global levels. Such mechanisms
need to be inclusive, independent, evidence-based
and transparent, and lead to remedial actions.

9.2.5 Because countries need
functional surveillance
mechanisms
All countries need active disease/public health
surveillance for detecting, reporting and responding to specific notifiable conditions and events,
in particular epidemic-prone communicable
diseases. Surveillance systems draw upon
multiple sources of information, including
routine health and disease records and sentinel
surveillance systems in specific populations.
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Fig. 9.2 Health SDG monitoring framework4

SDG 3: Ensure healthy lives and promote well-being for all at all ages

3.4 Reduce mortality
from NCD and promote
mental health

3.2 End preventable newborn and child deaths
3.3 End the epidemics
of HIV, TB, malaria
and NTD and combat
hepatitis, waterborne
and other communicable
diseases
3.7 Ensure universal
access to sexual and
reproductive health-care
services

3.5 Strengthen prevention and treatment of
substance abuse
3.6 Halve global deaths
and injuries from road
traffic accidents
3.9 Reduce deaths from
hazardous chemicals
and air, water and soil
pollution and contamination

SDG3 means of implementaion targets

3.1 Reduce maternal
mortality

New SDG 3 targets

MDG unfinished and expanded agenda

Target 3.8: Achieve universal health coverage, including financial risk protection,
access to quality essential health-careservices, medicines and vaccines for all

3.a Strengthen implementation of framework
convention on tobacco
control
3.b Provide access to
medicines and vaccines
for all, support R&D of
vaccines and medicines
for all
3.c Increase health
financing and health
workface in developing
countries
3.d Strengthen capacity
for early warning, risk
reduction and management of health risks

Interventions with economic, other social and environmental SDGs and SDG 17 on means of implementation

9.2.7 Because there is a growing interest and demand for quality data
for decision-making and accountability
In the Summit on Measurement and Accountability for Results in Health in June 2015, over
600 global health leaders, decision-makers,
thought-leaders and implementers from over
60 countries representing development partners, partner country governments, and civil
society endorsed the Health Measurement and
Accountability Post-2015 Roadmap5 and 5-Point
Call to Action.6 The Call to Action identifies a
set of priority actions and targets that aims at
strengthening country data and accountability

systems for the post-2015 sustainable development agenda. The Health Data Collaborative was
formed as a result of a call from Global Health
Agency leaders (September 2015) to do more
together to support countries implementing
the five point call to action. The value add of the
Collaborative is collective and aligned action that
aims to reduce fragmentation in country HISs, to
maximize the impact of respective investments
and to enhance sustainability.
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9.3 What are the components of an M&E platform?
In order for an M&E platform to be strengthened,
it is important to understand the desirable
end result: a sound country-led platform for
monitoring, evaluation and review. It has four
main components. These are:
sound policy and institutional environment;
well-functioning data sources;
strong institutional capacity for data collection, management, analysis, use and
dissemination;
effective country mechanisms for review
and action.

with active multi-stakeholder participation
(government, development partners, and civil
society). Typically this coordination mechanism
is a sub-group of the overarching Health Sector
Coordination Committee.

A strong M&E plan

Effective governance structure and coordination
mechanisms

A strong M&E plan addresses the goals and
objectives of the NHPSP and is based on a
sound situation analysis of the M&E system in
the country. The M&E plan is comprehensive and
addresses the selection of a balanced parsimonious set of core indicators with well-defined
baselines and targets, identifies the data sources
for each indicator and specifies plans for addressing data gaps and weaknesses and conducting
data quality assessments, specifies analytical
outputs, and plans for communication and
dissemination of results. The plan also outlines
ways to address institutional capacity-building
in data collection, analysis and dissemination.
Annex 9.1 provides a template outline for the
development of a comprehensive M&E plan.
The M&E plan can also be accompanied by
a comprehensive national HIS strategy that
provides additional details for strengthening
the country HIS.

The monitoring, evaluation and review platform
requires an effective governance structure,
in which key institutions and stakeholders
have clear roles and responsibilities in the
process of collecting, analyzing and using data
for decision-making. An effective governance
structure includes a country-led coordination
mechanism for conducting monitoring, evaluation, and periodic review of the health sector

A comprehensive M&E framework guides the
monitoring, evaluation and review work, including
the selection of core indicators and targets. The
IHP+ common M&E logical framework (see
Fig. 9.3) provides a logical and results-chain
representation of the M&E and review work, and
shows how inputs into the health system (e.g.
financing and infrastructure) and processes (e.g.

This section reviews the main components of
the M&E platform.

9.3.1 Sound policy and
institutional environment
for M&E
A sound policy and institutional environment
includes the following key elements.
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A sound
country-led
platform for
monitoring,
evaluation
and review includes a sound
policy and
institutional
environment;
well-functioning data sources; a strong
institutional
capacity for
data collection,
management,
analysis, use
and dissemination; and effective country
mechanisms
for review and
action.

supply chain) are reflected in outputs (such as
the availability of services and interventions) and
eventual outcomes (e.g. intervention coverage)
and impact (e.g. improved health outcomes). The
framework not only facilitates the identification
of core indicators of the NHPSP along each link

in the results chain, but also links indicators
to data collection methods. The common M&E
framework can be used by all stakeholders and
government to demonstrate performance of
both programmes and health systems.

Fig. 9.3 The IHP+ common M&E logical framework for a
national health strategy

Financing

Governance

Indicator
domains

Inputs & processes

Outputs

Outcomes

Infrastructure / ITC

Intervention access
and services
readiness

Coverage of
interventions

Improved health
outcomes and
equity

Health workforce

Intervention
quality, safety and
efficiency

Prevalence risk
behaviours and
factors

Social and financial
risk protection

Supply chain

Impact

Responsiveness

Information
Data Administrative sources
collection Financial tracking system, NHA Databases

and records, HR, infrastructure, medicines, etc.
Policy data

Facility assessments

Population-based surveys
Coverage, Health status, equity, risk protection, responsiveness

Facility reporting systems
Service readiness, quality, coverage, health status

Vital registration
Analysis
& synthesis
Communication
& use

Data quality assessment, Estimates and projections, Use of research results, Assessment of progress and performance
Evaluation
Targeted and comprehensive reporting, Regular country review processes, Global reporting

Source: Monitoring, evaluation and review of national health strategies: a country-led platform for information and accountability.
Geneva: World Health Organization; 2011 (http://www.who.int/
healthinfo/country_monitoring_evaluation/1085_IER_131011_web.
pdf?ua=1, accessed 17 October 2016).
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Core indicators and targets based on international data standards
Core indicators
priate balance across the logical framework
(i.e. covering inputs, outputs, outcomes and
impact) and across major programme areas
(see Box 9.1).
It is important to keep in mind that quantitative indicators are intended to be indicative of
reality, i.e. they are tracer indicators and they
are not intended to describe the totality of what
is happening.

© WHO / SEARO /Rajiv Kumar

Selection of indicators should be informed by
considerations of scientific soundness, relevance,
usefulness for decision-making, responsiveness
to change, and data availability. The challenge is
to ensure a balanced parsimonious set of core
indicators with well-defined baseline and targets.
The core indicator set should be responsive to
the information needs for monitoring progress
and performance towards the main objectives
of the NHPSP, and there should be an appro-

Chapter 9 Monitoring, evaluation and review of national health policies, strategies and plans

461

Box 9.1

Global Reference List of 100 Core
Health Indicators7
Adopting international standardized indicators allows countries to benchmark their
performance against similar countries in their
region or income category. It also reduces
the effort in generating separate reports for
in-country and external stakeholders. The
Global Reference List of 100 Core Health
Indicators is a standard set of core indicators
prioritized by the global community to provide
concise information on the health situation
and trends, including responses at national
and global levels. The Global Reference
List of 100 Core Health Indicators contains
indicators of relevance to country, regional
and global reporting across the spectrum of
global health priorities, including the post2015 health goals of the SDGs. Countries
can choose the set of indicators that match
their national health strategy’s priorities and
their capacity to collect the necessary data.
Fig. 9.4 provides an overview of the Global
Reference List of 100 Core Health Indicators.

Mortality by age and sex
Life expectancy at birth
Adult mortality rate between 15 and 60
years of age
Under-five mortality rate
Infant mortality rate
Neonatal mortality rate
Stillbirth rate
Mortality by cause

Maternal mortality ratio
TB mortality rate
AIDS-related mortality rate
Malaria mortality rate
Mortality between 30 and 70 years of age
from cardiovascular diseases, cancer,
diabetes or chronic respiratory diseases
Suicide rate
Mortality rate from road traffic injuries

Fertility
Adolescent fertility rate
Total fertility rate

Morbidity
New cases of vaccine-preventable diseases
New cases of IHR-notifiable diseases
and other notifiable diseases
HIV incidence rate
HIV prevalence rate
Hepatitis B surface antigen prevalence
Sexually transmitted infections (STIs)
incidence rate
TB incidence rate
TB notification rate
TB prevalence rate
Malaria parasite prevalence among
childen aged 6-59 months
Malaria incidence rate
Cancer incidence, by type of cancer
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Fig. 9.4 Global Reference List of 100 Core health indicators

Risk factors

Service coverage

Nutrition
Exclusive breastfeeding rate 0-5 months
of age
Early initiation of breastfeeding
Incidence of low birth weight among
newborns
Children under 5 years who are stunted
Children under 5 years who are wasted
Anaemia prevalence in children
Anaemia prevalence in women of reproductive age

Infections
Condom use at last sex with high-risk
partner

Environmental risk factors
Population using safely managed drinking-water services
Population using safely managed sanitation services
Population using modern fuels for cooking/heating/lighting
Air pollution level in cities

Noncommunicable diseases
Total alcohol per capita (age 15+ years)
consumption
Tobacco use among persons aged 18+
years
Children aged under 5 years who are
overweight
Overweight and obesity in adults (Also:
adolescents)
Raised blood pressure among adults
Raised blood glucose/diabetes among
adults
Salt intake
Insufficient physical activity in adults
(Also: adolescents)

Injuries
Intimate partner violence prevalence

Reproductive, maternal, newborn, child,
and adolescent
Demand for family planning satisfied with
modern methods
Contraceptive prevalence rate
Antenatal care coverage
Births attended by skilled health personnel
Postpartum care coverage
Care-seeking for symptoms of pneumonia
Children with diarrhoea receiving oral rehydration solution (ORS)
Vitamin A supplementation coverage

Immunization
Immunization coverage rate by vaccine for each
vaccine in the national schedule

HIV
People living with HIV who have been diagnosed
Prevention of mother-to-child transmission
HIV care coverage
Antiretroviral therapy (ART) coverage
HIV viral load suppression

HIV/TB
TB preventive therapy for HIV-positive people
newly enrolled in HIV care
HIV test results for registered new and relapse
TB patients
HIV-positive new and relapse TB patients on
ART during TB treatment

Tuberculosis
TB patients with results for drug susceptibility
testing
TB case detection rate
Second-line treatment coverage among multidrug resistant tuberculosis (MDR-TB) cases

Malaria
Intermittent preventative therapy for malaria
during pregnancy (IPTp)
Use of insecticide treated nets (ITNs)
Treatment of confirmed malaria cases
Indoor residual spraying (IRS) coverage

Neglected tropical diseases

Health systems
Quality and safety of care
Perioperative mortality rate
Obstetric and gynaecological admissions
owing to abortion
Institutional maternal mortality ratio
Maternal death reviews
ART retention rate
TB treatment success rate
Service-specific availability and readiness

Access
Service utilization
Health service areas
Hospital bed density
Availability of essential medicines and
commodities

Health workforce
Health worker density and distribution
Output training institutions

Health information
Birth registration coverage
Death registration coverage
Completeness of reporting by facilities

Health financing
Total current expenditure on health (%
of gross domestic product)
Current expenditure on health by general
government and compulsory schemes (%
of current expenditure on health)
Out-of-pocket payment for health (% of
current expenditure on health)
Externally sourced funding (% of current
expenditure on health)
Total capital expenditure on health (%
current + capital expenditure on health)
Headcount ratio of catastrophic health
expenditure
Headcount ratio of impoverishing health
expenditure

Health security
International Health Regulations (IHR)
core capacity index

Coverage of preventive chemotherapy
for selected neglected tropcial diseases

Screening and preventive care
Cervical cancer screening

Mental Health
Coverage of services for severe mental health
disorders
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Baselines and targets
Each core indicator must have a defined, timebound target. Setting targets requires a baseline
measurement that provides the starting point
from which achievements are defined. Targets
describe a level of progress that is realistic but
meaningful given the resource investment.
Target definitions must also take into account
the methods used for measurement and the
feasibility and frequency with which measurements are taken (see Box 9.2 and Fig. 9.5).

Target setting approaches
There are several approaches to framing
targets, depending on the type of achievement and information available.
Absolute targets: a specific numerical
target citing a baseline value, e.g.
measles vaccination coverage from
70% to 85% in five years.
Relative targets: a relative change that
is independent of the initial value of the
starting point (for example, a reduction
of the under-five mortality rate by two
thirds (Millennium Development Goal
4). Relative target-setting is often used
when baselines are uncertain.
Annual rates of change: describes the
pace of change expected, especially
during a period of ramping up services,
e.g. increase in expanded coverage
from 2% per year to 4% per year.
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Fig. 9.5 Core indicators of the United Republic of Tanzania Health Sector Strategic Plan
(HSSP) III8
Overall
Progress

Achievement

Target
2015

Equity

Compare
(rank)

Life expectancy (years)

61 (F)/58 (M) (2011)

62/59

Under-5 mortality rate

81/1,000 (2006-10)

54

1

Neonatal mortality rate

26/1,000 (2006-10)

19

1

Infant mortality rate

51/1,000 (2006-10)

-

Child stunting rate

35% (2011)

22%

Child underweight rate

14% (2011)

14%

Maternal mortality rate

454/100,000 (2004-10)

156

G

2

5.4 (2008-10)

5.1

GRW

4

44% (2010)

39%

GRW

5

2.0% (2011/2)

-

G

75% (2011) 52% (2012)

70%

HEALTH STATUS

Total fertility rate
Adolescent fertility rate
HIV prevalence among young people

1
3

GRW

5

HIV prevalence, pregnant women (15-24)
TB notification rate
Leprosy cases diagnosed and treated
Cholera incidence rate
Cholera case fatality rate

343 cases

0

4.1%

<1%

33% (under 5)(2012)

-

9.2% (2012

5%

Measles immunization coverage

100% (2012)

85%

DTP-Hb 3 immunization coverage

95% (2012)

85%

Vit A coverage (2 doses)

60% (2010)

-

TT2 immunization coverage

88% (2011)

90%

ANC first visit > 16 weeks

15% (2006-10)

60%

ANC at least 4 visits

36% (2009-10)

90%

R

Births in health facilities

58% (2011)

70%

GRW

Skilled birth attendance

62% (2010-11)

80%

GRW

8

Postnatal care coverage

31% (2006-10)

GRW

5

Malaria prevalence among OPD (lab)
Parasitemia prevalence (children)
COVERAGE OF INTERVENTIONS

27% (2010)

60%

73%/75% (2011/12)

80%

eMTCT coverage among pregnant women

77% (2011)

80%

ART coverage among those in need

65% (2012)

60%

TB treatment success rate

90% (2011)

85%

7.3% (2011)

15%

Contraceptive prevalence rate
ITN use (children/pregnant women)

1
4
GW

7

5
7

3

2

HEALTH SYSTEMS
Government expenditure on health (%)
Total health expenditure per capita

$37

Insurance coverage (CHF/TIKA)

3% (2010)

80%

Health worker density: doctors & AMO

0.9/10,000

-

Health worker density: nurse-midwives

4.9/10,000

-

Health worker density: pharmacists

0.12/10,000

Outpatient visits per capita/year
Training institutes with full accreditation

0.73 per person

30

56

Stockouts of tracer meds & vaccine
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Unified data architecture
of health events and feedback, which may occur

at individual and aggregate levels. Development
partners should support innovations that focus
on scalable sustainable national approaches, and
capacity development including public-private
partnerships, collaborative arrangements with
academia, and use of IT, as well as south-south
and peer-to-peer collaboration.

A common investment framework
Innovative Information technologies can play
a role in strengthening data sources; for example, the use of electronic patient and facility
records, application of hand-held devices for
data collection, and data sharing and exchange
through interoperable databases, which may be
located at facility, district, regional and national
levels. Countries should provide the overall legal
and policy framework for technical and other
innovations in health information. This includes
use of electronic devices for web-based reporting

The comprehensive M&E plan provides the basis
for a multiyear costing and investment framework
for M&E that government and development
partners at all levels can commit to funding
in order to monitor, evaluate and review the
national health strategy. Through a common
investment framework, the government and
its partners can identify shortfalls in funding,
as well as avoid duplication of investment (see
Box 9.3).

© WHO

The comprehensive M&E
plan provides
the basis for a
multiyear costing/investment
framework
for M&E that
government
and development partners
at all levels
can commit
to funding in
order to monitor, evaluate
and review the
national health
strategy.

Countries benefit from instituting policies and
enforcing commitment to implement a data
architecture which is integrated with the national
HIS. This includes providing comprehensive
specifications on the content and accessibility
of data sources. The availability of fully documented data standards for the national HIS
fosters compatibility between data sources
and across programme areas that maintain
separate M&E systems.
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Box 9.3

Kenya case study: roadmap for one costed M&E Plan9
In many countries, single disease-focused
M&E systems sometimes operate in isolation
instead of talking to each other and linking up
with government-led efforts. Some of these
systems gather data on indicators that do not
match up with those identified by countries
in their national health plans. This creates
inefficiencies and burdens health workers
with reporting requirements.

States Centers for Disease Control and Prevention), GAVI (Global Alliance for Vaccines and
Immunization), GIZ (Deutsche Gezellschaft für
International Zasammenarbeit), Global Fund
(Global Fund to fight AIDS, Tuberculosis and
Malaria), PEPFAR (President’s Emergency
Fund for AIDS Relief), UNAIDS (Joint United
Nations Programme on HIV/AIDS), UNICEF
(United Nations Children’s Fund), USAID (United
States Agency for International Development),
In Kenya, to support the health ministry’s WHO, and World Bank Group.
leadership in integrating these M&E systems
into a unified, more efficient framework, global The Ministry of Health (MoH) has drafted a
health partners are now working together to detailed costed roadmap to be implemented
harmonize their financial and technical by technical working groups focused on data
resources and ensure they are in line with analytics, quality of care, a new national
country priorities. During a four-day meeting health data observatory, civil registration
in Nairobi in May 2016, various stakeholders and vital statistics, and informatics.
signed a joint statement of commitments to
support a unified “One M&E Framework” and This collaborative approach will strengthen
launch the Kenya Health Data Collaborative. Kenya’s HIS through a united front supporting
Partners in attendance included CDC (United and investing in one national M&E plan.
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9.3.2 Well-functioning
data sources

No single data
source is able
to meet all statistical needs;
country HIS
should draw
upon multiple
data sources.

The broad array of health-related indicators
that need to be monitored means that no single
data source is able to meet all statistical needs.
Country HISs should draw upon multiple data
sources, led by competent country institutions
for data collection, compilation and sharing,
analysis and synthesis, and communication
and use of results. The main data sources for
health statistics as well as their predominant
characteristics are outlined below (see also
Fig. 9.6).

Census of population and housing
This is the primary information source for determining the size of a population, its geographical
distribution, and its social, demographic and
economic characteristics. Censuses provide a
denominator for the computation of vital statistics
and many health indicators, especially in the
absence of reliable information from the CRVS
systems. Ideally the census should be conducted
every 10 years, and it provides comprehensive
vital statistical data.

CRVS systems

Population-based surveys
Countries should have in place a multiyear
programme of national health surveys for monitoring progress on key aspects on population
health status, service coverage, health-related
behaviours and risk factors, and out-of-pocket
spending on health, including equity dimensions
and the use of biomarkers. A survey programme
identifies strategic priorities, periodicity and
scope of data collection and enforces quality
assurance, ethical practices, transparency
and data sharing in accordance with stringent
confidentiality protocols and in line with international standards for measurement to ensure
comparability of results between populations
and over time.

Health facility and community information
systems

All countries should have CRVS systems that
record the occurrence and characteristics of
births, deaths and other vital events to produce
fertility and mortality statistics. Statistics on
causes of death are generated from the medical
certification of cause of death according to the
standards set out in the International Statistical

Timely and reliable statistics should be produced
by health facilities (public and private) and
communities to monitor health system inputs,
disease patterns, health service provision and
outcomes, including facility-based mortality and
cause of death. Wherever feasible, electronic
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possible, verbal autopsy can be used to estimate
cause of death distributions in the population.
Sample vital event registration systems are used
as an intermediate measure to generate vital
statistics using innovative methods.
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recording and web-based reporting systems
should be used. The data are analysed and
used in combination with other sources for
planning, reviews and action at local, district
and national levels of the health system. The
facility information system includes verification
through facility assessments to monitor quality
of service delivery and care provided as well as
data quality.

Public health/disease surveillance
Public health/disease surveillance systems
detect, report, and respond to notifiable communicable diseases and other health events.
Data generated by notifications should lead to
immediate action for outbreak control. Wherever
feasible, disease surveillance and response
systems should be linked to routine facility
and community information systems. Effective
surveillance should improve detection and
prediction of epidemics, as well as provide an
objective assessment and efficient monitoring
of intervention programmes. A well-defined set
of core functions and surveillance capacities
is monitored by WHO under the International
Health Regulations.

and supplies. An electronic health workforce
registry can be used to track health workforce
statistics. Systems of health accounts and health
workforce accounts should be kept according
to international standards.

Non-health sector data sources
Data sources from other sectors could also
provide information related to the major causes
of the global burden of disease or threats to
health security, such as information on water and
sanitation, air pollution, or the education sector.

Administrative data sources
All countries should have comprehensive
databases and electronic tracking systems on
health expenditures, logistics management,
including commodities, medicines, equipment
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Fig. 9.6 Preferred data sources for core health indicators

EXAMPLE OF CORE INDICATORS
Vital events
Noncommuniable disease mortality
Suicide mortality rate
Pollution-related mortality and illness
Birth (death) registration

PREFERRED DATA SOURCES

Civil registration
and vital statistics system

Morbidity
HIV incidence
Risk factors
Malnutrition; insufficient physical activity;
anaemia; tobacco use; acceptable diet; early
breastfeeding; exclusive breastfeeding

Household surveys

Health systems
Financial protection; sexual and reproductive health (SRH) knowledge

Coverage of interventions
Prevention: skilled birth attendant; postpartum contact; syphillis
Screening: immunization coverage; Insecticide-treated nets; family planning needs
Treatment: Oral rehydration solution
treatment; Skilled birth attendants; pneumonia care seeking; Anti-retroviral therapy;

Policy environment
Country’s laws- SRH access

Health facility assessments
Household surveys

Administrative data sources
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9.3.3 Strong institutional capacity for data collection, management,
analysis, use and dissemination
All countries should have adequate institutional
capacity for health data collection, compilation
and sharing, data quality assurance, analysis and
synthesis using all relevant data sources, and
for communication and use of results. Capacity
strengthening of country institutions, including
MoH, national statistical office, and national
public health and academic institutions are
supported by global partners where relevant.

the MoH or the NSO, but sometimes a semiindependent institution plays a major role.
Providing public access to the health data is
a critical element of transparency in a sound
M&E system.

The specific areas in which capacity is required
include the following.

This should include independent assessments
of the quality of data generated from clinical
and administrative sources, ad-hoc surveys,
and other data sources. This is ideally done
by independent country institutions such as
research and academic centres, working in
collaboration with the MoH and the NSO.

Data collection
In general, the national statistics office (NSO) is
responsible for household health surveys and
vital statistics from birth and death registrations.
However, the MoH often plays a major role as
well. The MoH often leads on the compilation
of administrative and clinical data, and may
work with specific institutions to assess data
quality. In addition, facility assessments are
often conducted by the MoH, in which case,
some degree of independence is needed for
data collection, e.g. by employing staff from
training schools for the field work.

Data quality assessment, validation and
adjustment

Data analysis and performance reviews.
This involves synthesizing data from multiple
sources for the purpose of reviews, planning,
policy analysis, regional and global reporting,
and evaluation. This work is ideally carried out
by country institutions in collaboration with the
MoH and NSO. Global partners may also provide
technical assistance.

Data compilation and storage

Estimation and statistical modelling.

This involves bringing together data generated
by the NSO, MoH, researchers, donors, development partners, nongovernmental organizations
and others. This is usually the responsibility of

Focusing on key health statistics, this includes
the application of global standards, tools and
methods to correct for bias and missing values;
the generation of estimates; and forecasting for
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All countries
should have
adequate
institutional
capacity for
health data
collection,
compilation
and sharing;
data quality
assurance;
analysis and
synthesis using
all relevant
data sources;
and for communication and
use of results.

Box 9.4
planning purposes. Academic institutions as
well as data analysis staff in the MoH or NSO
have the main responsibility for estimation and
statistical modelling.

Data presentation and dissemination to different
target audiences.
The focus of data presentation and dissemination
is on major decision-making processes, where
effective communication of results may lead to
an adjustment of implementation and revisions
of plans. Global reporting should be aligned
as much as possible with national reporting.
Communicating to the general public and media
is also critical and usually requires special
skills. The responsibility for data presentation
and dissemination often lies with data analysts
in government and academic institutions, but
special communication skills are required.

Presenting data to assess equity
Achieving a goal such as UHC is fundamentally a question of equity. The figure
below provides an example of how to display
coverage inequity between the poorest
quintile and richest quintile of a population
for an array of essential health services.
Presenting measures of equity in health
service coverage

Equity
Socioeconomic inequities in coverage
Household wealth quintile:

Poorest 20%

Richest 20%

Demand for family planning satisfied
Antenatal care 1+ visit
Antenatal care 4+ visit
Skilled birth attendant
Early initiation of breastfeeding
ITN use among children <5 years
DTP3
Measles
Vitamin A (6 months)
ORT & continued feeding
Care-seeking for pneumonia
0 10 20 30 50 60 70 80 90 100

Source DHS 2007
Coverage levels are shown for the poorest 20% (re circles) and the ricket
20% (orange circles). The longer the line between the two groups, the
greater the inequality. These estimates may differ from other charts
due to differences in data sources.

The use of standard reports and graphics
(such as above) help decision-makers to
identify gaps easily and allow comparisons
in performance between local areas and
national level. Similar graphics can be used
to assess equity in terms of other population
characteristics such as geographical location,
sex, and age.
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9.3.4 Strong mechanisms for review and action
The value of an M&E platform depends on the
extent to which data are reviewed, and used to
take action to improve health outcomes (see
Box 9.5). A clear indication that results from

reviews do influence decision-making is when
they are used to guide resource allocation and
financial disbursement.

Box 9.5

Using health data in a situation analysis or sector review

Health data should be an integral part and
parcel of any health sector situation analysisI
or review. A health sector situation analysis
is an in-depth look at all aspects related to
inputs, processes, and outputs of the health
sector, i.e. a full snapshot of the sector. This
information is extremely relevant and useful
to compare and contrast with existing data
and information to better monitor progress.
If existing data and information is sparse, a
situation analysis can serve as a baseline
to inform future monitoring and evaluation
rounds. In a health sector review, the focus of

the analysis is more on medium- to long-term
trends, and on understanding root causes in
order to propose feasible and viable solutions.
A health data analysis, combined with an
examination of how activities in the health
sector have been implemented and whether
they are in line with the planned budget,
can provide a solid evidence base for policy
dialogue on why certain policies, strategies
or plans have worked or not. The figure below
demonstrates how health data is directly used
and fed into the health sector policy dialogue.

Analysis of
HEALTH DATA

Policy
dialogue on
WHY
strategies
worked or not
Analysis of
ACTIVITY
and BUDGET
IMPLEMENTATION

I For more information, see Chapter 3 “Situation analysis of the
health sector” in this handbook.
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A clear
indication that
results from
reviews do
influence decision-making
is when they
are used to
guide resource
allocation and
financial disbursement.

Strong mechanisms for review and action have
the following key attributes.

Mechanisms to provide routine feedback

Types of reviews

Feedback loops should be bidirectional, allowing
local service providers the information needed
to address gaps in coverage or quality and for
central level analysts to more effectively analyse and interpret data given local context and
information needs. Open and transparent data
systems are necessary to ensure all stakeholders
can participate fully in the review and action
planning process. This includes sub-national
levels and nongovernmental stakeholders,
among others. Service providers also benefit
from benchmarking their performance against
their peers as part of a supportive supervision
approach, rather than a review system that
penalizes open and candid examination of
achievements and challenges.

Annual review: The annual review is
focused on the indicators and targets
specified in annual operational plans.
These are mainly input, process and output
indicators. If available, coverage indicators
are also used. Annual reviews should
help inform evaluation on a regular basis.

A system of progress and performance reviews
There should be a system of joint periodic
progress and performance reviews that involves
a broad array of key stakeholders. The process
must be a transparent system in which the measures of success and methods of measurement
are documented and the results made available
for public review. Reviews should take place
at different intervals with different objectives
(see Box 9.6).

Mid-term review: This is normally conducted half way through implementation
of the NHPSP. It covers all the targets
mentioned in the strategy, including
targets for outcome and impact indicators,
and also takes contextual changes into
account. The mid-term review should
coincide with the annual review (e.g. the
third year in a five-year plan). The results
are used to adjust national priorities and
objectives.
Final review: This involves a comprehensive analysis of progress and performance
for the whole period of the NHPSP. The final
review builds upon the annual and midterm reviews, but also brings in results
of specific research and of prospective
evaluation that should be built in from
the beginning.

DC

IA

ME

OP

B

ME

PS

1

PC

SP
C

SA

LR

Box 9.6

DS

474

Strategizing national health in the 21st century: a handbook

Programme-specific reviews should not be
conducted as separate, parallel activities – rather,
they should be linked to the overall health sector
review and contribute to it. This includes both
the timing of the review and the methodology
or analyses of data required.

Evaluation is planned in advance and implemented prospectively

© WHO /Alexandre Marques

A well-designed evaluation is planned at the
same time as the development of the monitoring
and evaluation plan for the national health

strategy. Prospective evaluation combines
data from routine monitoring systems for key
indicators, complemented by in-depth studies
– both quantitative (preferably longitudinal) and
qualitative. These data are analysed together to
draw conclusions about the attribution of changes
to specific interventions and the contribution
of contextual changes. Where possible, evaluations should use data from, and strengthen,
health sector reviews. They should build upon
existing country systems and include an explicit
capacity-building and system-strengthening
objective, where appropriate.
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9.4 How can a country-led M&E platform
be strengthened?
1. Assess the key attributes of the M&E
platform as required and identify priority actions to address key gaps and
weaknesses.
A country-led
M&E platform can be
strengthened
by assessing
key attributes of the
platform and
identifying priority actions,
developing a
comprehensive
M&E plan and
reviewing and
evaluating
the platform
regularly.

The country’s M&E platform must be
assessed according to the standards and
attributes of a well-functioning platform
in order to identify its gaps, strengths and
weaknesses. Priorities should be identified
based on the gaps.
2. Review and select core set of indicators and
develop baseline and targets for monitoring
national priorities and health goals.
Based on the priorities set out in the national
health strategy, MoH – jointly with stakeholders – must review and select a set
of national core indicators. Programmespecific strategies should be reviewed
alongside the overall NHPSP to identify and
harmonize core indicators (see Box 9.7).

4. Cost the M&E plan and develop a common
investment framework as the basis for
domestic and partner investments.
A prioritized, costed action plan is the first
step in garnering resources to strengthen
the M&E platform. For each set of activities,
domestic and partner investments should
be identified and documented as a part of
a common investment framework.
5. Review and evaluate the M&E platform
regularly.
Regular planned assessments of the M&E
system are required in order to ensure
that indicators are measuring what they
are meant to; that data are generated
according to standards; that data analysis
and communication of results give the
information needed by decision-makers;
and that data management includes an
assessment of overall data quality.

3. Develop a comprehensive M&E plan, ensuring alignment of disease-specific plans and
identification of priority actions.
The M&E plan should specify the coordination and alignment of M&E processes
and mechanisms across specific programmes. The alignment of disease- and
programme-specific plans with the NHPSP
can be improved by ensuring that there is
one comprehensive national M&E plan that
specifies how it is linked to the diseasespecific M&E plans in a logical and cascading manner.
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Box 9.7

Malawi case study: “More can actually mean less”
Malawi’s process for selecting the indicators
included in the M&E framework of the country’s second Health Sector Strategic Plan
(HSSP II) began in late 2014. The list started
with 195 indicators, and was progressively
reduced. The Ministry of Health Department of
Planning and Policy Development refined the
list with collaboration of all MoH departments
and in-country health partners. Stakeholders
recognized that too many indicators place too
much of a burden on data collection efforts
and can obscure the view into the country’s
health priorities.

2. whether they correspond with the list
of 100 core indicators recommended
by WHO;

“We have a plethora of suggested indicators,”
says Dr Simon Ndira, a senior technical
advisor on health information systems at the
Ministry of Health. “But there is a general
tendency to want to capture lots and lots of
data without necessarily reflecting back to
realize that more can actually mean less.”

One major change in the list of core indicators
included in HSSPII compared to HSSP I are
measures to track newly emerging health
problems, particularly noncommunicable
diseases such as diabetes and hypertension; and multi-sectorial issues, such as
sanitation, environment and nutrition.

The criteria for selecting the core indicators
considers several factors:

As Malawi selects its core indicators, stakeholders also plan how to strengthen the
relevant sources for collecting the data,
such as the CRVS programme, and other
administrative data sources.

1. whether they are needed to track the new
health-related SDGs;

3. whether they are included in the previous
NHPSP, to allow tracking indicators
over time;
4. whether they align with programme-specific indicators; and
5. whether they make sense in the context
of Malawi’s health priorities.
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9.5 Who should be involved in monitoring,
evaluation and review?
At the request of the MoH, and under country
leadership, key stakeholders – including different
levels of government, civil society organizations
(CSOs), international development partners,
and local research institutions, among others

– should be involved through the different steps
to strengthen the M&E platform. Table 9.1
outlines some of their potential roles, which
are country-specific and should be tailored to
the context.

Table 9.1 Examples of the role of key actors in monitoring, evaluation and review

Actor

Evaluation

Lead role in the periodic monitoring of the implementation of
health policies, the utilization
of health resources, and the
attainment of health targets

Oversight of the process
Identify processes, methods and
tools to conduct the evaluation
jointly with the implementer of the
evaluation, if relevant

Coordination of the joint annual
review, mid-term review, and
others
Oversight role

Other government
institutions (ministry
of finance, NSO,
national registration
bureau …)

Collect, share and analyse
relevant information for the health
sector (e.g. births and death
registration; population denominators; expenditure tracking …)

Provide inputs (financial information
…) to the evaluation process

Provide inputs and contribute
meaningfully to the review process, including making available
the required information

National public
health institute

Disease and programme-specific
annual reviews, if relevant

Neutral and independent review
of performance and analysis of
barriers to progress in the sector

Findings from programme
reviews and other studies and
research should feed into the
joint annual health reviews

International development partners

Promote and allow mutual
accountability on delivering
development partners’ commitments and workplans in terms of
funds, supplies or services

Promote mutual accountability,
including evaluation of development
partners’ commitments, including
reporting on indicators and
behaviours set out in the compact
or memorandum of understanding
with MoH, if relevant

Promote mutual accountability,
including demonstrating how any
project support is aligned with
the national strategy

CSOs

Monitor sector performance,
highlighting shortfalls both to
the authorities as well as the
broader public

Advocate and communicate the
results of the evaluation
Provide CSOs’ views at national/
regional/provincial level

Be part of mutual accountability
processes and discuss findings
from the review

National research
institutions

Analysis of progress and trends
for coverage, utilization of
services and health status

Act as independent body to conduct
and/or complement an independent
evaluation of the performance and
progress of the sector

Findings from programme
reviews and other studies and
research should feed into the
joint annual health reviews
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9.6 When should monitoring, evaluation
and review take place?
Monitoring, evaluation and review should be
linked with the country planning cycles, when
progress and performance of the sector are
discussed and remedial actions are taken.

M&E should
be linked with
the country
planning
cycle, when
progress and
performance
of the sector
are discussed
and remedial
actions are
taken.

Fig. 9.7 illustrates how a system of reviews may
roll out over the course of a national policy and
planning cycle.

Year 1

Year 2

Year 3

Year 4

Year 5

Operational plans

Annual
review

Annual
review

Mid-term
review

Annual
review

Final
review

Progress and performance reviews and policy dialogue

Data analysis and synthesis
Systematic qualitative assesment

Surveys

Facility
data

Civil
registration

Administrative
data

Research

Leadership

Politics

Context

Fig. 9.7 Sample schedule for national health strategies’ progress
and performance reviews10

Ideally the annual reports or data products
generated should meet the needs for countrylevel programme management, global reporting,
and/or development partner reporting.
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Box 9.8

Mozambique case study: Plan as One, to Deliver as One11
Joint annual planning based on the results
of the monitoring and review processes
is essential to identify effective evidenceinformed actions, and to avoid duplication of
efforts and funding for the same activities.
In Mozambique’s Zambezia province, for
example, joint annual planning meetings
follow evaluations and reviews, identifying
effective approaches to prioritize investments
in what works. These processes are led by
the Provincial Directorate of Planning and
Cooperation, and include all departments
of the provincial health directorate, UNFPA
(United Nations Population Fund), UNICEF,
WFP (World Food Programme), donors, representatives from the districts and partners in

In the immunization area, UNICEF and WHO
have found ways to complement each other’s
work. UNICEF supports vaccine logistics,
providing fridges and cold boxes for ensuring
proper distribution and motorbikes for
supervision. WHO provides training on its
vaccine data management tool and technical
support for supervision. Such complementary
roles have helped to achieve the targets set
by the MoH on three indicators related to
immunization.

DC

IA

ME

OP

B

ME

PS

1

PC

SP
C

SA

LR

the province, including CSOs. Results of the
reviews inform planning, leading to synergistic
results between partners and MoH.

DS

480

Strategizing national health in the 21st century: a handbook

9.7 What if…?
9.7.1 What if fragmentation and/
or fragility is an issue in
your country?
Monitoring, evaluation and review of NHPSPs
in fragile contexts poses additional challenges
to the regular monitoring process. Despite the
variety of situations of fragility that have been
described in previous chapters of the handbook,
some common challenges to monitor, evaluate
and review health progress and performance
can be identified: dysfunctional policy and
institutional environment; weak or inexistent
data sources; significant data quality risks;
weak institutional capacities to analyse and use
data; inadequate operational capacity to monitor
service delivery; ad hoc or changing planning and
review cycles; limited stewardship capacities of
the public sector; and rapidly changing health
needs and priorities make difficult to standardize
a monitoring and evaluation approach.
Health partners, donors and governments have
been progressively adapting their monitoring,
evaluation and review approach in these contexts.
Various health partners have been working to
address monitoring needs in fragile situations by
focusing on a limited set of input and output indicators; adding indicators of conflict and violence
to the monitoring framework; and supporting
specific efforts of data collection, including
working with local partners and international
contractors.12 Ebola-affected countries in West
Africa have been also tailoring the planning and
monitoring cycles to the post-Ebola recovery
scenario. Sierra Leone has shortened the
overall national planning cycle, has developed
the 24-month Post-Ebola Recovery Strategy,
spanning July 2015 to June 2017, which acts as

an overarching frame for other sector strategies
and plans. This has resulted in the development
of specific sets of key performance indicators
monitored on a monthly and quarterly basis.
Potential approaches to track progress and
performance of NHPSPs in distressed health
systems or fragile contexts include those listed
below.
Adapt the monitoring, evaluation and review
processes to the changing planning cycles
(e.g. more frequent operational joint reviews
could be relevant in contexts with insufficient
and incomplete data generated by the routine
health information system).
Include specific and priority-based indicators,
such as gender-based violence indicators or
conflict-related indicators.
Increase investments in health data systems,
including verification and oversight processes,
from a health systems strengthening perspective.
Engage local and non-state actors in the monitoring process, including data collection, analysis
and use.
Gradually increase country system capacities,
in coordination with partners, government and
other actors.
Build capacity of the MoH for stronger oversight
and monitoring.
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In a fragile
context, health
partners
can adapt
monitoring and
evaluation by
focusing on
limited sets of
input and output
indicators, adding indicators
of conflict and
monitoring to
the framework,
and supporting
specific efforts
of data collection.

9.7.2 What if your country
is decentralized?
Monitoring and
evaluation in a
decentralized
context
requires
alignment
between
different levels
and feedback loops.
Monitoring
sub-national
inequalities
can inform
targeted plans
and policies.

Many countries have decentralized decisionmaking processes, including administrative
and implementation functions of the health
care system. Monitoring and evaluation in
these contexts need to be tailored, taking in
consideration some key aspects:

Monitoring and evaluation at national level in
a decentralized context

ities require inclusive policy dialogue and
systematic and regular assessments.14 Those
mechanisms – and the tools and methods
to use them – need to be adapted to the
formalized and non-formalized (especially
in regard to dialogue processes) decentralization features that are prevailing in the
country. Accountability towards the results
of monitoring and evaluation needs to be
claimed at every government level.

Alignment between national and sub-national
strategies and plans

Allowing reflections on the status of decentralization

The NHPSP should identify and lay out a
sound and comprehensive monitoring and
evaluation component.13 However, the design
of this component, or framework, needs
to be coordinated and translated to subnational documents for coherence. Likewise,
sub-national strategies should form the
basis for the national M&E framework. A
constant interaction between the national and
sub-national levels is crucial for the success,
repeatability and reproducibility of monitoring,
evaluation and review mechanisms.

When undertaking monitoring and evaluation
in a decentralized context, it is important to
consider the ways in which decentralization
has been integrated and used in all the previous planning steps. As a consequence of the
breadth of evaluation, process-related issues
might be considered as well – apart from
health-related issues. It might be beneficial
for the planning process to establish a link
between health outcomes and decentralization. For example, the set of indicators related
to health outcomes could be complemented by
political, administrative and fiscal indicators
for monitoring and evaluation purposes of
the performance of sub-national planning
features. Thus, routine data collection needs
to be adapted, since those indicators are not
always part of the collection set in many
countries.15 As a consequence of including
decentralization in the evaluation, current
responsibility, authority and accountability
arrangements might need to be adapted.II

Review mechanisms and feedback loops to
be comprehensive and inclusive to ensure
accountability
The review mechanisms chosen should be
comprehensive – not just in terms of sectoral
and programme related aspects but also in
regard to national and sub-national levels.
Thorough monitoring and evaluation activ-

II Hutchinson and LaFond (see endnote reference 15) developed a
“Conceptual Framework for Evaluating Decentralization”, which offers
a detailed guide for monitoring and evaluation of decentralization in the
health sector, with an emphasis on conceptual questions and concrete
options for action.

DC

IA

ME

OP

B

ME

PS

1

PC

SP
C

SA

LR

DS

482

Strategizing national health in the 21st century: a handbook

Monitoring sub-national regional inequalities

Sub-national M&E plans

Monitoring health inequalities between
sub-national levels can inform targeted health
programmes and policies, especially if disparities are substantial. Summary measures of
inequality can condense disaggregated data
into concise outputs, which could be used to
show trends and make comparisons.16 The
selection of appropriate summary measures
to quantify sub-national inequalities should
be carefully chosen (i.e. pairwise differences
and ratios), to provide a good understanding
of sub-national-level inequalities to policymakers, partners and civil society, among
others, and thus to facilitate targeting and
deploying interventions to disadvantaged
subpopulations.

Countries that have been going through devolution processes, such as Kenya, have created
a new layer of sub-national government, with
allocated resources and prescribed functions.
Access to sub-national-level data to monitor
performance is paramount to track progress
and performance of the sub-national health
sector strategic and investment plans. Kenya
has updated its M&E roadmap to ensure the
M&E needs of its counties are identified and
eventually addressed, including strengthening
counties’ analytical capacities.17

Special issues to consider for monitoring and
evaluation at sub-national level
Selection of tools and assessment methods
The analysis and assessment tools that
will determine the success and validity of
the M&E exercises, as well as increase
accountability towards its results need to
be selected according to the features of the
health system. It is important to ensure
consistency and comparability across the
different sub-national levels and to support
those levels (capacity and financial) to be
able to analyse and use the data.
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9.8 Conclusion
There is a growing interest and demand for quality
data for decision-making and accountability. A
strong monitoring, evaluation and review platform
is needed to track progress and performance of
the national health strategy; to report progress
on health-related SDGs and regional and global
monitoring of priority health issues, including
health inequalities; and to provide the basis for
accountability and policy dialogue.
A single country-led platform brings together
all the elements related to monitoring, evaluation and review of the health sector plan,
including national policy and plans relating to
M&E and country HISs, well-functioning data
sources, institutional capacity for data collection,
management analyses and use, as well as the
country review processes for planning and
decision-making.
Aligning partners and governments around a
country-led M&E platform is a unique opportunity to scale up enhanced technical support
for strengthening country M&E capacities and
data systems. A robust country-led monitoring
and evaluation plan should form the basis for
strengthening the country M&E platform and
for improved alignment of domestic and partner
investments. More on this approach can be found
at: http://www.healthdatacollaborative.org/.
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Annex 9.1
Template/outline of an M&E plan
Chapter 1: National health strategy as basis
for results and accountability

Chapter 3: Monitoring and evaluation
framework

1.1 Goals and objectives of the national health
strategy
1.2 Current status of the health information
system
1.3 Process for development of the monitoring,
evaluation and review component
1.4 Disease- and programme-specific monitoring, evaluation and review alignment

3.1 Monitoring and evaluation framework
3.2 Indicators
3.3 Data sources
Data collection needs for all core indicators
Critical data gaps and weaknesses and
how to address these
Data management
3.4 Data analysis, synthesis and quality
Data analysis and synthesis work
Regular assessments of progress and
performance
Processes for data quality assurance
3.5 Evaluation component
3.6 Data dissemination and use
Analytical outputs and responsibilities

Chapter 2: Institutional capacity
2.1 Key country-led coordination mechanisms
2.2 Roles and responsibilities of key country
institutions and stakeholders
2.3 Country capacity-building strategy

Chapter 4: Country mechanisms for review
and action
4.1 System of joint periodic progress and performance reviews for use in decision-making
4.2 Links between programme-specific reviews
and the general health sector review
4.3 Decision-making processes for remedial
action and financial disbursement
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For the national health planning process,
regulation represents a key means by which
a government gives effect to its health policy
preferences, especially through the exercise
of a government’s law-making powers. The
last 25 years have
seen major changes to the way that governments organize themselves, provide services
and make and implement policy. A range of
decisions that were once taken by a health
minister or a health ministry are now taken by
regional and local government, autonomous
public sector agencies, private firms, nongovernmental organizations and individuals. As
a result, regulation has grown in importance
as a key lever for governments to affect the
quantity, quality, safety and distribution of
services in health systems.
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Summary

What is law and regulation?

Why is law and regulation important?

The term “regulation” is commonly used in
two ways.

National health planning process: Law and
regulation set the ground rules for the health
planning process.

First, it is used in a narrow sense to describe a
category of delegated decision-making involving
the use of secondary legislation.
However, in this publication the term is used
in a second and broader sense to cover the use
of instruments of various types for the implementation of socioeconomic policy objectives
and includes laws.

Laws are rules that govern behaviour.
Laws can be made by a legislature, resulting
in primary legislation (often called statutes or
acts), by executive or local government through
the issue of secondary legislation (including
decrees, regulations and bylaws), or by judges
through the making of binding legal precedent
(normally in common law jurisdictions).

National Health Policy/Strategy/Plan (NHPSP)
implementation: Law and regulation are key
implementation mechanisms for translating
major health policy objectives into action through
the setting of standards and requirements and the
use of sanctions and incentives to exert leverage
over the health system (and its participants).

When should work on law and regulation
take place in the national healthplanning process?
Thinking about law and regulation should take
place at the start of the planning process. It is
important for key actors involved to understand
any legal rules and requirements that relate to
how the process should be carried out.
Specific issues about law and regulation should
be taken into account during the various planning activities; for example, regulatory analysis
should take place as part of a country’s work on
its health-sector situation analysis, and when
developing options for legal and regulatory interventions to give effect to the country’s NHPSP.
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Who should be involved in work on law
and regulation?

Identify other key people that you need to work
with on law and other forms of regulation.

The many people involved in work on laws and
other forms of regulation, include political
decision-makers, lawyers, policy analysts,
health planners, health providers, health professionals and members of the public. The
roles of the various actors vary, and encompass
decision-making, resource mobilization and
provision, contribution to the policy/regulatory
dialogue, and implementation.

Map out any specific tasks that need to be carried
out on law/regulation as part of your work on
NHPSP implementation activities, and factor
in work on these tasks as part of the process.

How do we go about work on law and

Note: Work on law and other forms of regulation
should not be regarded as a separate process, but
should be an integral part of a country’s health
policy dialogue engaging stakeholders from health,
finance and other ministries, civil society, nongovernmental organizations, international agencies,
academic institutions, professional associations
and communities. A similar approach should be
taken when implementing law and regulation.

regulation?
At the beginning of the process make sure that
you understand any legal requirements to be
met as part of running the planning process,
including legal requirements relating to the
budget process. Read any relevant laws and
guides; get legal advice if necessary.

As it proceeds, assess at each stage in the
process what issues, tasks and inputs you need
to consider with regard to law and other forms
of regulation.

Meet with the ministry of health’s policy and
legal team to discuss your respective roles in
any work on law and other forms of regulation,
and discuss how this work might affect the
planning process.
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10.1 What do we mean by law and regulation?
10.1.1 Some key concepts
Regulation
Regulation is:
(a) the promulgation of rules by government
accompanied by mechanisms for monitoring
and enforcement (usually assumed to be
performed through a specialist public agency);
(b) any form of direct state intervention in the
economy, whatever form that intervention
might take; or
(c) all mechanisms of social control or influence
affecting all aspects of behaviour, from
whatever source.
The first aspect, the promulgation of rules by
governments, inevitably involves the exercise
of a government’s law-making powers, so the
first dimension of the definition relates to the
use of laws and legal tools to affect behavioural
change. For example, a government may put in
place mandatory rules requiring the operators of
a health facility to obtain an authorization before
they provide services, and impose sanctions
where the rules are not obeyed.

The second aspect refers to other regulatory
tools a government can use to control or influence
conduct in the health system. Possible regulatory tools include economic tools and market
instruments (such as tobacco taxes, nursing
school quotas or drug pricing mechanisms)
and disclosure regulation (such as requiring
health providers to disclose certain information
to consumers to empower them to make better
choices).1,I
The third aspect of the definition reflects that
increasingly, regulation is carried out by nongovernment actors as well as by government. This
last aspect illustrates that governments have a
choice: do they regulate themselves, or do they
allow nongovernment actors to self-regulate?
A good example is where a government has
chosen to allow a health professional group to
self-regulate and set the rules of conduct for
its members.

I Disclosure regulation is designed to address information asymmetry.
Health care organizations are required to provide open and transparent information to consumers and competitors on price, quality and
quantity.

Chapter 10 Law, regulation and strategizing for health

497

While all
governments
regulate,
regulation
is also made
by non-state
actors.
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Box 10.1

Examples of the different aspects of regulation
The use of other regulatory tools
(e.g. incentive-based regulation)

Turkey provides a good illustration of how
rules made by governments can lead to
positive behavioural change (consistent
with a government’s policy intentions). To
implement its policy to reduce smoking
related diseases, Turkey introduced laws
to impose tobacco taxation, ban tobacco
product advertisements and smoking in
public places. These interventions have led
to a reduction in the proportion of tobacco
smokers in the adult population.2

Demand-side incentives, such as conditional
cash transfers or vouchers to encourage
the uptake of primary health care, are now
being implemented in many Latin American
countries and in Asia. These provide direct
financial support to families for achieving
specific targets, such as attending antenatal
care or delivery in a health facility with trained
professionals.3

© WHO /Sergey Volkov

The promulgation of rules by
government

Regulation by nongovernment actors
Many countries regulate their health workers
using a self-regulatory model, e.g. the Indian
Medical Council Act 4 allows the medical council
to regulate professional conduct of medical
practitioners by prescribing standards, and
a code of ethics for medical practitioners.
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Law is a key
type of regulation and is used
to encourage
or change
behaviour.

Law

Legislation

Law is one of the most important types of
regulation.

Legislation is a catch-all phrase to cover the
different types of laws made by a country’s
legislature or other law-making body. The
term legislation covers two main types of law:
primary legislation and secondary legislation.

Laws are rules that govern behaviour, backed
by coercive force and made by a legitimately
constituted nation state.5 Laws can be made
by a legislature, resulting in primary legislation
(often called statutes or acts), by executive or
local government through the issue of secondary
legislation (including decrees, regulations and
bylaws), or by judges through the making of
binding legal precedent (normally in common
law jurisdictions).

Primary legislation refers to statutes made by
national legislatures (or by state legislatures
in federal systems). Primary legislation usually
defines broad powers and principles. However,
as it is not always appropriate or possible for
primary legislation to address all the technical
details, systems and structures that are needed
for implementation, these details are set out in
secondary legislation.
Secondary legislation refers to laws made by
executive or local government (examples include
decrees, regulations, rules, orders and bylaws).
Secondary legislation defines necessary technical
details, as well as the systems and structures
required to give full effect to primary legislation.
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Box 10.2

Some examples to illustrate the differences between primary
and secondary legislation
Nigeria

Cambodia

In 2014 Nigeria passed a National Health
Act (an example of primary legislation) to
provide a legal framework for the provision
of health services. The Act ascribes health
services roles and responsibilities to different
tiers of government and to nongovernmental
organizations. The operational details of the
Act and its implementation have been left to
secondary legislation, policy and administrative arrangements. For example, Part II of
the Act provides a framework for regulating
health establishments and technologies. The
details of the framework are, however, left to
secondary legislation, which will prescribe
details about the classifications of health
establishments and technologies under the
Act, based on:

In Cambodia’s hierarchy of laws, matters
of broad legal principle, key functions and
powers and institutional arrangements are set
in higher-level “laws” and royal decrees, with
sub-decrees, ministerial orders, decisions,
circulars and local regulation used to clarify
meaning and intent and provide for practical
implementation (see the diagram below).

their role and function within the national
health system;
the size and location of the communities
they serve;
the nature and level of health services
they are able to provide;
their geographical location and demographic reach;
the need to structure the delivery of
health services in accordance with
national norms and standards within
an integrated and coordinated national
framework;
and in the case of private health
establishments, whether the establishment is for-profit or not.

THE CONSTITUTION

The supreme Law of the Kingdom of
Cambodia (21 September 1993)

LAW
(CHBAB)

Adopted by the National Assembly and the
Senate, and promulgated by the King

ROYAL DECREE
(PREAH
REACH KREZ)

Executive regulation issued by the King or
the acting head of State following a request
from the Council of Ministers

SUB DECREE
(ANU-KRET)

Executive regulation prepared by relevant
ministries, and adopted by the Council of
Ministers and signed by the Prime Minister

MINISTERIAL ORDER
OR PROCLAMATION
(PRAKAS)
DECISION
(SECH KDEI SAMRACH)

Ministerial or inter-ministerial decision
made at a ministerial level, prepared and
signed by the relevant minister(s)
Made by the Prime Minister or relevant
Minister(s) and use for a temporary purpose.
Decisions can also be issued by the Constitutional Council (final and binding)

CIRCULAR
(SARACHOR)

Administratative tool used at the ministry
level or higher authority. It is signed by the
Prime Minister or relevant Minister(s) (not
legally binding)

LOCAL REGULATION OR BY-LAW
(DEIKA)

Legal rule issued by local councils at
sub-national level. They have force of law
only within the territorial authority of the
relevant local council.
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10.1.2 Ways in which law and regulation are used in the health sector
The strength of law and regulation comes from
its power to:
create and recognize rights;
impose obligations and penalties;
establish permanent institutions and institutional arrangements.II
Governments use laws and other forms of
regulations in three broad ways.

Law and
regulation help
implement
national
health policy,
establish
rights, rules,
and safeguards
and help
assure health
security.

LR
OP

B

In health systems where contracts are used
to govern the provision and receipt of services, governments will also make laws to
establish the legal basis for contracting in
the system, and to establish the rights and
responsibilities of buyers (patients) and
sellers (health providers and insurers).
This legal framework may be set out in a
country’s general contract laws and commercial laws (such as laws which prohibit
anti-competitive behaviour) and in specific
health laws (such as laws governing health
insurance transactions).

3. Third, governments regulate to protect
members of the public from harm or from
the adverse effects of unconstrained business activities in the health system (and to
address market failure and inefficiencies
in the health system). For instance, private
providers might want to segment markets
to concentrate on profitable market niches,
such as patients with easy-to-treat conditions,
or patients with higher incomes. In those
circumstances, laws and other forms of
regulation might be required to oblige (or
incentivize) private providers to provide a
broader range of services and allow service
access regardless of patient income. For
example, see Box 10.4.

II For example, see the discussion about the use of legislation to sustain and formalize the operation of Thailand’s National Health Assembly (Box 10.9).

III The International Health Regulations 2005 are an international legal
instrument that is binding on over 196 countries, including all of the
member states of WHO.
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2. Second, governments regulate in order to
advance important policy objectives for their
health systems, such as providing universal
access to health services, establishing social
protection floors, encouraging the efficient
and equitable use of resources, or ensuring
compliance with a country’s international
obligations - for example, the International
Health Regulations.III For examples, see
Box 10.4.
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1. First, countries regulate to establish the
legal architecture for the health system to
ensure cohesion and efficiency. A health
systems law establishes legal responsibility
and accountability for the performance of key
health-system functions (planning, priority
setting, financing, service provision, integrity
and supervision, etc.). For example, see
Box 10.3 on the United Kingdom’s National
Health Services Act.
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Box 10.3

The structure for the NHS established by the Health and Social Care Act 20126
The Health and Social Care Act 2012 provides for an extensive reorganization of the structure of
the National Health Service in England (see the diagram below).

Department of Health
Monitoring &
Regulation

Commissioning

Training &
Development

Trust
Development
Authority
Public Health
England

NHS England

Health
Education
England

Healthwatch
England

Clinical
commissioning
groups

Commissioning
support units

Healthwatch
Local

Local
Authorities

Healthand Wellbeing Board

Monitor

Care Quality
Commission
Local
Education
& Training
Boards

Secondary
care

Community
services

Mental health
services

Rehabilitation
services

Local
public health
services

Specialised
services

Offender
healthcare

Armed forces
healthcare

screening,
Immunisation,
young
children

The National Medical Director
of NHS England is responsible
for clinical policy and strategy,
promoting a focus on clinical
outcomes, enhancing clinical
leadership and promoting
innovation.

NICE

Locally commissioned services

Primary
care

The Chief Medical Officer
is the UK government’s principle medical and scientific
adviser, the professional lead
for doctors in England, and
the professional lead of all
directors of public health in
local government.

The Chief Nursing Officer
is the professional lead for
nurses and midwives in
England and oversees quality
improvements in patient safety
and patient experience.

Data &
Evidence

Healthcare services

The Secretary of State for Health
has overall responsibility for
the work of the Department
of Health (DH). DH provides
strategic leadership for public
health, the NHS and social
care in England.

Health and
Social Care:
Information
Centre

Nationally commissioned services

Chapter 10 Law, regulation and strategizing for health

Local
education
providers

The Chief Professional Officers
(including the Chief Scientific
Officer, Chief Dental Officer,
Chief Pharmaceutical Officer
and Chief Health Professions
Officer) are the heads of their
respective professions and
provide expert clinical advice
across the health system.
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Box 10.4

Examples of the different aspects of regulation
Health systems laws which establish the
basis on which a country’s health system
is organized, governed and financed.
Laws which protect public health from
communicable diseases or other public
health risks, providing for public health
surveillance and powers to take action
to prevent the spread of disease or other
public health risk. (These laws should be
consistent with a country’s obligations
under the International Health Regulations 2005).
Laws which regulate the quality of health
service provision.
Laws which provide for health system
financing, such as social health insurance laws.
Laws which regulate the operation of
hospitals, clinics or other health services.
Laws which establish social protection
floors (a basic set of social rights derived
from human rights treaties, including
access to essential services – such as
health, education, housing, water and
sanitation, and others, as defined nationally – and social transfers, in cash or in
kind, to guarantee income security, food
security, adequate nutrition and access
to essential services).

Laws which control the required training,
qualifications and practice standards of
health workers.
Laws governing the treatment and care of
people with mental disorders.
Laws which regulate the safety and efficacy
of medicines and medical devices.
Laws which regulate the manufacture,
marketing and sale of food.
Laws which protect patient rights.
Laws which address noncommunicable
disease risk factors including:
tobacco consumption (where parties to
the Framework Convention on Tobacco
Control IV should ensure that their tobacco
control laws comply with the Convention’s
requirements);
the harmful use of alcohol;
diet-related diseases (such as laws
which control the marketing to children
of foods and beverages which are high
in fat, sugar or salt).
Laws which regulate the collection and use
of health information (including protecting
patient privacy).

IV The Framework Convention on Tobacco Control (FCTC) is an international treaty negotiated under the auspices of WHO to respond to the
globalisation of the tobacco epidemic.
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10.2 Why do we need law and regulation in the
national health planning process?
Law and Law and regulation in the context of the national
regulation in health planning process serves two key purposes:
national health
planning
is used to (a) to establish a legal roadmap for the national
establish a
health planning process; and
legal roadmap
for the
(b) as a key implementation mechanism, to
process and
translate major health policy objectives
as a key implementation
into action through setting standards and
mechanism to
requirements and the use of sanctions and
translate policy
incentives to exert leverage over the health
objectives into
system (and its participants).
action.

Box 10.5

An example of using law to
give effect to health policy
As part of its policy of ensuring “health
access for all”, Burkina Faso passed a new
law on universal health insurance in 2015.
The passage of this law represents a major
achievement as it enshrines the “right to
health” in a legal framework designed to
increase access to health services while
reducing the risk of financial hardship for
paying for them.
The key features of the new law are:
the provision of basic health protection
for the whole population via a pooled
fund;
mandatory enrollment in the fund
based on a person’s ability to pay and
with government subsidizing the poor;

© David Clarke

benefits paid on the basis of health
need rather than on the ability to pay.
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10.2.1 A legal road map for the
national health planning
process

Laws about national health policies, strategies
and plans

In some countries there are laws that set out
what is in effect a legal road map for the national
health planning process. This road map needs to
be studied carefully to decide which issues are
of most concern and require action with regard
to a country’s national health planning process.

For the national health plan/strategy a country
may have a law that:

This road map may consist of:
(a) law(s) which deal with the establishment of
a national health plan or strategy;
and/or
(b) law(s) which establish the rules for establishing and approving a country’s health budget.
Potential actionable issues within these two main
road map areas are described further below.

requires the country to have a health strategic plan;
tasks an agency or person with the making
of the plan (e.g. a health ministry or a health
minister);
describes the key content that must be
included in such a plan;
prescribes who must be consulted on a
plan and how;
requires a certain process to be followed to
finalize the plan;
requires reporting against the plan to an
oversight body (for example, a country’s
national assembly/legislature).
The purpose of this sort of law is twofold.
To provide a sustainable mechanism for
national health planning (if the requirement
to make a plan is a legal duty, it is far more
likely to happen than if the requirement is
an administrative matter).
To provide a legal obligation to adhere to a
mechanism that is designed to give national
coherence for health policy (especially if a
law provides that all sub-plans or activities should be consistent with the national
health plan – an especially important issue
in decentralized health systems).
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Laws help
formalize
and create a
sustainable
basis for the
planning
process.

Box 10.6

The New Zealand Public Health and Disability Act 2000
(NZPHD) – an example of a legal framework for health
strategy formulation and planning
The NZPHD Act establishes the structure
underlying public sector funding and the
organization of health and disability services
in New Zealand. It establishes district health
boards (DHBs), and sets out the duties and
roles of key participants, including the Minister of Health, Ministerial committees, and
health sector provider organizations. DHBs
are responsible for providing or funding the
provision of health services in their assigned
districts (with disability support services and
some health services funded and purchased
nationally by the Ministry of Health).
Setting a strategic direction
The NZPHD Act also sets the strategic
direction and goals for health and disability
services.
Section 8 of the Act requires the Minister of
Health to determine a strategy for health
services, called the New Zealand health
strategy, to provide the framework for the
Government’s overall direction of the health

sector in improving the health of people and
communities. Section 8 also requires the
Minister who is responsible for disability
issues to determine a strategy for disability
support services, called the New Zealand
disability strategy, providing the framework
for the Government’s overall direction of
the disability sector in improving disability
support services.
Planning frameworks and requirements
Section 38 of the NZPHD7 provides for the
formulation of annual plans by DHBs. This
section requires that every plan must address
local, regional, and national needs for health
services; how health services can be properly coordinated to meet those needs; the
optimum arrangement for the most effective
and efficient delivery of health services; and
must reflect the overall direction set out
in, and not be inconsistent with, the New
Zealand health strategy and the New Zealand
disability strategy.

Parliament

Minister of Health

District Health Boards
Develop and review The New Zealand Health Strategy
Negotiate Crown Funding Agreements that set out the relationships between the Crown and DHBs
Issue Operational Policy Framework (comprising detailed rules for funding and delivery of
services and management of assets

Ministry of Health
Negotiates Crown Funding Agreements with the Minister
Draws up District Strategic Plans and District Annual Plans, which must be consistent with The New
Zealand Health Strategy
Produces (non-statutory) Quality Plans Outlining strategy and organisational arrangements for quality
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Accountable directly
to Parliament
Statements of Intent
Annual Reports

Laws governing the budget process

Another important category of laws which
impact on the national health planning process
are budget laws.
Most countries have norms governing the
operation of their national budget process. In
an increasing number of countries, the norms
governing the national budget process (for
historical reasons or because of budget reforms)
have been made into legally binding rules
(incorporated into a country’s budget laws).8
There are a number of key reasons why countries
establish the rules around their budget processes
in their laws. For example, to:
enhance the transparency of the budget
system and its accountability for expenditure;
clearly specify the financial powers of the
legislature and the executive;
provide clear operational rules for the budget
system;
ensure that budget rules have sufficient
authority;
elaborate on constitutional requirements
for the budget system;
reform the budget system;
contribute to macroeconomic stability.

In countries where rules about the national
budget process and budget system have been
incorporated into the law, the legal approaches
they have taken can vary widely though usually
involve a hierarchy of laws made up of a country’s
constitution, an organic budget law and financial
regulations.
The level of detail and specifications vary greatly
The constitutions of many countries specify the
general roles of the legislature and executive,
including a few essentials for budget processes;
other countries’ constitutions contain an entire
chapter devoted to the budget and to public
finance.
The details can be found in overarching laws
as well as lower-level regulations
In some countries, the content of budget laws
designed to support the annual budgeting
processes is confined to setting out key principles concern to the legislature. The details of
budget processes are then set out in lower-level
regulations. In other countries, laws contain
very specific provisions about all of the main
stages of the budget process.
Budget laws can sometimes hold a special status
A few countries have given special status to
budget-system laws. In these cases, constitutions require that a law specifies the schedule
and procedures by which the budget should
be prepared, approved, executed, accounted
for, and final accounts submitted for approval
(sometimes referred to as an organic budget law).
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A legal framework for the
health budget
enhances good
governance
for the health
sector, transparency and
accountability.

Box 10.7

An example of a legal
framework for budget laws
Rwanda has a legal framework for public
finance management established by the
Rwandan Constitution 2003 and the Organic
Budget Law 2006.
The Constitution and the Organic law provide
that the main institutions responsible for the
budget are Parliament, Cabinet, the Ministry
of Finance and Economic Planning and the
Office of the Auditor General. Under the
Constitution, the Chamber of Deputies is
responsible for receiving and debating the
annual finance bill before it becomes finance
law with the concurrence of the Senate. The
Cabinet, as the Executive, is responsible for
the formulation, preparation and submission
of finance bill to the Chamber of Deputies.
The Executive is also responsible for budget
execution, once the bill has become finance
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The Organic Budget Law and the accompanying Financial Regulations set out detailed
procedures for the control and use of public
funds.
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law. The Constitution also establishes the
Office of the Auditor General. This Office
provides independent assurance that governmental activities are carried out, and
accounted for, consistent with Parliament's
intentions. The Auditor General is required
to submit an annual audited financial report
to Parliament. The audit report indicates the
manner in which the budget was utilized,
unnecessary expenses that were incurred
or expenses which were contrary to the law,
and whether there was misappropriation or
general misuse of public funds.
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10.2.2 Law and regulation
as a key implementation
mechanism for health
policies and plans
Law and other forms of regulation are key tools
for implementing health policy and plans.
Specifically law and regulation can support
work on:

Laws and
regulations are
key tools for
implementing
health policy
and plans.

© shutterstock

achieving desired policy outcomes; and
the management of specific inputs and
processes which impact on health system
performance (see Table 10.1 for examples
of how law and regulation and contribute
to elements of health system performance
relevant to Universal Health Coverage [UHC]).
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Table 10.1 Law and regulation and health system performance

HEALTH SYSTEM
OBJECTIVES

EXAMPLES OF
REGULATORY STRATEGIES

EXAMPLES OF POSSIBLE
REGULATORY TOOLS AND APPROACHES

Extend access to
services relative
to people’s health
needs

Minimize barriers to service
access
Prevent discrimination (age,
gender and disability)
Focus on reducing inefficiency
in the health system
Develop equitable and transparent criteria for distributing
health resources
Empower service users to
claim access rights

Establish a list of essential health services
and clear access criteria
Establish mechanisms for ensuring access
based on the criteria (e.g. through a law or
through a contractual mechanism)
Require the provision of information about
health services and access criteria
Legislate to prohibit specific activities which
interfere with access rights
Legislate to prohibit discrimination
Establish patient-rights laws and charters
Provide dispute resolution mechanisms to
ensure access rights
Use tax policy and subsidy
Establish gatekeeping requirements

Financial risk
protection

Minimize inefficiency
Develop mechanisms for
pooling funds
Promote the development of
sustainable funding mechanisms
Ensure transparency and
accountability in the health
financing system

Provision of universal services funded
through tax revenues
Tax policy and subsidies
Price controls
Contracting and tendering processes
Regulation of the health insurance market
(for example licensing of insurers,
prudential supervision, information provision, requirements to maintain reserves)
Mandatory information disclosure (for example, freedom-of-information laws)
Auditing and reporting mechanisms
Mechanisms for addressing corruption and
unauthorized charges for services
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HEALTH SYSTEM
OBJECTIVES

EXAMPLES OF
REGULATORY STRATEGIES

EXAMPLES OF POSSIBLE
REGULATORY TOOLS AND APPROACHES

Increase service
coverage and
quality and
effectiveness
relative to
population need

Ensure access to essential
medicines
Assure the quality, safety and
effectiveness of services
Focus on reducing inefficiency
in the health system
Promote the development of
sustainable funding mechanisms
Incentivize the private sector
to align its goals with the
government’s desired social
outcomes
Improve clinical outcomes and
effectiveness

Generic substitution
Price controls
Maintenance of essential medicine lists and
access criteria
Control of prescribing practices
Taxes and subsidies
Contracting mechanisms
Establishment of agreed priorities and
outcomes for private sector service provision linked to incentives and sanctions for
non-performance
Control of noncommunicable disease (NCD)
risk factors
Use of clinical guidelines
Regulation of services (e.g. licensing,
certification, accreditation)
Regulation of health professionals (entry
criteria, competence and fitness to practice)
Prohibition of anticompetitive behaviours
Provision of incentives to work with at-risk
or underserved groups
Laws and mechanisms for controlling
corruption
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10.3 When should
legislation be
used?

Governments
are limited and
held accountable by the law.

10.2.3 Law and constraints on
government powers

Legislation is a means to an end, one of a number
of regulatory tools that can be used to achieve
a particular policy outcome.

As well as enabling government action, the law
also provides the means, both constitutional
and institutional, by which the powers of the
government and its officials and agents are
limited and held accountable under the law.
Checks on government’s powers take many
forms. For example in some countries there
is a formal separation of powers between the
three branches of government: legislature, the
executive government and the courts, where each
branch is given powers to check and balance
the other branches.

For example, a country may wish to establish
a strategic health plan that binds government
and nongovernment organizations to follow
a particular approach. One way to meet this
objective might be to pass a law to bind all these
actors to act in accordance with the desired
approach. However, this might not be necessary
where these actors have incentives to follow the
approach. For example, there may be a broad
consensus about it or financial incentives which
encourage the actors to follow it. In that situation
passing legislation might not be necessary.

There may also be institutional checks and balances on the operation of executive government;
examples include checks on government power
by the legislature, the judiciary, and independent
auditing and review agencies. In addition to
these checks and balances, a country may also
have controls which hold government officials
accountable for misconduct.

It follows that when deciding between the use of
law, a regulatory approach or a non-regulatory
approach to achieve a particular policy objective,
careful consideration should be given to the
advantages and disadvantages and the practicalities of implementing the different options.
Here, Regulatory Impact Analysis (RIA) provides
a systemic approach to critically assessing
the positive and negative effects of the various
alternative approaches (see Box 10.10).

What is important is that key actors involved in
the planning process should understand any legal
rules and requirements that relate to how the
policy and planning process should be carried
out. They should also ensure that in carrying
out their work they act in accordance with any
policies, procedures and rules that apply to their
organization or to them individually.
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10.4 Who should be involved in work on law
and regulation? What are their roles and
responsibilities?
Work on law and other forms of regulation
covers technical health issues, policy dialogue,
consideration of legal issues, political processes,
planning and resource mobilization. It follows
that many different actors are likely to be
involved, including political decision-makers,
lawyers, policy analysts, health planners, health
providers, health professionals and members
of the public.

To help health planners (and others) identify
people with whom they may need to work on
laws and other forms of regulations, a summary
of the key actors and their roles is set out in
Table 10.2.

Table 10.2 Key actors and their roles in health law and regulation

ACTOR

ROLE

Political decisionmakers (e.g. ministers
of health, other
members of executive
government)

Advocate for the need for law or other forms of regulation
Mobilize resources
Make the ultimate decision on approach
Provide political leadership and support for regulatory approach
(whether laws or some other regulatory approach)

The health policymaker

Establish the policy objectives
Coordinate the process
Undertake analysis
Provide advice to the ultimate decision-maker on how to proceed
Evaluate the ultimate success of the chosen regulatory tool

The health planner

Confirm that the objectives of the work are aligned with national
plans for the health sector
Ensure there is sufficient space within the health work
programme to devote to a proposed law or other form of regulation
Contribute data for the situation analysis
Provide information about the costs and benefits of various alternative regulatory approaches (including the use of law)
Help with planning for implementation
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Work on law
and regulation
should be well
integrated
into policy
and planning
processes.

ACTOR
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Provide input during the situation analysis
Help generate regulatory solutions (laws and others) that will work
in practice
Supervise and enforce the new regulatory approach

Other government
agencies (for example
the ministries of
justice and finance)

Ministry of justice to provide input on legal principles and legal policy
It may also be involved in the drafting and making of any necessary
laws
Finance ministry will be involved in discussions about the economic
impact of any new law or other form of regulation and its cost to
government and the regulated sector

State, regional or local
governments
(in countries with
decentralized health
systems, national
governments work
with state, regional
and local government
on health sector
regulation)

Have input into the process of establishing policy objectives
Provide input during the situation analysis.
Help generate regulatory solutions (laws and others) that will work
in practice
Be part of the process of approving the preferred option
Act as regulator, supervising and enforcing the new regulatory
approach

The public

Provide input for the situation analysis, for example: how does the
current situation in a country affect the public in practice
Help generate solutions

The subject of the
proposed regulation

Provide information for situation analysis, information about the
impact of the chosen type of regulation (laws or otherwise) on the
subject group (including costs)
Help generate solutions
Help to explain any new regulatory mechanism to staff and partners

Civil society
organizations

Representing public and community interests in the process
Promoting equity, and the interests of disadvantaged groups
Negotiating public health standards and approaches
Building policy consensus, disseminating information about laws or
other forms of regulation
Enhancing public support for a proposed approach
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ACTOR

ROLE

Professional
associations

Provide information for the situation analysis
Provide input on behalf of their members
Help with the generation of solutions
Help build consensus with their memberships about the use
of law or other forms of regulation
Help explain the requirement of new laws or other forms of
regulation to their members

Donors

Provide resources for the law-making/regulatory process
Provide information for the situation analysis
Contribute to work on the development of regulatory options

International partner
agencies

Provide independent guidance and advice about the use of laws
and other regulatory approaches and solutions
Provide technical assistance to support the process
Act as a facilitator or coordinator in the process

The law-making body
(e.g. legislature or
executive government)

Provide a forum for political debate on a proposed new law
Provide a forum for stakeholder comment on a draft law
Create a new law or changes to an existing law

The courts

Provide guidance on the requirements of regulatory tools
(especially laws)
Make binding rulings on disputes
Provide a means for people to enforce their legal rights
Ensure that regulators follow due process when applying the
regulatory approach
Impose and enforce sanctions for breaches of new regulatory
requirements

The media

Provide information about the process to encourage participation
by a range of the actors described above
Help people understand the requirements of the new regulatory
approach
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A health planner should
ensure consideration of the
following issues: a checklist
Health planners should
understand any legal rules and
requirements, both in relation
to the preparation of a country’s
National Health Plan/Strategy and
in relation to the country’s budget
process.
Copies of relevant laws and
guidelines should be reviewed (for
example those about the process
of making health strategies or
plans and relevant laws about the
budget cycle), and legal advice
taken where necessary on how to
meet any related obligations, to
ensure that any legal requirements about making plans are
complied with (such as specific
consultation requirements).
Planning processes and
procedures should be designed
and implemented so as to meet
relevant legal requirements.
Health planners should work
closely with finance ministry officials to ensure that the requirements of a country’s budget laws
are understood and complied
with.
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10.5 How do we go about work on law and
regulation in the context of national health
planning?
10.5.1 Specific law and regulation issues to consider during each
stage in the national health planning process
Issues about legal/regulatory matters should
be considered during these various stages:

Population consultation
There are two main ways that law and regulation
are relevant to the population consultation stage
of the national health planning process.

Some
countries
have legal
rules about
consultation.

First, there may be legal rules and requirements
about consultation. For example, there may be
rules about consultation in a law or established
legal conventions, or duties about consultation
that are enforced by the courts. The rules might
apply to:
who is to be consulted;
how they are to be consulted;
how long they have to respond;
what should be done with any feedback from
those consulted.
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Here it might be necessary to consult the population on the details of the legal/regulatory
proposals or issues under consideration. This
is done to:
inform people about the issue or problem
and the government’s objectives;
gather required information to permit analysis
of legal/regulatory options and to feed into
work on the design of the law/regulation;
facilitate collaboration and solution generation;
gather information for a regulatory impact
assessment (see the discussion below about
stages 4 and 5 of the national health planning
process);
attempt to generate a consensus position/
support for the legal/regulatory proposal.
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The second way that law or other forms of
regulation relate to the consultation process is
where they are proposed for use to give effect
to a government’s policy preferences or to help
solve health system problems.
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Box 10.8

A Danish example of a law
about consultation on
health plans

© shutterstock

The Danish Health Act 2005 provides for
cooperation between municipalities and
regions established in the form of mandatory regional health care agreements
covering issues such as coordination of
treatment, prevention, discharge and
rehabilitation. The health care agreements
are anchored in regional consultative
committees consisting of representatives
from the region, the municipalities within
the region and private practitioners. The
regional consultative committees are
used to resolve disputes (e.g. about the
service level, professional indications and
referral criteria in the area of training)
and to create the basis for a continuous
dialogue about planning.

Chapter 10 Law, regulation and strategizing for health

521

Box 10.9

An example of a legal framework for population
consultation – Thailand’s National Health Assembly
In 2007 Thailand enacted the National Health
Act mandating the establishment of the
National Health Commission and Office and
the convening of an annual National Health
Assembly. The Commission, chaired by the
Prime Minister, has 39 members, evenly

divided between and nominated from government, academia and health professionals,
and civil society organizations.
The following diagram summarizes the process used by the National Health Assembly.

Monitoring and evaluation

Policy implementation
Implementation by related organizations

Submission of the cabinet

Approvals by the National Health Comission

Resolutions

Consensus
Consideration process of all submitted
agenda items in the NHA

Policy formulation

Development of technical papers and draft
resolutions for the agenda items

Proposals selected to be submitted as
agenda items to be considered in the NHA

Proposals from various network organizations/partners

Selected criteria:
Emergency
Nationwide impacts
Public interests
Possibility to be driven to the
implementation

Agenda setting
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Legal issues to consider when preparing a population consultation
It is important to understand what the legal
rules are about consultation in a particular country. The rules can be understood
by examining relevant laws and guidance
documents and by asking for advice from a
specialist who understands the rules.
In the context of developing laws for the
health sector, a population consultation can
be carried out on a proposal for a new law,
just as on any other topic.

the population consultation methodology and
questions adapted accordingly.
Decision-making on these issues is guided
by the aim of the consultation process. For
example, very different approaches may
be required if you are consulting to simply
inform people about a new law or consulting
to encourage stakeholders to collaborate
with government on finding feasible legal/
regulatory solutions to particular health
system problems.

© The National Health Commission, Thailand

When a population consultation is carried
out on any health topic, possible related legal
issues should be identified beforehand, and
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Legal issues to consider when
preparing a situation analysis

Situation analysis

Regulatory analysis should form part of a
country’s broader situation analysis. Regulatory
analysis involves assessing a country’s:

Regulatory
analysis helps
expose legal
problems and
constraints
and supports
regulatory
reform efforts.

existing laws and other regulatory mechanisms;
regulatory actors, institutions and their
capacities;
binding international obligations that impact
on the operation of the health system; and
existing legal/regulatory systems; process
and tools used in the country.

Why undertake regulatory analysis?
The purpose of looking at legal and regulatory
issues as part of a country’s situation analysis
is twofold.
First, to look for legal constraints that might
impact on a government’s plans This is likely to
involve analysing the country’s laws (especially
the health laws) and constitution to get a picture
of any possible areas where existing laws may
constrain the government’s health plans.
Second, to inform any work on using legal/
regulatory approaches to give effect to policy
intentions or solve health system problems.

The legal system (and how it works).
Types of regulatory tools that are in use
(laws and other tools).
The overall legal framework (constitution, laws, organic laws, traditional laws,
administrative regulations, rules).
Any binding treaty obligations (for example,
the International Health Regulations).
Effectiveness of current regulation tools in
use (what has worked and what has not).
The process for creating regulation (for
example the legislation-making process
and requirements).
Any legal constraints on regulation (for
example, does the constitution affect or
constrain regulation in any way).
The rule-of-law situation (issues of order
and security, whether the legal system
has legitimacy, whether there are checks
and balances, whether it is applied fairly,
the overall effective application of law).
Regulatory institutions, their role, capacity
and funding (courts, law enforcement
agencies, law schools, lawyers associations, public interest law groups, legal
advocacy groups, legal NGOs).
The government’s technical capacity to
perform regulatory functions (set standards, monitor, evaluate and enforce);
Availability of trained regulatory personnel.
Regulatory funding.
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Priority-setting

The results of a regulatory situation analysis
should feed into a country’s work on priority
setting.
The assessment can clarify a number of issues
for the priority-setting process.
Some approaches might not be legally possible (e.g. because they are prohibited by the
country’s constitution, another law or by its
international obligations).
Other approaches might be legally possible
but might not be legally practicable.
The assessment can identify legal/regulatory
approaches that are possible and promising
and require further consideration during the
identification of effective strategies phase.

Regulatory space
Regulatory space refers to the capacity of
government to make and effectively implement
regulation, and make choices between different
regulatory tools. The regulatory space essentially sets the available parameters for work
on regulation, including whether regulatory
reform is actually possible. This involves looking
at the acceptance (or degree of opposition to)
the proposed reforms in a country, whether
there is actual authority to proceed with reform
(especially authority from key political decision-makers) as well as the practical ability
to proceed with the planned reforms (e.g. the
country has the resources to effectively implement the proposed law/regulation).9

Regulatory impact
An important analytical tool for the prioritysetting stage (and also for the identification
of effective strategies) is regulatory impact
analysis (or RIA). RIA involves an assessment
of the likely effects of any proposed new law or
other regulatory change. It is a formal process
that helps government officials to undertake
regulation-making based on sound information
and analysis.
RIA aims to give clarity on whether a proposed
law or other form of regulation will have the
desired impact. It helps to reveal possible
side-effects and hidden costs as well as possible
alternatives. RIA quantifies the likely costs to
citizens, businesses and government of new
regulation. Typically, the outcome of a RIA will
be a report summarizing the problem the regulation aims to address, the preferred options
and the main impacts.
RIA is also an important tool in highlighting
situations in which regulation is not appropriate
or necessary.
RIA are commonly used in OECD countries.10
There are, however, a number of challenges in
using RIA in developing countries.11
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Regulatory
impact analysis
(RIA) is a
formal process
for improving
the quality
of regulatory
decisionmaking.

Judicial intervention in health prioritysetting
The other major way that legal issues might
affect the priority-setting stage, involves countries whose constitutions, or other laws, confer
a right to receive health services or products
which can be enforced by a court.

Box 10.10

An example of an RIA process

How does RIA work?
The process of Regulatory Impact Analysis: a tool for policy coherence

Definition

Policy objectives

Policy content

Consultation

Involving stakeholders

Identification

Regulatory options

Assessment

Costs

Benefits

Selection

Best option

Design

Enforcement, compliance and monitoring mechanisms

After RIA is prepared: DECISION-MAKING
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Box 10.11

An example of courts intervening to enforce a right to
health
In recent years, several middle-income
Latin American countries have seen a
steep increase in the number of court
cases litigating access to curative services
and inputs. The basis for these claims is
legal rights established by the country’s
constitution or other health laws. The
claims are often about the right to access
certain treatments or medicines. Some
argue that these lawsuits are a mechanism
for remedying widespread government
failures in the delivery of health care in
the affected countries.
On the other hand, public health administrators contend that lawsuits disrupt
national and regional pharmaceutical
distribution efforts, increase inequality
in access, and encourage irrational drug
use within the public health care system.12

Legal issues to consider during a
priority setting-process

Understanding whether there are any
legal/regulatory constraints that affect the
process of prioritization. Information to
make this assessment should have been
generated during the situation analysis
stage.
Understanding “the regulatory space”
for any legal/regulatory work that might
be required for a particular priority area.
For countries where priority-setting
decisions can be challenged in court,
ensure that the process followed and
decision reached are objectively fair and
evidence-based.
If there is a risk of court action about
priority setting, take legal advice to ensure
that legal requirements are complied with.
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Transforming priorities into a national
health plan

Operational planning

Work on laws and other forms of regulation
started during stage 3 will continue during
stage 4 to support the formulation of a country’s
national health plan.

During stage 5, the main focus of work on law
and other forms of regulation depends heavily on
what strategic direction is given by the NHPSP.
If developing a new law or regulation is required
to give effect to the national health plan, then
implementation of these new laws need to be
carefully planned.

During this stage it will be important to ensure
compliance with any specific legal requirements
that might apply to the process of constructing
and finalizing the national health plan (for those
countries with specific laws and requirements
about national health plans).
Work may also continue on RIA where legal/
regulatory approaches are needed to operationalize the plan.

If a new law
or regulation
is needed, it
will need to be
implemented,
maintained and
reviewed.

Legal issues to consider when
transforming priorities into a
national health plan

Ensuring full compliance with any legal
requirements related to the process of
preparing and finalizing the national
health plan.

There are two distinct phases to implementation
of any new law or regulation:
the initial phase when a new regulation is
introduced; and
the ongoing administration and review of
the regulation.
The initial phase has distinct characteristics as
it is at this point that historical behaviours are
required to change in line with the expectations
underlying the regulation. Behaviours are a
function of both attitudes and capabilities. In
addition, often, behaviours of more than one
group need to change.
Behaviours that must change to achieve the
objectives of the law are often path-dependent
and can be deeply embedded, and it is important
not to underestimate the effort required to
effect change. Therefore, one needs to allow
sufficient time for implementation, to adopt
appropriate strategies to facilitate and manage
the change process, and undertake sufficient
ongoing monitoring and evaluation.

Continuing work on RIA (as required)
with a country’s policy and legal advisors.
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Issues to consider during the
NHPSP operational planning
The questions below should be asked at the
outset.
What groups will be affected by this regulatory
tool (key groups include providers, consumers,
regulators, standards bodies, etc.)?
What behaviours would we expect these
groups to demonstrate if regulation is to
achieve its intended objectives?
What might act as barriers to behavioural
change?
What concrete activities are likely to work
best to reduce these barriers?
What incentives are in place to influence the
behaviours of affected parties?
What monitoring and evaluation strategy is
required to identify and address emerging
issues that are affecting the effective implementation of regulation?
When considering the factors that influence
the implementation of the regulation on an
ongoing basis, it is important to note that
interventions that do not deliver on their
intended objectives may reflect poor strategy
choice by the regulator rather than the rules
themselves.

Making law and regulation to implement
policy is not the end of the process – it is
also important to plan for implementation.
Specific regulatory implementation considerations include:
Administration issues, such as which
agency will implement and administer
the regulation and how it will function.
Timing and transitional arrangements, for
instance delayed or gradual introduction of
new requirements and provision of interim
assistance to affected parties, such as
education about the new requirements.
Compliance costs minimization strategies, including what implementation
strategies will be required, such as an
education campaign, advisory services
and testing with stakeholders, and if there
exists regulation that can be reduced or
removed to prevent overlap.
Implementation risks and their potential
impact on the effectiveness of an option.
Strategies for mitigating these risks
should be explored.
Information that regulated parties will
require in order to comply with the regulation, and how this will be provided (e.g.
whether there is opportunity to rationalize
or take advantage of existing information
sources or methods of communication).
Enforcement strategy and how and who
will enforce compliance.
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Budgeting and costing

The key legal/regulatory issues for stage 6 involve
the costing of any legal/regulatory
interventions, their implementation, supervision
and enforcement.
Specific costing may be required in a number
of categories.

Appropriate
costing of
regulation
informs its
feasibility.
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An example from Thailand
of the costs associated with
establishing a regulatory
agency
The National Health Security Act B.E. 2545
(2002) is the legal basis for the Universal
Coverage Scheme (UCS) in Thailand. The
Act stipulates the establishment of the
National Health Security Office (NHSO)
and the National Health Security Fund.
The NHSO is an autonomous body with
13 regional offices which would govern
the UCS. The establishment of the NHSO
necessitated ongoing expenditure to meet
its annual administrative cost. In 2013, the
administrative cost of NHSO was 0.85%
of the UCS.
This example demonstrates the importance of assessing and factoring in the
cost of implementation when considering
the feasibility of a new law.
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The human resource costs and costs of
specific technical inputs (e.g. from legal
and regulatory experts) for a law/regulatory
reform process. These processes may range
in complexity and scale from minor legislative
changes to large-scale reform processes
that may take several years and significant
resources to complete.
Ongoing administration costs of any new
legal/regulatory scheme.
In some cases a country may decide to establish a new regulatory agency to implement and
supervise a new law or regulatory scheme.
In such cases, the cost of establishing and
operating such and agency will need to be
determined.
The costs of providing information to regulated
parties about the new law or regulatory
scheme to facilitate compliance.
Costs associated with supervision and
enforcement of the new law or regulatory
requirements (for example the costs of
maintaining an inspectorate to monitor
compliance).

Box 10.12
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Monitoring and evaluation

Legal issues to consider during
NHPSP costing

Ensuring full compliance with any legal
requirements about the process of preparing and finalizing the national health plan.
Ensuring that work on law and other forms
of regulation supports and is informed by
the country’s policy dialogue and is well
aligned with the content and intent of the
national health plan.
Continuing work on RIA (as required)
with a country’s policy and legal advisors.

Any planned work to monitor and evaluate the
impact of the NHPSP should (where legal/
regulatory reform forms a key component or
enabler of the NHPSP) include evaluation of
the legal and regulatory reform itself. Legal
and other types of regulation reform should
be evaluated to do the following:
Provide accountability to funders and stakeholders as to the value of the intervention.
Increase knowledge and understanding about
the intervention and its objectives, including
knowledge of needs of potential beneficiaries
and of effective practices.
Contribute to the general body of knowledge on effective regulatory strategies and
interventions.
Measure the actual impact of regulation on
the government’s desired outcome(s).
Governments need to establish indicators
for measuring the impact of laws and other
forms of regulation with respect to outcomes
of concern. Through such measurements,
conclusions can be reached about the extent
to which law/regulation has actually brought
about desired changes.13
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It is important
to monitor
the impact of
regulation to
ensure that it
continues to
deliver desired
outcomes.

Box 10.13

Learning practical lessons from evaluating regulation in lowand middle-income countries: an example
‘Health system stewardship and regulation
in Viet Nam, India and China’ (HESVIC) was a
multidisciplinary and multi-partner project
implemented over a three year period (July
2009 to December 2012). Using maternal
health as a critical case study, the project
investigated regulation as it relates to wider
governance in policy and practice of health
systems in maternal health for Viet Nam,
India and China. The study:
examined the application of international
standards in governance and regulation of
maternal health activities - to the extent
that such standards existed;
outlined national standards for governance
and regulation of maternal health activities
in the three study countries; and
explored the effects of governance and
regulation of maternal health-care services and systems on equitable access to
quality maternal health care, within and
across each study country.
One of the key results of the project was the
development of an integrated approach for
the assessment of regulation. Applying this
methodology, the project found that regulatory
control is constrained under current conditions in low- and middle-income countries
(LMIC) settings, with the possible exception
of services that are centrally planned. The
study also found that regulation-hampering mechanisms are related to historical,
socio-political and administrative conditions
in LMIC.
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Regulation is not very effective on its own,
certainly under LMIC conditions.
Regulations can yield undesirable effects.
For instance, in Viet Nam, combined with
the common perception that the quality
of services is better at the provincial
level than at district level, the emergency
obstetric care regulation resulted in the
overburdening of provincial hospitals.
Health professionals cannot be motivated merely by material incentives and
deterred by punishments, but also need
non-financial incentives.
Governments commonly are reluctant to
ensure regulation for the private sector,
but the private sector should be more
involved in regulatory processes.
Designing regulation in China, India, Viet
Nam was carried out in a closed way by
bureaucrats, politicians and government
external advisers. Granting a voice to nonstate actors – like health facility users and
various socioeconomic groups – may help
ensure that regulations better reflect the
needs of these groups.14
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The study concluded that regulation should
be nested in larger health policies for a
number of reasons.
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Legal issues to consider during the monitoring and evaluation of an NHPSP
The key question is: how will the effectiveness of the regulatory changes be
measured?
Plans should be made for monitoring, evaluating, and reviewing the performance of
laws and other forms of regulation over time.
It is also important that any new law/regulation is monitored and periodically reviewed to
evaluate whether the option is the preferred
solution to the particular issue or problem
over time. Such monitoring and evaluation
helps to ensure that new laws/regulations
are working as expected (delivering the
anticipated benefits at expected costs),
that there have been no unforeseen consequences and they continue to be necessary
as circumstances change and evolve.
When new law or other regulatory options
are being proposed, it is important to have a
clear understanding of the channels through
which the intervention is expected to generate
the intended benefits. Analysis needs to
consider how effectiveness will be measured:
what indicators will be used; what data will
be required; how this information will be
collected, and by whom.

On-going or periodic consultation with stakeholders may be appropriate, in which case the
arrangements for this should be agreed upon.
It may be appropriate to establish a feedback
mechanism (e.g. a way for stakeholders to
ask questions or lodge complaints). Regular,
public reporting on the effectiveness of the
law/regulation may also be considered.

Plans should also be made for how and when
the law/regulation will be reviewed. Agencies
should consider committing to a periodic
review of particular regulatory interventions.
Reviews should be reported and consulted on
with a view to ensuring that a law/regulation
remains fit for its purpose. Reviews should
consider the following issues:
Is there still a problem (and is it the one
originally identified)?
Are the objectives being met?
Are the impacts as expected? Are there
any unforeseen problems? Are there any
indirect effects that were not anticipated?
Is intervention still required? Is the current
intervention still the most appropriate, or
would another measure be more suitable?
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10.5.2 Legal impediments and constraints to consider in national
health planning

Existing laws
can support
or block
new policies
and plans.
It is thus
important
to identify
relevant
existing laws
and their
impact on
what is being
planned.

On occasion, a country’s pre-existing legal/regulatory framework might act as a constraint or
impediment on a government’s policy intentions.
A health planner should be aware of and think
through such constraints, and potentially seek
legal advice or broach the subject at higher-level
government meetings if it greatly impacts on
a national health plan or any policy change to
implement the plan.
There are three main legal impediments a
country may face in the health planning process.
1. First, there may be requirements in a country’s
constitution, laws or international obligations
(e.g. binding legal commitments such as
treaty obligations), which may either prohibit
a particular policy or approach from proceeding or influence the way it is designed
or implemented (and where it might not be
possible or practical to change the constitution, amend the relevant law or treaty to
make it consistent with the planned policy
or approach). For example, a country with
a decentralized health system may have a
constitution which impacts on, or controls,
how health services are funded/purchased at
the national level. This would mean that the
design of any national funding or purchasing
system would need to be modified to comply
with the constitution.
2. Second, where an existing legal/regulatory
framework is not “fit for purpose”, that
is, it does not enable the proposed policy
or approach because the legal/regulatory
framework is out of date, out of step with
the planned policy approach, or has gaps
(and where it is possible to amend the law
regulatory tool in question to make it consistent or to enable the planned policy or
approach). For example, a country might want
to require its health workers to comply with
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3. Third, where the current legal/regulatory
framework is consistent with the planned
policy or approach, but the legal system
is unable to support the planned policy or
approach (because of problems with the
capacity and/or capabilities of the regulatory
actors, institutions or processes required to
give effect to the planned policy or approach).
For example, a country might want to set up a
new scheme for contracting out the provision
of health services to the private sector. It may
have passed a law to allow this new policy
to occur, but might lack the expertise or
capacity to prepare and negotiate effective
commercial contracts to give effect to its
health objectives or to properly monitor the
performance of contracted providers against
the requirements of a contract.
However, even where a country lacks the
capacity to make a commercial contract, it
may be possible to adopt the use of what are
known as relational contracts. In contracting
terms “pure” commercial contracts and
“relational” contracts are both categories
of contract in the legal sense. The difference
is that the first category, the detailed commercial contract, the detailed terms of the
contract are important for its operation and
the parties may go to court to enforce it in the
event of a dispute. Contracts of this nature
may, however, be difficult to establish in a
context where monitoring the performance
of, and enforcing the terms of, such contracts
is difficult (because of the general lack of
legal institutions).
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new requirements about how they provide
services (for instance, to improve quality of
care), but its existing law might not allow
these standards to be imposed. This would
mean that the law would need to be amended
to address this gap.
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A relational contract, on the other hand, is based
on the parties’ confidence that each will act in
their mutual interest. Consequently, there is
no need for the contract to be exhaustive and
detailed; agreement on the main objectives
of the relationship, the methods of work, and
the means to be used to carry out the actions
will suffice. The flexibility and cooperation
characteristic of this type of contract are
intended to secure not only its permanence,
but also contractual efficiency.15

Box 10.14

An example from Cambodia of
the use of relational contracts
A good example of the use of relational
contracts is the health reforms in Cambodia. Prior to 1999, the health system was
considered extremely weak and ineffective:
mortality rates remained high, out-of-pocket
payments dominated the total health expenditure of the country, despite the population
being one of the poorest in the region, and
shortages of drugs and medical supplies led
patients to seek traditional care rather than
that provided by the health system. Lack of
regular salary payments was a major contributor to Cambodia’s poor health system
performance; health workers often provided
informal and extra-legalV activities for more
income, making health policies difficult
to implement through existing regulatory
channels. While some system weaknesses
were addressed by instituting a new health
coverage plan and establishing a minimum
package of services, the guarantee of quality

services had yet to be achieved. Legal
and financial reforms were required to
improve access to primary health services
and create an effective and cost-efficient
public health system.
In order to improve health system performance, a district contracting system was adopted, an approach largely
favoured as a way to improve access to
care for poor and underserved areas.
Cambodian policy-makers experimented
with different types of contracting for
different districts, relying primarily on
four-year relational contracts with NGOs.
Some used contracting-out to private
contractors, where the contractor would
have complete control over staff and
budget, while others used contracting-in
of district management, where the private
sector provided management services in
a largely public health sector. The former
method was considered more of a political commitment to district contracting,
as full responsibility was placed on the
contractor for service provision. By using
the contracting-in method, the district
governments had greater control over
budgeting and regulation, including the
start of a financial incentive programme
for health workers to improve motivation
to provide higher quality care.16

V Extra-legal activities are activities that are not authorized by
government legislation; however, government authorities do not
intervene to stop those activities for whatever reason. In this case
it refers to government health workers opening their own private
practices, laboratories etc. These are informal activities used to
generate extra income because of the instability of government
payments. Stakeholders accept this fact and understand that the
government health workers need more money to live on, so any
sort of legal action is not taken to prevent private informal business. In fact, health workers openly publicize and provide information about their activities to their employers.
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10.6 Conclusion
This chapter explains the role and the importance of law and regulation for the national
health planning process. It explains how law
and regulation can:

international agencies, academic institutions,
professional associations, and communities.
A similar approach should be taken when
implementing law and regulation.

provide the structure and the rules for a country’s national health planning process; and
act as an important policy tool and lever
for improving health system performance.

For planners and policy-makers, it is therefore
essential to:

The key message from this chapter is that
work on law and other forms of regulation
should not be regarded as a separate process,
but should form an integral part of a country’s
health policy dialogue engaging stakeholders
from health, finance and other ministries,
civil society, nongovernmental organizations,

understand any legal requirements that affect
the national health planning process; and
ensure that the task and inputs required
for developing and implementing law and
regulation are fully integrated into the national
health planning process.
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Overview
“Sub-national” describes any government
entity below the national level,
regardless of the political, financial and
administrative design of the country.
“Strategizing at sub-national level”
refers to all systematic planning and
programming as well as budgeting and
resource allocation processes below
the national level, i.e. at local, district
or regional level. Moving the planning
function to sub-national level, either
through deconcentration, delegation or
devolution (elaborated further in this
chapter), can have positive impacts on the
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accountability of public policy to the recipients
of services. In addition, it can help increase
community participation, increase flexibility in
planning, and help mitigate geographical and
social imbalances. In this chapter, challenges
specific to the decentralized context and
planning processes are detailed; this guidance
is sorted according to the target audience
of the national level (what should this level
watch out for in a decentralized country when
undertaking national-level health planning?)
and sub-national level (what are the issues to
consider when engaging in a planning process
at sub-national level?).
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Summary

What is strategizing for health at
sub-national level?
“Strategizing at sub-national level” refers to all
systematic planning and programming as well
as budgeting and resource allocation processes
below the national level, i.e. at local, district or
regional level. Sub-national planning is generally determined by the dimension and range
of decentralization, as well as the degree of
autonomy of the sub-national planning authority.

from the beginning in relation to the overall
process of strategizing for health. Sub-national
input is absolutely critical for shaping the
overarching national health plan. At the same
time, national-level collaboration in sub-national
planning processes is necessary to ensure
coherence across regions and sub-national
structures, and to enable aggregation of data
and information at national level.

Who should be engaged in sub-national
planning?

Why is strategizing for health at sub-national
level important?
The features of decentralization have a strong
influence on the structure, content, the different
steps and the outcome of overall national health
policies, strategies and plans (NHPSPs). In
addition, Planning at sub-national level, either in
deconcentration, delegation or devolution contexts
(elaborated further in this chapter), can have
positive impacts on the accountability of public
policy to the recipients of services. In addition,
it can help increase community participation,
increase flexibility in planning, and help mitigate
geographical and social imbalances. Furthermore,
in some cases, it is simply a legal necessity,
and not being aware of the consequences of
decentralized planning is a missed opportunity.

All stakeholders involved in the national health
planning process, be they within the ministry of
health (MoH) or outside it, should be attentive
to the decentralized health system structure
and its consequences for sub-national and
national planning. Nongovernmental actors or
external partners (e.g. United Nations agencies,
bilateral organizations) who are supporting
planning processes should acknowledge the
decentralized setting and act in accordance
to its rules and regulations. The MoH has a
special oversight function to provide guidance
and capacity support to sub-national entities,
ensuring overall coherence with the national
health sector vision.

How to strategize for health at sub-national
level?

When should sub-national planning be
considered during the planning cycle?
National planning authorities must take subnational planning into account throughout the
policy and planning cycle. That being said, it is
crucial that the arrangements and schedule for
sub-national planning be carefully considered

Sub-national planning is relevant to each step of
the policy and planning cycle. In this section, each
such step is addressed in relation to planning at
sub-national level per se, as well as in relation
to national-level planning in a decentralized
context. Concrete recommendations and special
issues to consider are elaborated upon.
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11.1 What is strategizing at sub-national level?

11.1.1 What do we mean
by “sub-national”?

11.1.2 What do we mean
by “strategizing at
sub-national level”?

“Sub-national” and “national” define different
organizational tiers of government. “Subnational” describes any government entity
below the national level, regardless of the
political, financial and administrative design
of the country. It therefore encompasses any
intermediate (e.g. district, state, regional,
provincial) and local governments as well as
semi-independent government organizations
(e.g. parastatals) at sub-national level.

Strategizing at sub-national level, or sub-national
planning, refers to all systematic planning and
programming as well as budgeting and resource
allocation processes (in essence, the full policy
and planning cycle) below the national level, i.e.
at local, district or regional level.

Most countries are equipped with a three-tier
government system.
The first tier is usually the national level,
with the national – sometimes federal – MoH.
The second tier is generally composed of a
regional government. Examples are (federal)
states (e.g. India, Germany, Nigeria), cantons
(e.g. Switzerland) or regions (e.g. Mali).
The third tier is usually the district (sometimes
called “local health system” in the literature),
a local administrative unit, with varying sizes
and varying numbers of subunits (see Box
11.2, below). For example, in India, a district
is a local administrative unit that is positioned
immediately below the state level.

The degree of interaction between the national
and sub-national level as well as the involvement
of each in the other’s planning processes is determined by the characteristics of decentralization
and the degree of autonomy granted to each level
of the health system. Sub-national and national-level planning are thus highly interconnected
in terms of both hierarchical and functional
relations. Consequently, understanding the
dynamics of a sub-national planning process
is essential for all health sector stakeholders,
regardless of the level at which they function.

Hence, “sub-national” in this chapter and this
handbook refers to any tier below the national
level.
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“Sub-national”
describes any
government entity
below the
national level,
regardless of
the political,
financial and
administrative
design of the
country.

Strategizing at
sub-national
level refers to
all systematic
planning and
programming
as well as
budgeting
and resource
allocation processes below
the national
level.

Fig. 11.1 Strategizing for health at sub-national level

Damian Glez; scenario by Bruno Meessen.

11.1.3 What do we mean by “decentralization”?

Decentralization manifests
itself in
practice in
each country
or setting in
different ways,
and heavily
influences the
arrangements
of sub-national
health planning.

Decentralization manifests itself in practice in
each country or setting in different ways, and
heavily influences the arrangements of subnational health planning. The characteristics
of decentralization as described in Box 11.1
thus determine the extent of deferral of power,
responsibility, influence and accountability to
sub-national levels.
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Decentralization is “the transfer of formal
responsibility and power to make decisions
regarding the management, production, distribution and/or financing of health services,
usually from a smaller to a larger number of
geographically or organizationally separate
actors”.1 Thus, a decentralized health system is
one where responsibilities and decision-making
power are transferred from the national level
(i.e. MoH) to sub-national levels of government
and administration.
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Box 11.1

Characteristics of decentralization: dimensions, degrees
and ranges2,3,4
Dimensions of decentralization (they can
coexist and are not mutually exclusive):
Political decentralization: political entities are run according to democratic
rules: greater policy-making power for
sub-national representatives.
Administrative decentralization: administrative entities are run according to
managerial precepts: greater role for
sub-national level in service delivery.
Fiscal decentralization: fiscal entities are
run primarily as financial bodies: greater
authority for sub-national institutions for
collection and use of funds.
Degree of autonomy
Deconcentration: shift of administrative responsibilities from national level
to sub-national level. Authorities and

responsibilities would be transferred from
MoH at national level to sub-offices of the
ministry at regional or local level.
Delegation: transfer of defined administrative or policy initiation power to lower
levels. Authorities and responsibilities
would be transferred from MoH to entities
that are not under the direct supervision
of the ministry.
Devolution: transfer of political power
from national government to autonomous
territory governments.
Range of decentralization
Number of sectors affected by decentralization: all sectors of government or
only specific sectors or functions.
Number of tiers of decentralization:
number of sub-national levels (e.g. federal
level, state, district, municipal …).
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11.1.4 What does decentralization
look like in practice? Some
country examples
Given that different countries’ health system
features and characteristics vary across the
globe based on historical and social patterns,
decentralization in the health system is not a
homogenous concept. A decentralized health
system is the product of a multifaceted variety
of factors specific to:5
the national political, social and cultural
context and circumstances;
the way the national health system is organized;
the characteristics of the functions that are
decentralized; and
the nature of institutions to which responsibilities are transferred.
Thus, “decentralization” and “centralization”
are not two mutually exclusive concepts – they
are rather two endpoints of a wide spectrum of
6
A decentralized possible elements and combinations.
health system
is the product
of a variety of
factors such
as: the national
political, social
and cultural
context and
circumstances; the
organization
of the national
health system;
the functional
characteristics
that are decentralized; and
the nature of
institutions to
which responsibilities are
transerred.

11.1.5 Sub-national planning
in a decentralized
environment
Since the specificities of sub-national planning
are determined by the characteristics of health
system decentralization (and the broader political context), it is important to understand the
degrees of autonomy of sub-national institutions
(see Table 11.1) as described below. These
categories, while not so clear-cut and neat in
reality, still contain essential elements which
shape sub-national arrangements.

(a) Deconcentration: transfer of responsibility
to a lower administrative level with much
leadership and decision-making authority
remaining at central level.
The national MoH shifts some of its authority and
responsibility to (administrative) sub-national
institutions responsible for health. Deconcentration enables the creation of sub-national
management structures for health-related
activities. Leadership is still embedded in the
national level, but administratively executed
through sub-national (e.g. local) offices of the
national government:9
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Hence, decentralized health systems can differ
from country to country. In addition, in practice, there are no neat examples of a purely
deconcentrated, delegated or devolved system.
Instead, almost all systems are mixed, with
a patchwork of different elements of decentralization, heavily influenced by the history,
culture and politics of the specific setting.
Just as an example, Canada´s health system
is characterized by strong decentralization with
autonomous sub-national levels – but the federal
government remains responsible for health
and pharmacy regulation and health financing.
The principle responsibility for the provision of
health services lies with Canada’s 10 provinces.
In Spain, based on historical developments, the
degrees of decentralization vary across the

different communities, especially in regard to
fiscal responsibilities. Two communities (the
Basque and Navarre Communities) are able to
tax their population locally and use a portion
of those funds for health, while all others are
allocated a health budget by the national level.7,8
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Portugal underwent a decentralization reform in
the 1990s. To date, the national level is responsible
for regulation, planning and administration. Thus,
regional health administrative bodies report to the
national MoH and oversee the administration of
the health system at the regional level. Decisions
concerning budget allocations to the regions as
well as payment schemes for doctors and hospitals are taken care of at national level. Hospital
management systems are thus run according to
principles of deconcentration. The regional health
administrative bodies oversee the administration
of primary care as well as hospital management,
while certain key decisions affecting the regional
health system are taken at national level.10

(b) Delegation: transfer of responsibility to a
lower organizational level.
Here, managerial and administrative functions
and/or policy initiation power are transferred to
the sub-national level, sometimes via a separate
semi-independent parastatal (national or subnational) entity. In essence, it refers to situations
where authority and responsibilities are shifted
from the national MoH to entities that may or
may not be under the direct supervision of the
ministry; control over those entities can only be
executed indirectly.11 More prominent examples of
delegation come from settings where a transfer
of power occurs from a governmental (national)
to an independent (also national) institution.
However, examples of delegation from national
to sub-national levels can be found in a variety
of decentralized settings as well.

The following examples of the Ghana Health
Service and Zambia demonstrate that the transfer
of responsibility can imply delegation from the
national to the sub-national level as well as
from a national government institution to an
independent (non-state) institution (which can
operate at either national or sub-national level).
Either way, the key principles remain the same.
In 1996, Ghana passed the “Health Service and
Teaching Hospital Act” that introduced decentralization in the health sector. This Act encompassed
the fiscal decentralization of the health sector,
including the delegation of health service delivery
spending from the national MoH to an autonomous
public institution. This institution is called Ghana
Health Service (GHS) and is responsible for the
implementation of national health policies. The
GHS appoints regional and district administration
offices. Even though the GHS is considered an
independent institution (“executive agency”), it is
still required to report to the MoH. Thus the GHS is
supposed to implement policies that are approved
through the MoH, such as increasing access to
quality health services using assigned resources.
In the mid-1990s, Zambia also underwent a period
of health sector decentralization, though the
approach was slightly different from Ghana.
Management responsibility of the health system
at district levels was delegated to District Health
Management Teams (DHMTs); however, their
autonomy was limited, as the MoH maintained
authority in the form of appointment of local board
members and approval of plans and budgets.
Delegation also occurred through the creation
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Different
categories of a
decentralized
environment—deconcentration,
delegation, and
devolution—
shape how
sub-national
arrangements
are made.

of the Central Board of Health (CBOH), a semiautonomous institution. The CBOH was transferred
major responsibilities for the day-to-day operations
of the health system, in effect granting that body
operational responsibility of the health system
rather than local government.12,13

(c) Devolution: transfer of authority, including
decision-making, to a lower political level
Devolution refers to the legal transfer of power
and responsibility (authority) for decision-making,
finance, and management from the national
level to independent territory governments:14
The health systems of Northern Ireland, Scotland
and Wales are separate from the English health
system, following a devolution reform in the
United Kingdom. Through this reform, the health
systems became the full responsibility of the new
democratic governments of the three regions:
“Devolved politicians accountable to devolved voters
gained responsibility for providing healthcare and
the opportunity to enact reforms (…)”.15

Thus, the different functions of a health system
– e.g. financing, service delivery – are taken
over by different entities at different levels of
the health system depending on the degree of
and arrangements for decentralization.
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Uganda underwent a reform process in the 1990s
and introduced political and administrative decentralization with huge implications for the health
sector. Local governments received extensive political and administrative decision-making authority,
including taxation power. As a first step, elected
district representatives were made responsible for
the management of all health services within their
territory. As a second step, to further decentralize
the districts, health sub-districts were created to
further distribute responsibilities from district to
sub-district level.16
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Table 11.1 Characteristics of decentralization: degrees of autonomy and review
DEGREE OF
AUTONOMY

TRANSFER OF…

Deconcentration

… responsibility to a lower
administrative level with much
leadership and decisionmaking authority remaining
at central level

shift of defined authorities’ responsibilities
from national MoH to (administrative) subnational institutions responsible for health;
creation of sub-national management
structures for health-related activities;
overall leadership still with national level,
but administratively executed through subnational (e.g. local) offices of the national
government.

Delegation

… responsibility to a lower
organizational level

shift of managerial and administrative
functions and/or policy initiation power to
sub-national levels – sometimes to semiindependent parastatal (national or subnational) entity;
shift of authority and responsibilities from
national MoH to entities that may or may not
be under the direct supervision of the ministry;
control over sub-national entities can only
be executed indirectly.

Devolution

…authority to a lower political
level

legal transfer of power and responsibility
(authority) for decision-making, finance,
and management from the national level to
independent territory governments.

THIS MEANS:
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Decentralization is not static in practice. Instead,
a dynamic relationship between the national and
sub-national levels defines decentralization,
with constant changes in the decision-making
space of both (or more) levels. For purposes
of sub-national planning, this means that the
degrees of autonomy vary across the different
tasks and decisions that a sub-national entity
might need to make for the health system.
In addition, a mix of those degrees might be
observed within one country, which means
sub-national planning might not be the same
across different sub-national entities within
the same country. Countries usually reflect a
combination of the decentralization dimensions/
ranges and degrees of autonomy because of
differing needs as well as specific political and
historical contexts.17
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Finally, it is useful to keep in mind that the
degree of autonomy transfers certain policy
and planning cycle steps from national to subnational level. For example, deconcentration
is more linked to operational planning and
monitoring at operational unit level because
all other policy and planning cycle steps are
handled at central level. Delegation, on the
other hand, transfers more strategic planning
responsibilities to sub-national level. Devolution
gives the full policy and planning cycle over to
the sub-national level.
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11.1.6 Sub-national planning in an unresponsive central environment
or guidance. In this case, sub-national planning
can be used as a way to substitute national
engagement and to continue or to establish
forms of public service provision. In effect, these
are settings where a de facto decentralization
has taken place, with the consequence that the
health district can potentially take on the role
of the principal functional operational unit in
the health sector,18 compensating for the lack
of central-level normative power (see Box 11.2).

Sub-national
planning can
be used as a
way to substitute national
engagement
and to continue
or to establish
forms of
public service
provision in
fragile states
or where the
central level
is far removed
from sub-national levels.

© Shutterstock

This chapter focuses on an institutionalized
form of sub-national planning, i.e. it takes subnational planning in relation to the existence of
a (functioning) national level. Nevertheless, it is
important to highlight that sub-national planning
engagement can also occur in places where the
national government is not “functioning” – for
example, a fragile state or where simply central
level is far-removed from sub-national levels
and thus does not or cannot provide leadership
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Box 11.2

District health systems
A district health system (DHS) is a specific
example of a sub-national structure. It can
be described as “existing and functional
structures and managerial processes in the
district that enable the provision of essential
health care to the population”.19 DHSs are
based on the principles of primary health
care,20 and include the involvement of local
communities in the bottom-up planning
and policy development processes. The
DHS provides primary health care services,
which includes curative and preventive care,
responding to local needs and being in line
with national policies.21
As an element of the national health system,
the DHS covers one district, governed by
elected district council members. Subject to
the degree of decentralization, the council
might hold the full responsibility for health
care provision and policy implementation
in the district. Often, the second tier (e.g.
regional level) ensures national (health) policy
implementation, training, quality control and
coordination across districts.

An example of a district-based health system
which has proven resilient and robust during
a long period of conflict and unrest is the
Democratic Republic of the Congo during
the 1990s and 2000s.22 During this period,
economic, political and social stressors had
a huge negative impact on health system
performance, with a de facto non-existent
central level when it came to sub-national
affairs. Nevertheless, many districts continued to function with local infrastructure
and local solutions, facilitated by a wellingrained local district modus operandi.
For example, Rutshuru health district in the
North Kivu Province was able to continue
providing health services through the height
of conflict – not only to its own population but
also to an unforeseen number of refugees
from neighbouring districts and provinces,
despite the absence of any real governance
from central level.23
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The DHS includes not just public health
service providers, but also private providers,
nongovernmental organizations (NGOs),
faith-based organizations and traditional
healers that are active within the district.
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11.1.7 The social roots and political dynamics of decentralization
In most countries, decentralization is a consequence of historical, political, social and
geographical differences between population
groups within one country. Socioeconomic
and cultural differences might create tensions
between population groups and decentralization
offers possibilities of local autonomy trying to
counter those tensions. In some instances,
decentralization might even be a legacy of
colonial rule, and thus might have been introduced in state- and nation-building processes
by external actors.
A formal, functioning decentralized (political and)
health system might create the opportunity to
officially acknowledge those differences. When it
comes to strategizing for health, policy-makers
should heed certain issues linked to the political
economy of decentralization.
Strategizing for health is about making
choices based on regional or local priorities
that might not reflect the priorities of the
entire country.
The national political context still ends up
determining the institutional structure of
decentralization (and its reform processes),24
and thus the specificities of health planning,
even at sub-national level.
Health planning and resource allocation can
become even more political in a decentralized
country where population groups openly
voice their differing needs.
Legal and constitutional arrangements are
important factors for determining roles and
responsibilities during the planning process.
They should be acknowledged and followed
throughout the planning cycle.

In some cases, the challenges of decentralization are not grounded in process or
planning difficulties, but are part of the
broader country context. For example:
decentralized system in a fragile environment: weak central government vs strong
local government/governance;
forced decentralization due to geographical
challenges: country divided by islands,
territory divided by political restrictions
(e.g. West Bank and Gaza Strip);
decentralization used as a means for other
political purposes, such as marginalization of specific population sub-groups or
through the creation of unlimited subunits to increase financial dependency on
national level and to lower the ability to
execute responsibility and accountability
of the sub-units.
In some cases, existing tensions and divergences
between population groups can actually be
mitigated through greater autonomy offered
by decentralization. Nevertheless, tensions and
conflicts between population groups or between
sub-national and national levels might still be
an intrinsic part of the political environment in
some countries. The guidance and suggestions
this handbook is proposing for sub-national
planning are based on the assumption that
communication and coordination are a supporting
element of decentralized health planning. Thus,
in highly conflictual circumstances, some of the
guidance this handbook is proposing might not
be realizable.
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political, social
and geographical differences
between
population
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one country.
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11.2 Why is strategizing for health at
sub-national level important?
11.2.1 Positive impact on the
accountability of public
policy to the recipients of
services

11.2.2 Increased (community)
participation
and engagement

The degree to which decision-makers can be
held accountable for their actions is linked to
their ability to take decisions and thus achieve
improvements in service delivery. Those decisions and actions are much closer together in
terms of real time and chain of command at
sub-national level. Studies have demonstrated
that “downward accountability” can lead to
greater equity and efficiency;25 this “downward
accountability” is rendered much more concrete
at the sub-national level, where decision-makers
are much closer to and integrated into the
populations they serve. Consequently, the type
and degree of decentralization will be a major
determinant for decision-makers’ ability to
assume responsibility.26 For example, pressure
on sub-national governments might increase
because citizens are able to evaluate local
government’s performance more easily than a
central government’s and directly assess the
services provided to them. Thus sub-national
planning can be used as an incentive to improve
sustainable service provision.27

Communities and the population are motivated
to participate when decisions are close to home
and the link to their daily lives is obvious. Those
concrete health sector issues are debated at
sub-national level, sometimes through formal
participation mechanisms.28 This communitylevel input is critical for strategizing for health
in order to ensure a strong link between what
people need and want and the country’s vision
for health.
Sub-national planning can increase community
participation through local inclusion mechanisms
that can be tailored specifically to the local
circumstances. Formal spaces are important
for sustainable community participation and
inclusion of population opinion in planning and
political debate; a decentralized and close-topeople planning approach can offer those spaces
more willingly.I A study on sub-national health
planning in Maharashtra, India, has shown that
it can ease the pathways for community-based
evidence into health planning, and improve the
soundness of planning by increasing responsiveness to local challenges, as well as improving
the functioning of health facilities.29

I For a discussion around population consultation, see Chapter 2 of
this handbook.

Chapter 11 Strategizing for health at sub-national level

559

Sub-national
planning can
be used as
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sustainable
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The population
is motivated
to participate
when decisions
are close to
home and the
link to their
daily lives
is obvious;
sub-national
planning can
increase community participation through
local inclusion
mechanisms
tailored specifically to the
local circumstances.

Case studies
show a positive
link between
strategizing at
sub-national
level and improved health
outcomes,
mostly linked
to stronger
local evidence
and a more
adapted
reaction to
problems.

11.2.3 Increased flexibility

11.2.4 Better mitigation of
geographical and social
imbalances

Being closer to the realities and living conditions
of the population is a huge advantage due to
the ability to quickly adjust to local needs and
expectations.30 At the same time, strategizing
for health at national level can benefit from the
flexibility and adjustability to local contexts by
close interaction with sub-national government
entities.

The fair allocation of resources, especially
benefiting poorer areas, is more likely at subnational level with administrative structures
being close to the needs of the population.32
Evidence suggests that one reason for improved
pro-poor planning at sub-national level is due
to the possibility for sub-national authorities
to access and use additional information on
the circumstances of beneficiaries, which the
national level is not able to.33

A variety of case studies have shown that there
is a positive link between strategizing at subnational level and improved health outcomes.31
These positive effects of decentralized planning
are mainly linked to the local level possibilities in
terms of stronger evidence if collected, analysed
and contextualized at local-level and a swifter,
more adapted reaction to problems.

Long-term improvements in access to health
services for remote areas can be supported
through national financial and capacity provision
to the sub-national level, which has stronger
information and incentives as well as responsibility to the local population.
The assessment of local health needs and
the local response to these needs through a
bottom-up approach are critical for national-level
“allocative efficiency”.34 Local governments’
interaction with their population on health
issues helps shape a more realistic picture of
the challenges to a nation’s health.
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11.2.5 Improved bottom-up
intersectoral and
multi-stakeholder
collaboration

11.2.6 Legal necessity

Through the transfer of responsibilities and
authority to the sub-national level(s), the horizontal integration of health and other health-related
services and sectors has the great potential to
increase.35 At sub-national level, the different
sectors have fewer administrators involved, with
collaboration often already taking place due to
the close familiarity of the different actors with
each other and with the communities. Thus, the
coordination and collaboration with institutions,
community networks and partnerships can be
strengthened through the regionalization of
decision-making power.

In formally decentralized settings, sub-national
planning might be stated in the constitution
and thus be a legally binding requirement to
the political set-up of the country.
Additionally, certain political and economic
arrangements cannot do without sub-national
planning. For example sub-national planning
might be a requirement in contexts with
established fiscal decentralization. When the
main source of funding for the health sector
is through local taxation or revenues collected
at decentralized level, one cannot but engage
with sub-national levels and their planning
processes in order to adequately manage the
allocation and use of resources.
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Box 11.3

Example of a decentralized health system: the development and
design of the Brazilian health system
Historical development
Brazil’s journey towards decentralization has
been gradual. The Sistema Unico de Saude
(SUS), Unified Health System, was created
in 1990, based on the 1988 constitution
which “enshrined health as a citizens’ right
and which requires the state to provide
universal and equal access to health services”.36 The Sistema Unico de Saude formed
a decentralized system for public health
care, supplemented by private provision
of services, where the federal government
held responsibility for national policy-making and regulations and the municipalities
were responsible for health planning and
providing those services.37 Before 1996,
however, federal funds were allocated based
on population and provider numbers rather
than local needs.38 As a result, the wealther,
more populous municipalities had more

Thus, fiscal decentralization40 was combined
with providing the states with the political
and administrative autonomy regarding the
management of public policies. This means
that decision-making for health was transferred from national to sub-national levels.41
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providers and more funds, and consequently,
better health service delivery, than poorer
regions. The issuance of standards known
as Normas Operacionais Basicas (basic
operating norms) in 1996 adjusted for these
inequalities by requiring municipalities to
provide basic packages of services, called
the Piso Assistencial Basico (PAB), to their
populations and the federal government to
financially support these services, with funds
primarily coming from taxes at the federal,
state, and municipal levels.39
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The current decentralized health system
Under the SUS, the federal government is
primarily responsible for developing national
health policies, in addition to monitoring and
evaluation, managing private-public sector
relationships, and providing financial support
to devolved health sector administrations.
The MoH at the national level has acting
representatives, known as Secretariats,

in place at the sub-national levels (each
state and municipal level) to ensure health
system functioning, particularly in relation
to fiscal responsibility and resource management. While health planning is primarily a
responsibility of the municipal level, national
planning and allocation decisions occur every
four years at National Health Conferences.
Brazil’s geographical infrastructure consists
of 26 states, and within the states a total of
4390 municipal health councils, creating an

extensive and widespread web across the
country.42 Municipal-level planning involves
budget formulation and plans for resource
allocation, in addition to human resource
planning and administration.43 Primary
care delivery occurs through Brazil’s Family Health Programme, which runs at the
municipal level. The programme provides not
only primary care via health professionals,
but also has an outreach component in
which the community is encouraged to play
an active role. Decentralization of health
care authority to the local level has thus
increased resource mobilization and given
municipal-level governments a more active
role in service delivery.44-46
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11.3 When should sub-national planning be
considered during the planning cycle?
National planning authorities must take subnational planning into account throughout the
policy and planning cycle. That being said, it is
crucial that the arrangements and schedule for
sub-national planning be carefully considered
from the beginning in relation to the overall
process of strategizing for health. Sub-national
input is absolutely critical for shaping the
overarching national health plan. At the same
time, national-level collaboration in sub-national
planning processes is necessary to ensure
coherence across regions and sub-national
structure, and to enable aggregation of data
and information at national level.

The country’s dimension and range of decentralization, as well as the degree of autonomy
accorded to the planning entity, will be the key
determining factors of sub-national planning
arrangements, its timing and timeline. National
and sub-national planning authorities should
keep them in mind throughout the full planning
cycle.
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11.4 Who should be engaged in sub-national
planning?
All stakeholders involved
in the national
health planning process,
be it within
the Ministry
of Health or
outside, it
should be
attentive to the
decentralized
health system
structure and
its consequences for
sub-national
and national
planning.

All stakeholders involved in the national health
planning process, be it within the MoH or outside
it, should be attentive to the decentralized health
system structure and its consequences for
sub-national and national planning (see Table
11.2). Nongovernmental actors or external
partners (e.g. United Nations agencies, bilateral
organizations) who are supporting planning
processes should acknowledge the decentralized
setting and act in accordance to its rules and
regulations. This implies acknowledgement
of not just national strategy documents (e.g.
NHPSP) as a basis of programmes and interventions, but also sub-national plans, strategies
and institutional structures. The MoH has a
special oversight function to provide guidance
and capacity support to sub-national entities,
ensuring overall coherence with the national
health sector vision.

However, the specific roles as well as the type of
actor that is relevant for decentralized planning
depends on the country context and the type of
decentralization (with an increased involvement,
role and responsibility going from deconcentration to delegation, and ultimately to devolution).
For example, the level of engagement, and thus
the role in the planning process, of the national
MoH varies according to the established degrees,
ranges and dimensions of decentralization.

Additionally, actors that may only exist at national
(e.g. federal MoH, parliamentary groups, ministries of finance and planning, professional
associations) or sub-national level (e.g. state
MoH, grass-roots organizations, and professional
associations) will need to be linked to the overall
decentralized context of the country and included
in dialogue processes across levels.
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Table 11.2 Stakeholders and their roles in strategizing for health at sub-national level

ACTOR

LEVEL

ROLE

(Federal) MoH

National level:
First tier

Respect and enable constitutionally set
decentralized health system structure and
its consequences for sub-national and
national planning
If constitutionally foreseen and needed,
provide control, oversight guidance and
support to sub-national levels
Act as bridge to other sectors at national level

Regional department
of health

Sub-national level:
Second and/or third tier

Function as intermediary institution to
support all tiers of government as well as
interact with sub-nationally engaged nonstate institutions to carry out their duties
Resume responsibilities that were allocated
to this level through the decentralization
process
Act as bridge to other sectors on subnational level

International development partners
(United Nations
agencies, bilateral
agencies, international NGOs)

External:
Engagement possible at
national (first tier) level
and/or at sub-national
levels (second and third
tiers)

Act and provide support in accordance
with rules and regulations of decentralized
environment
Acknowledge national as well as sub-national
strategic documents (e.g. district health plan)
as the basis for any interventions

NationalII non-state
institutions
(e.g. private sector,
NGOs, academic
institutions, civil
society organizations)

Internal:
Engagement possible at
national level (first tier)
and/or at sub-national
levels (second and third
tiers)

Respect the institutional arrangements
for cooperation and coordination that are
established through decentralization
Provide support in accordance with rules and
regulations of decentralized environment

II As opposed to international, not in regard to the layer of government.
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11.5 How to strategize for health at sub-national
level?
Sustainable and inclusive health planning is
a matter of importance for all tiers of government. Thus, sub-national planning is relevant
to each step of the policy and planning cycle.
In this section, each such step is addressed in
relation to sub-national planning, with concrete
recommendations and issues to consider.

11.5.1 Population consultation
Undertaking a national population consultation
in a decentralized context

When undertaking a
sub-national
population
consultation,
it is important
to involve the
national level,
realize that
additional
capacity and
resource
support may
be necessary,
and prepare
for the sustainability of the
consultation
results at both
national and
sub-national
level.

There is nothing to stand in the way of a population consultationIII in a decentralized context.
The national constitutional background and legal
framework of the broader political system will
inform the feasibility and legal arrangements for
a consultation, as well as potentially define the
responsibilities of the different health system
levels for a population consultation.
Involve sub-national levels and ensure tailored
sub-national follow-up
A national population consultation can greatly
benefit from decentralized planning structures. Sub-national engagement to a national
consultation offers the possibility of closer
interaction with the population. The design
of the consultation should be more adapted
to sub-national circumstances, specifically
in regard to the inclusion of under-resourced
and hard-to-reach contexts. In addition, the
follow-up to the consultation should include
working closely with sub-national authorities
and decision-makers to provide specific feedback
to sub-national levels on issues of relevance
and interest to them.

National authorities should take advantage
of sub-national institutions’ knowledge and
awareness of local populations’ living and health
conditions. Therefore, local entities can help
improve the design and follow-up of the consultation, as well as the NHPSP itself, based on the
priorities identified through the consultation.
Remote and hard-to-reach areas as well as
marginalized and vulnerable population subgroups should be integrated into a consultation
through local actors who have built a relationship
of trust with those subgroups. Sub-national
planning structures need to be used in this
regard, because they can offer a strong local
and regional link to national institutions that
may not have the same level of access to local
population groups.
The chosen (national) methodological approach
needs to be adequately translated and adapted
to sub-national levels
In some countries the survey methods to be
chosen have to fulfil requirements that need to
be compliant with the legal and constitutional
context of the country. For example, a nationwide
referendum might not be legally possible, but
other survey methods might be absolutely
feasible. It is important to keep in mind that
the chosen (survey) methodology:
reflects clear roles and responsibilities
between national and sub-national levels and
all concerned levels, and ensures adequate
representation during the preparation and
follow-up to the consultation;
accounts for the differing characteristics of
the population – such as languages, living
conditions, gender and access to services –
that might be due to varying socioeconomic
and cultural differences per region.

III For a detailed discussion on population consultations, see Chapter 2
Population consultation on needs and expectations” in this handbook.
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Box 11.4

Example of population consultation in Switzerland
Special issues to consider when undertaking
a sub-national population consultation
When undertaking a population consultation only
at sub-national level, a few issues will need to
be considered as well.
Involve the national level
The involvement of all levels of government
is essential even at sub-national level. The
national level can technically support, help
coordinate, ensure coherence across subnational entities and feedback into national
planning processes. Well-managed coordination
of involved stakeholders, both vertically (all levels
of government) and horizontally (involved or
conducting stakeholders)47 is crucial, especially
when the consultation is not carried out by the
MoH directly. In contexts where tensions exist
between national and sub-national levels, this
involvement should be thought through and
given great care, with clear terms of references
agreed upon by all sides.
Additional capacity and resource support may
be necessary for a sub-national population
consultation
For a population consultation undertaken only in
one specific stateIV or region, local government
entities conducting the consultation might need
to approach the national level to request human,
financial and capacity resource backing to be able
to conduct a well-managed and well-designed
consultation.
Sustainability of the consultation results at
both national and sub-national levels
The results of the consultation need to be made
available to all concerned levels and stakeholders. Dissemination methods must make

IV The term “state” is used to describe sub-national governmental entities. For some countries another term might be more adequate (e.g.
districts) – but for simplification purposes, this chapter uses the term

A high degree of decentralization exists in
Switzerland’s health system. Cantons, or
the sub-national level, have high levels of
autonomy and are continually engaged in
the political decision-making process at the
national level.48 Cantons are responsible
for health care, including its financing, and
regularly perform population consultations
allowing for citizens to play a large role
in health. Not only are citizens consulted,
but referendums initiated by the people
are regularly undertaken and citizens are
called on to make health-sector decisions.
In 2007 and 2014, for example, the population was called upon to decide whether
to reform the health insurance system by
abolishing private not-for-profit funds and
introducing a single national government
operated fund.49 In both years the population
voted against the reform, leaving it up to
the cantons to manage insurance finance
systems, demonstrating the influence of
citizens in the decentralized state.50

sure to adequately transmit the results in an
understandable way, using simple language
and no technical jargon. This includes clear
communication in regard to the follow-up of
the results and how they will be transformed
into priorities that will feed into the planning
process and create a demand-oriented plan.
Sub-national as well as national level are accountable towards the population regarding the results
of the consultation, regardless of the level at
which the consultation was undertaken. The
consultation should preferably be seen as an entry
point to credibly feed into regular national health
sector reviews. Therefore, review processes at
national level need to be designed in a way that
allows for the results of sub-national consultation
processes to be included, and vice versa.

“state”. The varying political and administrative responsibilities that
“states” have in different countries cannot be considered here.
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11.5.2 Situation analysis
Undertaking a national-level situation analysis
in a decentralized context
A situation analysis is a crucial step in any
national health planning process.V However, for
a situation analysis to be fully comprehensive
and inclusive, especially in a decentralized
environment, sub-national planning and its
characteristics need to be taken into account. As
with population consultations, a national-level
situation analysis can profit enormously from the
closeness to the population that sub-national
planning can offer.
Improvement of national policies through
sub-national evidence
A situation analysis undertaken at the subnational level can have a positive impact on
evidence-based policy and decision-making
at national level. Sub-national approaches can
address local concerns, include local information
and data in policy design, priority-setting, and
the allocation of resources, and thus render
NHPSPs more adaptable to sub-national levels
with a higher probability of good implementation. The results of a situation analysis can
support all government levels in their planning
and decision-making responsibilities through
cross-linkages and information sharing.

Acceptance of situation analysis conclusions
by all health system levels
Ensuring acceptance of the results of the
national-level situation analysis by all levels
is primarily an issue of adequate participation
and representation of all levels (government
and nongovernment stakeholders), in both
the preparation as well as the follow-up of the
situation analysis. Roles and responsibilities
between national and sub-national stakeholders
need to be clarified beforehand. Stakeholders
who have a weaker negotiation power (e.g. due
to a lack of capacity or because they are only
represented in one state/region) can be given
a more prominent role in the follow-up of the
situation analysis.

V For a detailed discussion on situation analysis see Chapter 3 “Situation analysis of the health sector” in this handbook.
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Special issues to consider when undertaking
a sub-national situation analysis

Box 11.5
A sub-national situation analysis should include
input from national level
Even if the situation analysis might only be conducted at sub-national levels, the participation
of the national level might be a constructive
element and where possible needs to be ensured.
Coordination and communication between the
different tiers are important for the design of an
adequate methodology and for input on issues
that are relevant at sub-national level but where
the expertise or information may lie elsewhere.
The opportunity to take into account the community’s voice should not be missed
At national level, it is not easy to bring citizens’
voices in a more individualized way into an
aggregate planning process. At sub-national
level, the opportunity and possibility to do
so are much more real with the proximity of
sub-national governments to the end-users of
the health system. This opportunity should not be
underestimated; making a concerted and targeted
effort to ensure community leaders, families and
patients a place in the local planning process
can reap huge benefits in terms of health service
utilization and patient satisfaction.51 Doing so is
more feasible and viable at sub-national level.

Brazil and sub-national situation
analysis
Brazil’s Unified Health System places the
responsibility of semi-annual and annual
health planning primarily at the municipal
level.52, 53 In the national health planning
process—which takes place every four
years to establish health guidelines,
regulations, and make resource allocation
decisions—results from situation analyses
at municipal and state levels are a critical
component.54 The National Health Conference brings together representatives
from Brazil’s 26 states and 4,390 municipal
health councils to review results from
analyses and discuss specific health
policy decisions. Conversations start at
municipal-level committees during the
conference then advance onto higher
levels. Lower-level situation analyses
in Brazil provide valuable results which
allow local realities to be brought to
the attention of state and national-level
committees.55
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At national
level, it is not
easy to bring
citizen’s voice
in a more individualized way
into an aggregate planning
process. At
sub-national
level, the opportunity and
possibility to
do so are much
more real with
the proximity
of sub-national
governments
to the end
users of the
health system.

11.5.3 Priority-settingVI
Undertaking a national-level priority-setting
in a decentralized context

When it comes
to making
sense of the
evidence and
interpreting
data to the
local setting,
sub-national
planning
authorities
have the
distinct
advantage
of local
knowledge and
understanding.

Especially when it comes to making sense of
the evidence and interpreting data to the local
setting, sub-national planning authorities have
the distinct advantage of local knowledge and
understanding.

sub-national health authorities. The MoH at
national level should take on a very strong
coordination and facilitation role and promote
integration and alignment between national,
sub-national and programmatic cycles.

A national priority-setting process should ensure
tailored communication and dissemination
strategies at sub-national level, especially
when the chosen priorities are not relevant at
a specific sub-national level. Communicating
a country’s health intervention priorities and
strategic direction can best be done by subnational actors who can package the information
according to local interest and needs.

Identification of health demands and needs
– differences between sub-national entities

Vertical programmes
Vertical health programmes often have planning
cycles that are different from the NHPSP cycle.
This might mean that some priorities are already
set, with resources already set aside, to priority
vertical programmes before the overall health
sector priority-setting takes place. This may play
out most acutely at sub-national level, where
priorities identified at national level for the health
sector as a whole may be incongruous to the
de facto priorities set at sub-national level by
strong vertical programmes and funding flows.
The solution to this lies in better coordination
between vertical programmes and national
(cross-cutting) MoH departments, and with

Population demands and needs, and ensuing
health priorities, might not be the same from
one sub-national entity to another. Especially
where the decentralization process was spurred
on by sub-national cultural or social divisions, it
is essential to keep in mind that generalizations,
applicable at national level, should not be made
based on a limited number of sub-national
entities.

Special issues to consider when setting priorities at sub-national level
Striking a balance between national and subnational priorities
Priorities should be set based on a robust local
understanding of the health sector situation.
In many cases, priorities have also been set
at higher levels than a district, sometimes
regionally, sometimes nationally, and sometimes
transnationally or globally – but have an impact
on the local-level priorities.

VI Please see chapter 4 ‘Priority-setting for national health policies,
strategies and plans’ in this handbook
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Box 11.6
A lengthy priority-setting exercise may not be
useful if there is agreement at national level,
with sub-national involvement, that certain
activities will be given priority. As an example,
an individual district will likely take part in global
polio eradication efforts if the country and its
health stakeholders have agreed to do so and
have earmarked funding for it.
Close cooperation with national health planning
authorities is thus vital during the priority-setting
process. Differences in emphasis are needed
when there are real differences in epidemiological
patterns or in socioeconomic conditions. For
example, there is no reason to include a hypothetical national priority such as schistosomiasis
in an area where it does not occur.
Find adequate ways of follow-up communication
Given the complexity of priority-setting in regard
to limited resources versus high demand, communication and responsible follow-up action
is vital, especially at sub-national level where
decision-makers and the population are closer
together in a relationship of trust. People might
not understand why health services in other
parts of the country might be prioritized over
their own demand. And in contexts with strong
sub-national patriotism, competition between
states or regions might exacerbate misunderstandings and false perceptions. Excellent
communication of criteria for setting priorities
and allocating resources and follow-up, should
be given special attention in such situations.

Uganda and sub-national
priority-setting
In Uganda, nominated community members are recommended to represent the
public on technical committees in health
sector decision-making to ensure local
priorities are adequately addressed in
bottom-up planning.56 In Uganda’s decentralized system, participatory planning
structures are strong and district-level
representatives have decision-making
powers to set priorities. Nevertheless,
lingering concerns mainly centre around
the degree of financial independence
allocated to lower levels in setting priorities, the capacity of districts to absorb
their increased roles in the process, and
the resulting struggles to appropriately
set priorities.57 Efforts to improve communication between system levels and
to increase public participation beyond
representatives, such as by encouraging
grassroots initiatives, have been discussed
to combat these concerns and strengthen
the translation of community needs into
priorities.
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11.5.4 Strategic planning
Strategic planningVII adopts an all-encompassing
whole-of-sector perspective when identifying,
sequencing and timing interventions.

sible for both sides, and given due resources
and investment.
Revisions to the national strategic plan might
be more difficult to do in a decentralized setting

Undertaking strategic planning at national
level in a decentralized context
Sub-national plans and strategies need to be
acknowledged
Sub-national plans (e.g. state plans or district
plans) guide local decisions and implementation
processes. These plans should not be ignored
during the national planning cycle and should
play a prominent role during the strategic
planning phase when translating priorities
into targets. For example, an analysis of all
sub-national plans can be used as a basis for
understanding sub-national and countrywide
health needs and demands.
Consistency and communication between the
different government tiers needs to be enforced
Communication between
the different
levels when
undertaking
strategic
planning needs
to be made
explicit, must
be accessible
for all sides,
and given due
resources and
investment.

The strategic planning process is usually not a
linear exercise; instead it is often characterized
by circular loops – going back and forth between
demands and needs identified at local level and
priorities and targets identified at national level.
This will be the case in any setting: however, in
a decentralized setting, there are more layers
of decision-making power (at national and at
sub-national levels), rendering the back-andforth communication more complex (compared
to a more centralized context where, in the end,
the central authority makes the decisions). The
means of communication to be used between
the different levels during this planning phase
thus need to be made explicit, must be acces-

A revision of the strategic plan, for example,
due to changing priorities during the course of
the plan, is quite challenging in a decentralized
setting. A revision might cause disruptions in
service delivery at the local level or negatively
affect the continuation of sub-national plans,
e.g. state plans and district plans.
Thus, revisions, if really necessary, need to be
orchestrated in an inclusive and participatory
way, where all levels of health governance (and
even actors beyond the health sector if necessary: e.g. officials from environment, transport,
education etc.) will be included – resembling
the initial strategic planning process of the plan.

Special issues to consider when planning
strategically at sub-national level
True strategic planning at sub-national level
takes place mainly in devolved settings with a
strong federal structure. The national level may
only give very rough orientations regarding an
overarching health sector vision, leaving it up
to the federal structures to define it further in
practice. For example, in Canada, regional health
authorities have a legal mandate to plan the
coordination and continuity of care among a host
of health care organizations and providers within
a defined geographical area.58 While a broad
strategic direction is set by provincial health
ministries, detailed planning and coordination
is done at the regional health authority level. In

VII For a detailed discussion around strategic planning see Chapter 5
“Strategic planning: transforming priorities into plans” in this handbook.
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India, the states undertake planning processes
independently of the central level, covering key
strategies and activities as well as budgetary
requirements and health outputs and outcomes.59
Being aware of the available resources
Goals and targets for any strategic plan must be
linked to the available budget. In a decentralized
scenario, it might be more difficult to define
what is “available”. Sub-national levels might
receive funds from the national level, collect
their own revenues and/or receive external
support. Being aware of the timing of the release
of funds (especially from national level) as well
as any restrictions and stipulations on funds can
complicate the budget scene at sub-national
level. It is important to be aware of this and plan
in extra human resources and time within the
overall timeline to ensure a solid overview of
the available funds and disbursement timings.
In India, for example, the states submit a detailed
plan to the national level. All of the states’ plans
are then collectively negotiated with the national
level to decide about the resource envelope for
each state. The resources are then disbursed
to the states in chunks, depending on their
utilization and spending rates.VIII
Linking the sub-national to the national level
Even though sub-national strategic planning
might be a process that is undertaken completely independently from national processes,
sub-national strategic plans need to be linked
to the overall national health sector strategic
plan – and vice versa. Harmonized and aligned
timing and transparency of sub-national planning
processes are therefore crucial (consistency
and communication).

Box 11.7

United Republic of Tanzania:
sub-national plans feed into
national strategic planning
process
Health Facility Governing Committees
(HFGCs) and Community Health Service
Boards in United Republic of Tanzania are instrumental organs in health
planning at the community level in the
country’s decentralized health system.60
HFGCs are the platform through which
community members are involved in
developing local plans.61 This, in effect,
allows for community needs to be raised
and addressed. Once local health plans
and budgets are determined, they are
submitted to district councils for approval,
as are local health progress reports for
monitoring and evaluation. Devolution
of health planning authority is laid out
by the Local Government Reform Act
(1998) and United Republic of Tanzania
national health plans; local plans feed into
the national strategic planning process
through bottom-up planning and support
of national goals such as poverty reduction,
improvement of quality care and better
health access.62

VIII WHO, India Country Office (personal communication).
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11.5.5 Operational planning in a decentralized context
Undertaking operational planning at national
level in a decentralized context

Special issues to consider when planning
operationally at sub-national level

Budget centres and operational units which are
undertaking operational planning at nationallevel must consider sub-national needs depending on the institution’s purview and scope.

Managing complexities during the formulation
of operational plans at local and sub-national Budget
centres and
levels

Clarifying the source of funding
Where national-level entities cover sub-nationallevel activities, both levels of actors will be
actively involved in the operational planning
exercise for the national-level budget centre.
In this case, it should be clarified beforehand
where the resources for the process would be
coming from. Especially for follow-up activities
on recommendations, the source of the funds
needed should be clearly identified (e.g. national
budget or sub-national budgets/contributions).
Multiplicity of operational plans to be aligned
to the national strategy
A national or state health strategy implies a
variety of operational plans – at the national
level, at the sub-national level and even at the
local level. It is crucial to make sure that those
sub-national and local operational plans are
aligned with national operational plans and
the NHPSP. Despite the levels and degrees of
decentralization in the health system, the national
MoH, where politically and constitutionally
possible, might want to keep a guidance and
oversight function to ensure alignment.

In (highly) decentralized settings, operational
planning done at local and sub-national levels is
circulated bottom-up to the next higher level for
consolidation. The preparation and consolidation
of these sub-national operational plans require
intense human and financial resources and
capacities. Sub-national and local levels might
need to request extra capacity support from
regional or national levels. Given the differences
between the health issues in different states, each
operational plan requires a specific knowledge
and understanding of the context. The national
level can do well in supporting the sub-national
levels in the formulation and consolidation of the
plans with technical expertise and facilitating
functions, but accepting the final authority of
the sub-national level on decisions.
Coordinating sub-national operational plans
with national budget line items
Preferably, the operational plan headings would
correspond to the budget line items (“chart of
accounts”) of the financing authority, for example
the ministry of finance at the national level and
the district treasury office at district level. In
actual practice, health planning stakeholders
often find the headings from the national budget
to be ill-suited for district purposes. A compromise is to do a “translation exercise” by adding
another column to the operational plan matrix
for the national budget line items.
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operational
units which are
undertaking
operational
planning
at national
level must
consider subnational needs
depending on
the institution’s
purview and
scope.

11.5.6 Costing and budgeting in a decentralized context
Costing and budgetingIX both require a high
level of expertise from all tiers involved in the
process. The level and design of decentralization
is especially relevant as described below.

Costing and budgeting at national level in a
decentralized context
Unclear decentralization arrangements might
jeopardize budgeting and costing exercises

Costing and
budgeting
both require
a high level
of expertise
from all tiers
involved in the
process.

Advantages of proximity to local circumstances
and context-specific information might be limited
by unclear structures and distribution of roles and
responsibilities. Ambiguity may lead to limited
control and choice for sub-national authorities over expenditures, user fees, contracting,
targeting and overall health governance. Also
choices over major sources of revenues like
local taxes might be challenged due to confused
and mixed roles and responsibilities between
the different government tiers.

Special issues to consider when costing and
budgeting at sub-national level
Sub-national governments should make use
of their understanding of local circumstances
and access to context-specific information
Sub-national levels have the grand opportunity
of ensuring that budget allocation decisions
closely reflect local needs. Thus, supporting
the sub-national level (capacity-building) to
improve efficiency and effectiveness of spending
at sub-national levels is crucial.
The more power and authority actually vested
in local authorities, the more scope there is for
rational costing and budgeting that is close to the
real needs of the local population. Additionally,
if there is a formalized fiscal decentralization,
policy-makers should take revenue generation
at different levels into account for improved and
adequate fiscal space projections.
Raising resources at sub-national level

Combining information and data that varies
from state to state
A challenge in a decentralized setting is the
different and heterogeneous data sets from
the various sub-national levels. In this regard,
the establishment of a national authority to
provide guidance to homogenize costing, budgeting, and expenditure tracking methodology,
aggregating country-wide data and producing
national estimates might be an option to provide
consistency across the country and produce
comparable information.

In many decentralized settings, local/sub-national entities are authorized to impose taxes
(fiscal decentralization). However, in many
cases, especially in low-income countries, the
tax base might be quite weak. Strengthening
community-level interventions and supporting
budget analysis tools are effective ways to
strengthen local governance capacity from
national to sub-national levels. The outcomes
of those (financial) capacity support interventions will increase technical efficiency through
planning and management that is more aligned
to local needs.

IX For a detailed discussion around costing and budgeting, see Chapter
7 “Estimating cost implications of a national health policy, strategy or
plan” and Chapter 8 “Budgeting for health” in this handbook.

SNL
DC

IA

OP

B

PC

578

ME

PS

1

SP
C

SA

LR

DS

Strategizing national health in the 21st century: a handbook

In a decentralized setting, being able to react
quickly is also a distinct advantage: allocative
efficiency and smart investments made with
incremental funding might result in higherquality services and better health.

Box 11.8

Costing and budgeting in a
decentralized system
Costing and budgeting in Ethiopia’s highly
decentralized health system require alignment across all levels of the administration. Ethiopia’s Health Sector Strategic
Plan focuses on a “One-Plan, One-Budget,
One-Report” approach to manage all
health activities in the country. Made
up of the nine regional states and two
city administrations, “woredas” (a basic
decentralized regional unit), and “kebeles”
(lower-level local associations), the country
requires an effective allocation system to
transfer funds down the multiple levels
of government.63 Costing is performed
at all levels of the health system, but
may be most valuable at the woreda
level as those offices have the strongest
understanding of local health sector needs
and costs.64,65The one-budget approach in
which funds for health services are pooled
relies on strong costing assumptions to
consistently budget funds across the
regionally diverse country.66
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11.5.7 Monitoring and evaluation
(M&E) in a decentralized
context

The quality of
M&E depends to
a great extent
on the quality
of the M&E
component of
the national
strategy and the
sub-national
strategies, the
capacity of the
involved people
and institutions,
and methods
to collect data
and ensure its
quality.

The quality of M&E,X including review mechanisms, depends to a great extent on the quality
of the M&E component of the national strategy
and the sub-national strategies (alignment), the
capacity of the involved people and institutions,
as well as the methods to collect data and ensure
the quality of the data.67

M&E at national level in a decentralized context

Thorough M&E activities require inclusive
policy dialogue and systematic and regular
assessments.69 Those mechanisms – and the
tools and methods to use them – need to be
adapted to the formalized and non-formalized
(especially in regard to dialogue processes)
decentralization features that are prevailing in
the country. Accountability towards the results
of monitoring and evaluation need to be claimed
at every government level.

Alignment between national and sub-national
strategies and plans

Allowing reflections on the status of decentralization

The NHPSP should identify and lay out a sound
and comprehensive M&E element.68 However,
the design of this element, or framework, needs
to be coordinated and translated to sub-national
documents for coherence. Likewise, sub-national
strategies should form the basis for the national
M&E framework. A constant interaction between
the national and sub-national levels is crucial for
the success, repeatability and reproducibility of
monitoring, evaluation and review mechanisms.

When undertaking M&E in a decentralized
context, it is important to consider the ways
in which decentralization has been integrated
and used in all the previous planning steps. As
a consequence of the breadth of evaluation,
process-related issues might be considered
as well – apart from health-related issues. It
might be beneficial for the planning process
to establish a link between health outcomes
and decentralization. For example, the set of
indicators related to health outcomes could
be complemented by political, administrative
and fiscal indicators for M&E purposes of the
performance of sub-national planning. Thus,
routine data collection needs to be adapted,
since those quantitative and qualitative indicators
are not always part of the collection set in many
countries.70 As a consequence of including

Review mechanisms and feedback loops should
ensure accountability
The review mechanisms chosen should be
comprehensive – not just in terms of sectoral
and programme-related aspects, but also in
regard to national and sub-national levels.

X For a detailed discussion around monitoring and evaluation, see
Chapter 9 of this handbook.
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decentralization in the evaluation, current
responsibility, authority and accountability
arrangements might need to be adapted.XI

Special issues to consider for M&E at subnational level
Selection of tools and assessment methods

Monitoring sub-national regional inequalities
Monitoring health inequalities between subnational levels can inform targeted health
programmes and policies, especially if disparities
are substantial. Summary measures of inequality
can condense disaggregated data into concise
outputs, which could be used to show trends
and make comparisons.71 The selection of
appropriate summary measures to quantify
sub-national inequalities should be carefully
chosen to provide a good understanding of
sub-national-level inequalities to policy-makers,
partners and civil society, among others, and thus
to facilitate targeting and deploying interventions
to disadvantaged subpopulations.

The analysis and assessment tools that will
determine the success and validity of the M&E
exercises as well as increase accountability
towards its results need to be selected according
to the features of the health system. It is important to ensure consistency and comparability
across the different sub-national-levels and to
support those levels (capacity and financial) to
be able to analyse and use the data.
Sub-national M&E plans
Countries that have been going through devolution processes, such as Kenya, have created
a new layer of sub-national government, with
allocated resources and prescribed functions.
Many of them choose to develop separate
sub-national M&E plans. These plans spell
out how sub-national level data will be used
to monitor performance and how progress
and performance of the sub-national health
sector strategic and investment plans will be
tracked. Central-level technical support may
be necessary at the beginning. For example,
Kenya has updated its national M&E roadmap
to ensure that the M&E needs of its counties
are identified and addressed through specific
measures such as strengthening counties’ data
analysis, validation and synthesizing capacities.72
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Table 11.3 Issues to consider when strategizing for health at sub-national level
POPULATION
CONSULTATION

SITUATION
ANALYSIS

Benefits in a
decentralized
health system

Formal and
geographical
closeness to needs
and expectations of
the population
Better integration
of marginalized
communities

Formal and
geographical
closeness to health
needs and living
conditions of the
population
National policies to
profit from subnational evidence

Engagement of
recognized sub-national
actors to improve national
priority-setting exercise
Higher sensitization
and participation due to
decentralized information
flows
Quantity of stakeholders
due to decentralized
setting might increase
– quality should not be
affected

Issues to be aware
of when undertaking…

Involvement of all
stakeholders at all
levels
Methodology of
consultation to take
decentralization and
the different living
conditions it might
imply into account
Feedback and
follow-up scenarios
to be built at subnational level to be
translated more easily
to local contexts

Involvement of all
stakeholders at all
levels
Situation analysis
conclusions to
be accepted by
stakeholders at all
government levels
Dissemination of
outcomes of the
situation analysis to
all government tiers

Clear roles and
responsibilities are
important
Differences between
sub-national entities
(e.g. states) in demand
and needs should
be considered and
communicated in a
credible way
Missing synchronicity
between national, state
and programme plans to
be taken into account
Methods, tools and
approaches chosen to
be in line with country
context
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PRIORITYSETTING

STRATEGIC
PLANNING

OPERATIONAL
PLANNING

COSTING AND
BUDGET

MONITORING
AND EVALUATION

Formal and
geographical
closeness to
health needs and
living conditions
of the population
can support
all-encompassing
perspective
Increase legitimacy
and inclusiveness of
planning process

Inclusiveness of actors
and sub-national plans
to increase legitimacy
and adherence at subnational level
Formal and geographical
closeness to health
needs and living
conditions
Decentralization can
strengthen operational
planning process
through link between
sub-national health
needs and national
strategic views

Better understanding
of local circumstances
and access to contextspecific information
Strengthened local
government capacity
for improved efficiency
and local resource
mobilization

Closeness to the
living conditions of
the population and to
the implementation of
activities: data regarding
coverage equity might
be gathered more easily
Status and quality of
decentralized health
system to be monitored
and evaluated

Involvement of all
stakeholders at all
levels
Methods, tools and
approaches chosen
to be in line with
country context
Clear routes of
communication
between the different
tiers
Sub-national plans to
be considered
Revisions of national
plan even more
complicated in
decentralized setting

Multiplicity of operation
plans to be aligned to
national strategy
Managing complexities
during the formulation
of operational plans at
local and sub-national
levels
Revisions of subnational operational
plans to be
communicated to
national level and vice
versa

Well-done budgeting
and costing
depends on clear
decentralization
arrangements;
Data that might vary
from state to state
to be combined at
national level
Reporting and
transparency on
money flows to be
well-monitored
through the different
tiers

Alignment between
the M&E elements of
national and subnational strategies and
plans
Review mechanisms
and feedback loops
to be comprehensive
and inclusive to ensure
accountability
Selections of tools
and assessments
methods to be adapted
to decentralized health
system context
Clear roles and
responsibilities
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11.5.8 General issues to consider at sub-national level during all
steps in the planning cycle

An unambiguous transfer of responsibilities
is not always the reality
In a decentralized context, where different actors
at different levels (inter-)act, clear coordination
and communication is essential.

Stakeholders
involved
in health
planning need
to be aware
of existing
inconsistencies
and find a
responsible
and
sustainable
way to work
with them – or
if possible
resolve them.

SNL
DC

IA

OP

B

PC

584

ME

PS

1

SP
C

SA

LR

The more clearly the different stages in the
planning cycle are linked to clear (divisions
of) roles and responsibilities, the smoother
the planning can be organized. Contrarily,
unclear roles as well as blurred responsibilities and lines of accountability between
the different tiers might create unnecessary
hiccups in the planning process. Especially
when decision-making processes between
national and sub-national level are not
clearly regulated and outlined, there is a
risk of blockages in decisions or reforms.
The complementarity of roles of national
and sub-national actors is one of the most
important features of sub-national planning
and should regularly be re-evaluated.
The MoH usually does not have the sole
monopoly of health service provision, be it
in a centralized or a decentralized context.
In many contexts, private sector and many
other actors provide services as well (e.g.
nongovernmental institutions, faith-based
organizations). Many of them may only cater
for a selected area or specific group of people.73 Therefore, communication of roles and
responsibilities between national and decentralized state institutions and the respective
additional actors at each level is important to
limit uncoordinated service provision.
This is equally relevant in a situation where
there is a separate national health service
purchasing agency that pays local-level health
providers (district hospitals, health centres)

in addition to government budget allocations
from the national to sub-national levels. This
creates multiple funding flows arriving at the
sub-national administrative level or directly at
the provider level that are often pooled while
requiring separate upwards reporting and
creating multiple accountability lines. Critical
issues with respect to providers are their level
of autonomy to be able to coherently respond
to incentives set by the separate purchasing
agency’s provider payment method as well as
those by state sub-national units. A separate
purchasing agency, e.g. a health insurance,
should engage with sub-national authorities
to work out funding flows and population
needs in order to ensure appropriate procurement of drugs and other supplies, as
well as proper planning for infrastructure and
human resources. The challenge is that local
governments end up handling both functions
of purchasing and provision. Above all, when
there is a purchaser-provider split, it raises
questions on the actual division of labour
between the stewards at national level, the
separate purchasing agency(ies) and the
sub-national units with respect to purchasing,
provision, planning and regulation. Too often
these are not sufficiently clarified.
In some cases, development planning
and administration might remain at the
national level, while some sectors might
be decentralized. In reality this turns into
quite a difficult scenario with sometimes
unclear rules and regulations for health. It
is therefore essential to understand at what
level(s) planning is actually done and how the
different levels of planning are linked to each
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Box 11.9
other. For example, if planning is only done
at national level, how are the implications
translated to sub-national levels? In some
countries, even specific functions (e.g. drug
regulation, hospital accreditation) remain at
the national level while other functions are
decentralized. Since both would be running
in parallel, roles, responsibilities and lines
of reporting need to be clear.
Related to the last point are the inconsistencies in the broader political system, meaning
that some functions and services might be
centralized and others decentralized. This
can pose additional burdens for planning
in a decentralized (health) system. Some
inconsistencies are enshrined in the health
system and might be difficult to change.
For example, a decentralized provision of
services but a centralized accreditation
system for facilities. Stakeholders involved in
health planning need to be aware of existing
inconsistencies and find a responsible and
sustainable way to work with them – or if
possible resolve them. The key here seems to
lie in well-managed and harmonized horizontal (intersectoral) communication along the
different involved sectors (especially finance)
and vertical (within the health sector). Constant exchange between all involved actors
can help find an agreement or workaround
solution which enables complementarity and
as little inefficiency and overlap as possible.

New Zealand: clear roles
and responsibilities in a
decentralized system
The New Zealand Public Health and Disability Act of 2000 clearly lays out roles
and responsibilities for the different levels
of its health system. The law establishes
the structure for public sector funding
and organization of health and disability
services in New Zealand. According to
the law, at the federal level the MoH
develops and reviews The New Zealand
Health Strategy, negotiates Crown Funding
Agreements to set relationships between
the Crown and District Health Boards,
and issues operational frameworks for
funding and delivery of services.74 At the
district level, 21 District Health Boards
(DHBs) are responsible for drawing
up district strategic and annual plans.
Parliament serves as an accountability
partner, overseeing statements of intent
and annual reports provided by both the
MoH and DHBs. By directly setting out
the duties and roles of key participants
for the Health and Disability Act, each tier
of New Zealand’s decentralized health
system stays accountable and organized
through the planning, implementation,
and evaluation processes.75
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Transferring power to sub-national levels
raises expectations

International engagement must be
well-managed in a decentralized setting

The different tiers in a decentralized context
should complement each other in terms of roles
and responsibilities. However, it is essential
to manage expectations between the different
levels of government.

International engagement is an additional factor
for consideration when discussing decentralization in the health sector.

In some instances, sub-national entities,
charged with highly-demanding responsibilities for planning and implementation,
might have neither the time nor the capacity
to meet the national government’s expectations to satisfy the needs and expectation
of the population (performance). Roles and
responsibilities should therefore always go
hand-in-hand with the capacities needed
to fulfil those – thus, the national level has
a special role in ensuring capacity support
through to all levels.
Additionally, there are cases where local
structures do not match the expectations of
the national level in terms of accountability.
Even though it is recognized that accountability
(and responsibility) could be enhanced through
decentralized decision-making structures, a
problem might occur where (historic) local
leadership and power arrangements (“local
power elites”) do not reflect the expectations
of the national level.76 Addressing this sort
of sensitive issues will involve extensive
engagement with the communities in question
over a longer period of time to ensure any
change in power structures and improvements
in accountability mechanisms to the local
population. Allocating time and resources to
this and collaborating with local structures
(civil society organizations, community groups,
etc.) should be envisaged and planned.
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Stakeholders involved in health planning
should keep in mind that international actors
(United Nations agencies, donor countries,
Global Health Initiatives) might be acting
only at certain levels (national level or only
sub-national level), or in certain areas (only
in specific states/regions) or on certain topics
(e.g. child mortality in rural areas), which
might create imbalances in service provision
between different states/sub-national units.
Being aware of these imbalances created by
external service provision (that might not
be obvious at first sight when planning is
decentralized) will be relevant for planning
purposes.
International responsibilities of the national
government (e.g. International Health Regulations, WHO, United Nations agencies,
European Union) and their consequences
for planning might need to be translated or
adapted to sub-national levels, depending
on the exact nature of the international
engagement. For example, the International
Health Regulations are signed and ratified
at national level, but their impact needs to
be translated to the sub-national levels.
Supranational institutions (European Union,
MERCOSUR, African Union) might add another
layer of governance on top of the national
level. Even though the characteristics and
shapes of those supranational institutions
vary greatly, it is important to understand what
kind of implications, including opportunities,
they might pose for the health sector and for
sub-national planning.77
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The distribution of wealth and financial
resources should be carefully considered
an unwillingness of richer regions to support
poorer regions.
When discussing the distribution of financial
resources in a decentralized context, an additional
issue to consider is whether the responsibilities
of the sub-national units match their financial
base and technical capacities and how those
capacities can be increased of necessary.
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In many countries, there are richer and poorer
regions, each with potentially different tax
rates and user fees.78 An uneven distribution
of access to health care by region might be the
consequence, which can result in discussions on
equity and financial compensation (equalization
payments) from richer to poorer regions.79 In
some instances, the debate on equalization
payments can be very challenging if there is
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11.5.9 General issues to consider when putting in place sub-national
planning structures during an on-going decentralization
processXII
Many countries are currently in need of institutional reform, including a reduced role for
the national level, especially in health service
delivery,XIII based on the idea that smaller
organizations are more flexible, more efficient
and more accountable (in the health sector
and beyond).

Clarifying the aims and objectives for
increased sub-national level planning
It is important to keep in mind that sub-national
planning and decentralization are to be seen as
a means, not an end in itself. Decentralizing the
health/political system in and of itself does not
necessarily have a positive impact on health
outcomes. Decentralization should rather be
seen as a broad concept to improve planning and
implementation processes with positive impacts
on health outcomes. It should be regarded as
a policy mechanism aiming to realize specific
goals, such as increases in effectiveness and
efficiency.
Hence, decentralization of health planning is
not a solution per se. Before engaging in a
decentralization reform process, it would be
essential to clarify and acknowledge the problems
and challenges the reform is intended to solve.
Decentralization processes should therefore not
be seen as a way to delegate responsibilities to
other levels simply to get rid of them, but rather
as a means to improve processes.

XII This is not a guide on how to decentralize the health sector/health
planning. It is rather an attempt to discuss a few issues one should
keep in mind during a political, fiscal and administrative decentralization process.

Policy lessons drawn from existing case studies
and analysis of decentralization processes suggest that capacity building at local/sub-national
level is crucial prior to transferring responsibilities. Local/sub-national elected representatives
need to be provided with capacity-building
initiatives especially focused on planning in a
decentralized health system. As there might be
a higher turn-over through periodic elections at
regional and local level, capacity-building should
be conducted regularly and be formalized for
flexible access for participants.80
Implementation, monitoring and evaluation
features and support modalities need to
be specified for the sub-national level. It is
essential to understand that the effects of a
decentralization reform might be seen only
in the long term; aspirations for short-term
changes are likely to be disappointed.81
Capacity-building should also be foreseen for
the national level to ensure that the national
level is capable of supporting sub-national
levels with adequate planning, budgeting
and logistical resources.

XIII Many countries (especially European countries) find themselves in
a vicious circle of decentralizing – centralizing-redecentralizing, trying
to find the right balance between responsiveness and efficiency (http://
www.euro.who.int/__data/assets/pdf_file/0007/135664/EuroObserver13_1.pdf, accessed 25 Octpber 2016).
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Preparing the ground before the decentralization reform process
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Box 11.10

Preparing the ground for decentralization in Pakistan
In Pakistan, the 18th Amendment of the
Constitution in 2010 assigned only a limited
set of functions to the federal level while other
functions were devolved to the provinces.
As a consequence, the Federal MoH was
abolished and the remaining responsibilities
for health at federal level were reassigned
to other federal ministries. A number of
problems arose from the implementation of
the Amendment; these have generally been
attributed to the unplanned abolition of the
MoH and the transfer of responsibilities to
the provinces without a transition period.82,83
At federal level, there was a lack of clarity
about the distribution of federal responsibilities in health among other ministries,
and the capacity and motivation of these
ministries to perform these health-related
functions. The abolition of the federal MoH
also resulted in the loss of health leadership at federal level and a fragmentation of
decision-making processes with particular

threat to areas such as health security and
domestic and external resource mobilization.84
At the provincial level, there was a general
agreement among the provincial authorities
that the provinces needed significant support
and organizational restructuring to take
on the responsibilities for the vertical programmes and other activities in information
and regulation; these were previously federal
responsibilities and were devolved after the
18th Amendment. Furthermore, variations
in capacities across provinces were likely
to further increase geographical disparities
and inequities. Finally, unclear distribution
of responsibilities between federal and
provincial level further created areas of
tensions. One example was the delay in
the creation of a Federal Drug Regulatory
Authority.85 The newly elected democratic
government endorsed the re-establishment
of the federal Ministry of National Health
Services Regulation and Coordination in 2013.

Designing a decentralized health system
adapted to the country context
The overall context, in which a decentralization
reform, usually an overall governance and
government process, is embedded, has to be
acknowledged. Especially the national political
context may determine the institutional structure
of the decentralization reform and consequently
the impact and outcome of the decentralization
process on the health sector.86

Opening communication channels from the
population to local authorities during the design
of the reform process takes full advantage of
the benefits which decentralization has to offer.
This is often only done once the major decisions
with regard to decentralization have already
been taken, missing a major opportunity for
positive change.
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11.6 Conclusion
Sub-national planning is most often not a choice
but a reality, a context to which the policy-maker
has to adapt. But this situation actually offers a
multiplicity of advantages and can be seen as
a potential asset to national health planning.
However, there are challenges that should be
acknowledged and thought through in order to
reap the benefits of planning that is closer to the
population as beneficiaries and active actors.
Many of the planning challenges discussed
in this chapter arise because sub-national
structures might not be adequately designed
and in line with population needs; or because
the lines of responsibility and accountability
remain unclear. One major example is the lack
of clarity in many countries regarding roles and
responsibilities for health service purchasing,
provision and regulation. Health sector planning
at sub-national level cannot go far if such issues
remain unresolved.

The conclusion to be drawn for health planning
and policy-making processes in general is
that broader institutional arrangements and
functions need to be explicitly spelled out, and
potential tensions clarified, when engaging in
sub-national planning.
If planning and decision-making personnel are
able to recognize and accept the complexities
and inconsistencies that might accompany
decentralization, it might be more effective to
design an adequately tailored strategy or a policy.
This chapter proposes ways to leverage advantages of sub-national strategizing for health in
order to deliver on better services and ensure
responsiveness to the population’s needs and
expectations.
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Overview
This chapter outlines the need and practical
action for including intersectoral planning for
health and health equity within the overall
process of strategizing for health.
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Summary

What is intersectoral planning for health
and health equity?

Who should be involved: roles and
responsibilities ?

Health equity is acknowledged as a critical
component of the post-2015 sustainable development agenda, and is an essential element of
any country’s path towards universal health coverage (UHC). Intersectoral planning implies that
governments and other stakeholders proactively
address the determinants for health inequities by
identifying and promoting intersectoral action as
an integral and vital component of the national
health planning process.

Why do we need intersectoral planning?
Intersectoral planning addresses determinants
of health, alongside clinical services, in order to
achieve greater sustainability of results through:
determining and confronting risk factors of
ill health in a concerted effort;
increasing the level and equity in distribution
of health within populations;
supporting achievement of the SDGs.

When should we engage other sectors?
One should engage from the beginning of the
national health planning process.
However, intersectoral planning is not a linear
process and thus several entry points exist.
These different entry points find their correspondence in the approved SDGs.
Intersectoral planning for health should be
viewed as a multi-directional, continuous
and constantly evolving process.

The health sector, and in particular the ministry
of health, should lead and understand the different interests and roles of many other sectors.
Partnerships with or sponsorships by levels
of government that have responsibility across
sectors (e.g. ministry of planning, prime
minister’s or president’s office, etc.) should
be sought.
All sectors should be linked to the 17 SDGs.
While all sectors can do something to improve
the health situation, the mechanisms the
different sectors have and their potential
strength in influencing the top risk factors and
the most important social determinants vary.

How should we plan for and implement
intersectoral action?
Each country is different and needs to prepare
and present its own case for intersectoral action
on health inequities. It is important to:
keep the target audience of non-health
people in mind;
find a common ground and build a common
understanding between the health sector
and all other relevant sectors;
make good use of the situation analysis
phase of the national health planning cycle;
engage in policy dialogue and negotiation;
link groups of indicators, including on social
determinants, across dimensions of inequity
and levels of results chains, as well as across
different sectors.
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12.1 What is intersectoral planning for health and
health equity?
12.1.1 Health equity and social
determinants of health
– how do they relate to
national health planning?
Health is a state of complete physical, mental
and social well-being and not merely the absence
of disease or infirmity. The enjoyment of the
highest attainable standard of health is one of
the fundamental rights of every human being
without distinction of race, religion, political
belief, economic or social condition.1
The above definition of health from the WHO
Constitution indicates that some people might
be deprived of their right to enjoy the highest
attainable standard of health due to race, religion,
political belief, economic or social condition,
and that this is unjust. This definition inherently
encompasses the concept of health equity by
implying that the gold standard for health should
be the same standard for all population groups,
regardless of characteristics which are often the
basis for discrimination or vulnerability – i.e.
race, religion, political belief, economic or social
condition. Indeed, despite major improvements
in life expectancy and health outcomes globally,
health inequities, i.e. differences in health status
between more advantaged population groups
and more disadvantaged population groups,
therefore remain a significant – and in many
cases growing – challenge. Indeed, even today,
70 years later, there are huge differences in
health status across the world. For example,
in Japan, life expectancy for women is 87 years
but in Sierra Leone it is only 46 years. In Angola,
out of 1000 children, 167 die before their fifth
birthday; in Luxembourg it is only two.2

These health inequities – whether in relation to
communicable diseases or noncommunicable
diseases (NCDs), injuries, or resulting from
new emerging risks like climate change – are
rooted in the social determinants of health.
The social determinants of health (SDHs) are
the conditions in which people are born, grow,
work, live and age, and the wider set of forces
and systems shaping the conditions of daily life.
These forces and systems include economic policies and systems, development agendas, social
norms, social policies and political systems. The
social and economic conditions, their effects
on people’s lives and the resulting differences
in life expectancy and health status are also
health inequities, because they are avoidable,
unjust and unfair.3
Health equity and SDH are acknowledged as
critical components of the post-2015 sustainable
development agenda, and are an essential
element of any country’s path towards universal
health coverage (UHC). Intersectoral planning
implies that governments and other stakeholders
proactively address social determinants and
health inequities by identifying and promoting
intersectoral action as an integral and vital component of the national health planning process.
In other words, reducing health inequities is
pivotal to achieving the goal of UHC, one of the
distinct strategic directions of many national
health policies, strategies and plans (NHPSPs).
Without intersectoral action as a fully integrated
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Box 12.1
component – and indeed, mindset – embedded
in the national health planning process, health
inequities will likely persist, and as a result, the
health of any nation’s population will suffer.
In this regard, this chapter’s objective is to
describe the need and practical action for
including intersectoral planning for health
and health equity within the overall national
health planning process. It discusses why and
how to integrate other sectors into national
health planning processes, with the objective
of ensuring better health and health equity.

Basic concepts4
What are health inequities or
inequalities?
Health inequities are avoidable and unfair
inequalities in health between groups
of people within countries and between
countries. These inequities arise from
inequalities within and between societies.
Social and economic conditions and their
effects on people’s lives determine their
risk of illness and the actions taken to
prevent them becoming ill or treating
illness when it occurs.
What is meant by social gradient?
Within countries, the evidence shows
that in general, the lower an individual’s
socioeconomic position, the worse is her
or his health. There is a social gradient
in health that runs from top to bottom of
the socioeconomic spectrum. This is a
global phenomenon, seen in low, middle
and high income countries. The social
gradient in health means that health
inequities affect everyone.
What are the social “determinants”
of health?
The social determinants of health are
the circumstances in which people are
born, grow up, live, work and age, and
the systems shaping the conditions of life.
These circumstances are in turn shaped
by a wider set of forces: economics, social
policies, and politics.
Intersectoral Action for Health:
“Coordination of health-related activities
of the different sectors in order to achieve
the highest attainable standard of health
for every human being” according to the
Alma Ata Declaration.
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12.1.2 The Sustainable Development Goals (SDGs) – a marked accent
on intersectorality
Since 1978 a number of different concepts,
theories and frameworks have been designed
and promoted to “achieve the highest attainable
standard of health for every human being”
through working across sectors. Examples
include: Health for All,5 Health Promotion,6
Whole of government and whole of society,7
Health in All Policies,8 Human rights-based
approaches,9 Gender-based approaches,10 and
Social determinants approaches11 to health. Each
one of them has its own strengths and theoretical
and ideological underpinning. However, all
share a concern for health and health equity
and require action by sectors other than health
for their implementation – but, they also share
the challenges of implementation.
Most major public health programmes have at
one point or another considered intersectoral
action in their global or regional strategies
and some have produced multisectoral action
frameworks. Just to mention a few: The global
action plan for the prevention and control of
noncommunicable diseases (2013–2020)12 has
multisectoral action as one of its overarching
principles and has an appendix linking 21
different sectors to the main risk factors for
NCDs. The UNAIDS 2016–2021 strategy On
the fast-track to end AIDS has a whole section
about HIV and the SDGs, calling for joint action
and shared progress.13 In 2013, the Roll Back
Malaria partnership/United Nations Development
Programme (UNDP) published a Multisectoral
action framework for malaria;14 and in 2014, the
Reproductive, Maternal, Newborn and Child
Health Programme published A multisectoral
policy compendium for RMNCH.15
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One explanation could be the perpetuation of
the sectoral silo-thinking and fragmentation
observed 30 years ago that include both health
and other sectors (see Box 12.1). Managers
and staff may want to stay within their familiar
comfort zones. This might be due to budget
allocation principles and accountability frameworks within governments that may not support
multi-stakeholders and intersectoral collaboration. The single-sector focus of the Millennium
Development Goals (MDGs) and donor financing
mechanisms may also have contributed. However, the results are loss of opportunities for
sustainably improving population health, and
in the end higher health care costs and lower
social and economic productivity in societies.
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However, these examples all relate to individual
public health programmes. Unfortunately, the
past decades of global guidance on overarching
national health planning have much less frequently included intersectoral action compared
to programme-specific strategies (see Box 12.2).
Only a very few countries have systematically
and comprehensively integrated other sectors
into their national health planning processes,
e.g. Australia, Finland and New Zealand. This
is quite remarkable as the collective work done
by 16 public health programmes as part of the
Commission on Social Determinants of Health
found that most social determinants of health
inequity are shared among the various public
health conditions regardless of whether they
are classified as communicable, maternal and
neonatal, and nutritional disorders; noncommunicable diseases; or injuries.16
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Box 12.2

Why is intersectoral planning
missing in the planning
process? 17
“Recognizing the multisectoral character
of health development, the Alma Ata
Declaration called for the coordination of
health-related activities of the different
sectors….”
“There are several reasons why health
strategies have not advanced far in this
direction. Despite the new strategy for
health, health planning has remained a
more or less self-contained exercise within
the health sector, carried out principally by
health professionals, in relative isolation
from other development processes. This
isolation is reinforced by the tendency of
most sectors to perceive health as comprising mainly medical services and their
output. This pushes the health strategy
back to a curative approach. In this context,
other development sectors tend to regard
intersectoral collaboration for health as
a diversion of time and resources from
their own sectoral priorities.”

The Sustainable Development Goals (SDGs)18 take
a holistic multisectoral approach to development,
compared to the selective single-sector approach
of the MDGs. The SDGs differ from the MDGs in
a number of ways. They are for all countries and
are not just development assistance goals; they
are concerned with equity, i.e. with specifying
the need to disaggregate data and monitor
achievement for different population groups,
rather than just with average achievements;
and they realize sustainable development can
only be achieved by addressing all the goals
at the same time – rather than selectively. By
necessity, the achievements of the SDGs will
require intersectoral action at global level, in each
country, and within each country at sub-national
levels. One extremely important way intersectoral
action can take place at national level is through
an intersectoral approach in the national health
planning process, i.e. intersectoral planning,
the subject of this chapter. The SDGs are thus
a concern for all, whether national or local
health planners or the international community.
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12.1.3 Intersectoral planning made explicit:
good examples from New Zealand and Norway

Some
countries
have already
successfully
integrated
health
equity and
intersectoral
action into
their national
health
planning
processes and
documents
and can be
viewed as
examples for
health-specific
strategies
whose broad
goals entail
collaboration
with other
sectors.

There are examples of countries that to some
extent have integrated health equity and intersectoral action into their national health planning
processes and documents (see Boxes 12.5 and
12.7). Here, the New Zealand Health Strategy
2000 as well as the Norwegian Public Health
Act of 2012 are highlighted, as they exemplify a
health-specific strategy whose broad goals and
specific objectives entail collaboration with or
action by sectors other than health.
New Zealand is a country with three large ethnic
population groups – Maori, Pacific and European
– and a history of strong social welfare policy. A
change of government in 1999 meant a shift in
emphasis from a sole focus on economic growth
as a measure of progress to achievement in social
progress given equal weight. Comprehensive
analyses were done as part of the strategic
planning process for the Health Strategy 2000,
e.g. on life expectancy by ethnicity and deprivation
and on the distribution of risk factors such as
tobacco smoking. The analyses showed huge
inequities and the importance of tackling their
root causes, i.e. the social determinants.19
The New Zealand Health Strategy 2000 thus
set out the main aim to reduce the inequities between the three population groups and
included tackling the broader determinant of
health and reorienting health services. Some
of the Strategy’s 10 broad goals and 61 specific
objectives require explicit intersectoral action.
Other goals and objectives – such as improved
access to health services, improved participation
in health system decision-making and workforce
by Maori and Pacific populations – were more
directly within the remit of the health sector and
its own institutions.
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By contrast, Norway’s approach to a common
framework for intersectoral monitoring was
based on their Public Health Act of 2012,21 which
provided for a broad cross-government responsibility for health and health equity. It required
much intersectoral work, between the launch
of their Strategy to Reduce Social Inequalities
in Health in 2007 and the development of the
Public Health Act in 2012, to gain acceptance
of this broader concept of health in the policy
sphere.22 The Public Health Act now forms the
basis for reporting both on the status of public
health and on the intersectoral public health
policy work.
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The roll-out of the Strategy was accompanied
by an integration of social determinants of
health and health inequity indicators into the
social reports produced by the Ministry of Social
Development. These social reports could follow
medium- and long-term impact of policy initiatives and action, and thus have a potential to
inform evaluation and design of public policy.
However, one challenge highlighted by a study
of the effectiveness of this approach was that
government agencies concerned with economic
development made negligible use of the reports.
The study recommended anchoring the reports
in the national legislation.20
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12.1.4 Intersectoral planning as
the focus of this chapter
There is no
hard and fast
blueprint for
intersectoral
action that
guarantees
success;
this chapter,
however,
offers strong
rationales for
certain planning
practices that
can be used
in different
contexts.

© Erik Blas

This chapter focuses on overarching national
health and development planning rather than
on health service and individual public health
programme planning. Therefore, health inequities
arising from differential access to and benefit
from health services are, for example, only
touched on very briefly. The chapter seeks to take
a pragmatic rather than dogmatic approach. It
realizes that there is no hard and fast blueprint
for intersectoral action and health equity that will
guarantee success. However, there are strong
rationales and there are examples to be drawn
on and inspired by.
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12.2 Why do we need intersectoral planning?

Socioeconomic
development
and health
systems
development
are mutually
reinforcing;
addressing
determinants
of health
alongside
clinical
services leads
to greater
sustainability
of results.
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Another such example comes from the history
of tuberculosis (TB) in Europe. TB death rates in
Europe increased in the 17th and 18th centuries
with industrialization and urbanization, when a
rise in population density led to crowded living

conditions and poor nutrition, contributing to the
progression of the disease. With the subsequent
economic growth, social reform, a gradual
decline in the level of poverty and improved
living conditions, the TB incidence had already
declined about eight- to tenfold by the 1940s
when chemotherapy first became available.
Some have suggested that the decline until
the end of the 1940s was almost exclusively
due to improved nutritional status and living
conditions. Others have argued that public health
interventions such as isolation of infectious
individuals and the pasteurization of milk to
prevent bovine tuberculosis have also contributed
to the decline. However, it seems clear that, on
the one hand, the highest TB rates have been
recorded in places where rapid urbanization
was coupled with very poor living conditions
for the disadvantaged. On the other hand, the
most rapid declines in TB incidence and deaths
have been recorded where economic growth was
coupled with social and health sector reform
and important medical advances.24
Both examples further suggest that there are
strong links between general development and
health development. They show that socioeconomic development and health systems development are mutually reinforcing and increase
the chances for sustainable achievements. In
other words, addressing the determinants of
health (which intrinsically involves collaboration
between sectors) concomitantly to addressing
clinical services leads to sustainable results.
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Endemic malaria has disappeared from most
of North America and northern Europe with
general social and economic development,
including better housing, land drainage, lesscrowded housing, closed windows and a reduced
tendency for people to live close to their livestock, and not as a result of direct vector or
chemo-prophylactic control. However, while the
time immediately after the First World War saw
malaria epidemics spreading across Europe,
these epidemics subsided or responded easily
to control interventions, suggesting that strong
health systems (i.e. for delivery of medications)
and the improvement in overall socioeconomic
conditions rather than changing the vector
ecology were responsible for alleviating the
problem. Transient resurgence of malaria in
connection with war, population movements and
associated disruptions has been seen in several
places – including: Armenia, Azerbaijan, Italy,
Spain, and Tajikistan – with a rapid return to the
earlier situation once the societies recover. In
contrast, when malaria control does not take into
account broader development issues and is based
solely on direct vector control and chemotherapy
through local or global campaigns, resurgence
with added virulence is often observed once the
campaign measures are relaxed.23
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12.2.1 Burden of disease

However, Fig. 12.1. also shows that the overall
global burden of disease remained constant at
about 2.5 billion DALYs over the two decades, i.e.
the gains in communicable, maternal, neonatal
and nutritional disorders were outweighed
by increases in noncommunicable diseases
(NCDs) and injuries. The NCDs increased by
25.3%, i.e. from 1.08 billion DALYs in 1990 to
1.34 billion in 2010; and injuries increased by
0.03 billion in the same period. Some of this
increase might be explained by people living
longer (life-expectancy at birth in 1990 was 64
years and in 2013 it was 71 years26). However,
changes in lifestyles and exposures may also
have contributed to the increase.
If nothing is done to halt the epidemic of NCDs,
it is very likely that the overall global burden
of disease in 2030 will be higher than it was in

Fig. 12.1 The Global Burden of Disease (19902010)

3.000.000

Disability and adjusted life-years
(DALY thousands)

There has been a remarkable reduction in
the global burden of communicable diseases,
maternal and neonatal conditions, and nutritional
disorders from 1.18 billion disability-adjusted
life-years (DALYs) in 1990 to 0.87 billion in
2010, i.e. a reduction of 26.6% (Fig. 12.1).25 This
success may be explained by a combination of
factors. These include general poverty reduction;
improved access to education, in particular for
girls; improved access to clean water and sanitation; and improved access to selected health
services. All these factors were specifically
emphasized in the Millennium Development
Goals and the action spheres of different sectors.

2.500.000

245.694

278.665

Halting the
epidemic of
noncommunicable diseases
requires effectively addressing their risk
factors and
determinants
– which in
turn requires
health and a
range of other
sectors to work
together.
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1.075.297
1.500.000

1.343.696
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1.181.610

868.024
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Injuries
Noncommunicable diseases
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1990. Halting the epidemic of noncommunicable
diseases requires effectively addressing their
risk factors and determinants. This can only be
done through the health sector and a range of
other sectors working together in a concerted
effort, i.e. through comprehensive intersectoral
NHPSP.
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12.2.2 Social determinants
The overall global burden of disease numbers
(Fig. 12.1) mask considerable differences across
countries. Within countries, a disaggregation of
national averages, e.g. by geographical location,
wealth, ethnicity and sex, will almost always
reveal considerable health inequities, as is the
case in Suriname (Fig. 12.2).

Chronic kidney disease in Suriname is more
than 2.5 times more prevalent in Saramacca
district compared to Coronie district and diabetes
II is about three times more prevalent among
the poorest wealth quintiles compared to the
richest. The HIV prevalence is much higher
among the Creole and Maroon ethnic groups

Fig. 12.2 Examples of health inequities in Suriname27
Chronic kidney disease
per 10 000 by district, 2012
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Q2

Q3

Q4

Richest

compared to other ethnic groups. However, it
is interesting to note that the prevalence among
Creole women is lower than among males, while
for Maroons it is the other way round. Finally,
smoking prevalence among the two poorest
wealth quintiles was found to be three to four
times higher than in the richest quintile. While
the poorer wealth quintiles were found always to
have higher disease and risk factor prevalence
than the richer quintiles, the districts and ethnic
groups that had the highest prevalence varied
across diseases, conditions and risk factors. This
raises the important question of what shapes
the population health profile in a given society.
The effect that clinical care has on the health
of populations is far smaller than commonly
thought. A study across communities in the
United States of America showed that access to
and quality of clinical care explained only 20% of
premature deaths in communities. Other factors
together accounted for the other 80%, i.e. social
and economic factors 40%; health behaviours
30%; and the physical environment 10% (Fig.
12.3).28 However, both the health behaviours
and the physical environment are in turn also
shaped by social and economic factors. This
means that about 80% of a population’s health
may be shaped by the circumstances in which
people are born, grow, live, work and age, in
other words, the social determinants of health.
Fig. 12.3 Factors affecting populations’ health
in the USA
Social and
economic
environment;
40%

Health
behaviours;
30%

Clinical care;
20%

Equitable access to cost-effective quality clinical
care should remain a fundamental right for all.
However, effectively and sustainably improving
the level and distribution of populations’ health
will require action across multiple sectors to
address key risk factors related to exposures
and behaviours, such as dietary risks; child and
maternal malnutrition; tobacco use; air pollution;
alcohol and drug use; unsafe water, sanitation
and handwashing; unsafe sex; occupational
risks; low physical activity; sexual abuse and
violence; and other environmental risks of the
global burden of disease.29 It will further require
action on those social determinants that create
differential exposure and vulnerability across
population groups and that are often grounded
in societal context and in social, political and
economic position.30 The SDGs call for comprehensive action on these determinants and
risk factors, by emphasizing equity across all
goals and through the specific goal dedicated
to equity (SDG 10), which underlines the dire
need for data disaggregation (by income, gender,
age, race, ethnicity, migratory status, disability,
geographic location and other characteristics
relevant in national contexts).31
Likewise, national health policies, strategies
and plans thus need to be based on a thorough
analysis of disaggregated data, and should put
a distinct emphasis on and ensuring that the
factors shaping population health are addressed.
Ignoring these factors will mean that overall
health status can only be marginally improved,
at best. Addressing the social determinants
of health means intersectoral action, and this
approach must be embedded in the national
health planning process.

Physical
environment;
10%
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80% of a
population’s
health may be
shaped by the
circumstances
in which people
are born, grow,
live, work
and age, in
other words,
the social
determinants
of health.

Box 12.3

Early child development in Viet Nam – why improved intersectoral
planning is sorely needed
Maternal education has long been considered
an important determinant for maternal
and child health status in many countries,
including Viet Nam.32 In Viet Nam’s rural areas
only 22.8% of mothers of children aged 0–8
years have completed secondary education,
compared to 53.9% in urban areas. Health
care seeking behaviour as well as utilization
rates in Viet Nam are causally linked to
educational levels.33 Some suggest that
this is due to limited knowledge of certain
key childhood symptoms and the resulting
health-seeking delays and a higher risk of
adverse outcomes.
In the poorest Vietnamese income quintile,
secondary school completion rate is 8.1%;
it is 73.7% among the richest. Among the
majority ethnic group of Viet Nam (Kinh
population), the completion rate is 34.4%,
but only 13.6% for ethnic minorities. 58.9%
of children in the poorest quintile aged 36–59
months enjoy early childhood education,
while for the richest it is 90.6%.34 What a
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These inequalities are part of a vicious circle
of intergenerational inequity that can only
be broken by appropriate action. This action
must inherently be intersectoral in nature
because it is at the intersections between
education, local government, social welfare
and health. Intersectoral action must be
carefully planned for and embedded into
NHPSPs. When intersectoral action is one-off
and effectively isolated, it is unsustainable.
Ensuring that intersectorality is an integral
component of NHPSPs assures the longerterm collaboration necessary to bring about
the kind of change needed in Viet Nam.
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child experiences before eight years of age
sets a critical foundation for her or his entire
life, and there is a strong association between
child survival and child development. The
physical, social, emotional and language
domains strongly influence basic learning,
school success, economic participation,
social citizenship, and health.35
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12.3 When should we engage other sectors?

Especially
the situation
analysis phase
is an immense
opportunity to
ensure that the
right questions
regarding
equity and the
determinants
of health are
raised, and
that those key
issues are
adequately
assessed.

The short answer to the questionabove is “from
the beginning”. However, intersectoral planning,
as part of the national health planning process,
is not a linear process and thus several entry
points exist, e.g. see Box 12.4. The situation
analysis phase in particular is an immense
opportunity to ensure that the right questions
regarding equity and the determinants of health
are raised, and that those key issues are adequately assessed. Actions may be undertaken
all along the planning cycle; however, without
the principal matters coming to the forefront
during the situation analysis phase, these actions
will not be slated in.
Box 12.4 summarizes eight entry-points for
addressing health inequity and intersectoral
collaboration in national health planning. For
some of them, the health sector is both the leader
and the implementer; for others, the health
sector emphasis is on providing leadership;
while for others again, the health sector may
act primarily as a catalyst. These different entry
points for tackling health inequalities find their
correspondence in the approved SDGs, where
health goes beyond Goal 3 (see Annex 12.1).
Nearly all SDGs play a key role for health. Each
entry point is briefly described with reference
to three key SDGs in brackets. Please note that
several of the analyses mentioned as entry points
can be carried out during the situation analysis
stage of the health policy and planning cycle.
Only the strongest links with other SDGs are
indicated in Box 12. 4 – there are, of course, many
more links of varying strengths (see Annex 12.1).
Often the strength of a link between an entry
point and an SDG will depend on national and
local contexts. The many pieces of the analysis
and action may in the end appear in different
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Box 12.4

Eight potential entry points for
reaching and sustaining greater
health equity36
1. Analysis of evidence on inequities and
their causes. Examine health data disaggregated as relevant to the country;
review studies (including qualitative
studies) conducted in subpopulations;
explore the causes of inequity that require
intersectoral action; and review reports
by human rights bodies (SDG 5, SDG 10,
and SDG 17).
2. Analysis of and action on laws, policies,
standards, protocols and guidelines.
Consider how equity, human rights, gender
and social determinants are affected by
the existing policy, legal, normative, programmatic and monitoring and evaluation
frameworks, and how these issues could
be addressed (SDG 5, SDG 10, and SDG 16).
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sectors’ strategies and work plans. However,
all the important ones should be mentioned in
the NHPSP with reference to the sector and
sectoral plan where the responsibility lies. All
need to come together in a monitoring and
accountability framework of the NHPSP as
well as for the SDGs overall. In the following
sections the specifics of the analysis, planning
and monitoring will be elaborated.
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3. Analysis of and action on the causes of
differentials (social determinants at play)
to identify the most relevant, including
those that influence:
differential exposure to the physical
environment, e.g. adverse workplaces
and community settings, poor infrastructures, unhealthy and harmful
consumables, etc. (SDG 6, SDG 8, and
SDG 11);
differential exposure to the social environment, e.g. social norms that can
undermine health, gender expectations
and repression, ethnic and racial discrimination, unregulated marketing, etc.
(SDG 5, SDG 10, and SDG 16);
differential community and individual
vulnerability, e.g. poverty and unemployment, family and community dysfunction,
poor knowledge, low levels of health
literacy and care-seeking, alcohol abuse,
food insecurity and malnutrition, etc.
(SDG 1, SDG 2, and SDG 4);
differential access to health products
and services, e.g. skewed availability,
financial barriers, products and services
with poor acceptability, etc. (SDG 1,
SDG 10, and SDG 16);
differential benefit from health services,
e.g. poor quality health services, discriminatory treatment and care, biased
referral systems, services insensitive to
needs, limited patient–provider interaction, poor adherence to advice and
recommended treatments, etc. (SDG 5,
SDG 10, and SDG 16); and
differential consequences of illness
and disability, e.g. loss of income,
impoverishment/catastrophic health
expenditure, stigmatization or other
forms of discrimination (SDG 1, SDG 10,
and SDG 16).

4. Analysis and allocation of resources.
It is not just a matter of the absolute
level of resources – but also how they
are distributed within societies and put
to use. Skewed distribution of attention,
resources and efforts in countries might
prioritize outputs that increase rather
than decrease inequity (SDG 1, SDG 10,
and SDG 16).
5. Analysis, strategies and actions to specifically address gender issues. Gender-responsiveness should be promoted
in all processes and in organizations and
services (SDG 4, SDG 5, and SDG 16).
6. Analysis and provision of means for civil
society and individuals to participate
in decision-making. The right to health
is best protected when individuals
and concerned populations, including those marginalized or otherwise
disadvantaged, are actively involved
in decision-making on policy, health
planning, and their individual health
(SDG 4, SDG 10, and SDG 16).
7. Transparency, accountability and keeping sectoral managers and services to
task are essential for reducing health
inequities, together with safe mechanisms for reporting and addressing
complaints whenever rights to health
are threatened or violated, individually or
collectively (SDG 5, SDG 10, and SDG 16).
8. Ensuring gender balance and equity
in organizational processes through
ensuring sex parity, appropriate gender representation, and inclusion of
concerned population groups among
staff, management and board members
(SDG 5, SDG 10, and SDG 16).
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12.4 Who should be
involved: roles and
responsibilities
Different sectors, and often also different health
programmes, may have different planning cycles.
Furthermore, in some countries, there may be
an overall national development plan, again
with its own cycle. The health sector’s proactive
coordination with all of them is paramount.
Intersectoral planning for health should be
viewed as a multi-directional, continuous and
constantly evolving process. It will be important
to keep track of the different planning and
monitoring cycles because they provide windows
of opportunity to get health into the relevant
sectors’ plans and monitoring frameworks.
From the perspective of the health sector,
intersectoral planning means being engaged
with other sectors on a regular basis, and being
on the alert for crucial windows of opportunity
where health needs to be part of the dialogue.
Opportunities that should not be missed for
leading the engagement of other sectors are
the preparation of the national development
plan and the national health plan. This implies
bringing in other sectors throughout the health
planning process and bringing health into the
other sectors’ planning processes from the
situation analysis, and priority-setting phases,
for example.
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A key role of the health sector and in particular
the ministry of health is to lead and understand
the different interests and roles of many other
sectors actually or potentially influencing the risk
factors and social determinants of health, and to
facilitate the process (see e.g. the case of Estonia
in Box 12.5). This requires technical capacity and
knowledge as well as leadership considerably
beyond the clinical aspects of health.37 If this
is not adequately available, consultants may be
used and the capacity built during the process.
The ministry of health will not be able to carry
the responsibility alone. Partnerships with or
sponsorships by levels of government that have
responsibility across sectors (e.g. ministry of
planning, prime minister’s or president’s office,
etc.) will have to be sought. However, the health
sector has to take the initiative for leading the
process, and keeping it in motion and on track.
Special attention should be given to ensuring it
is based on facts and consensus, and to prevent
it from being sidetracked by political agendas
or particular interest groups.
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Box 12.5

The National Health Plan 2009–2020, Estonia38 links with a large
number of strategies and development plans across different sectors
Ministry of Social Affairs
Primary healthcare development plan (in
preparation)
Estonian Hospital Master Plan 2002
Nursing Care Network Development Plan
2004–2015
Strategy to Guarantee the Rights of the Child
Development Plan for Prevention of Family
Violence (in preparation)
National Cancer Strategy 2007–2015
National HIV and AIDS Strategy 2006–2015
National Drug Addition Prevention Strategy
until 2012
National Tuberculosis Control Strategy
2008–2012
National Strategy for Prevention of Cardiovascular Diseases 2005–2020
Development Plan for Infertility Treatment
2007–2010
State Chancellery
Estonia’s European Union Policy 2007–2011
Government Programme 2007–2011
Ministry of Finance
National Strategy Reference Framework
2007–2013
Office of the Minister Urve Palo
Estonian Integration Programme 2008–2013
Ministry of Environment
Estonian National Strategy on Sustainable
Development ‘Sustainable Estonia 21’
Estonian Environmental Strategy until 2030
National Radiation Safety Development
Plan 2008–2017
Ministry of Culture
Strategic Development Sports for All Programme 2006–2010

Ministry of the Interior
Development Plan for Civic Initiative
Support 2007–2010
Regional Development Strategy of
Estonia 2005–2015
National Spatial Plan ‘Estonia 2010’
Internal Security Development Plan
2009–2013 (in preparation)
Ministry of Education and Research
Youth Work Strategy 2006–2013
General Education System Development
Plan 2007–2013
Bullying Prevention Programme ‘Safe
School’ (in preparation)
Ministry of Agriculture
Estonian Rural Development Strategy
2007–2013
Development Plan for the Government
Area of the Ministry of Agriculture
2009–2012
Ministry of Justice
Development Plan for Reduction of
Juvenile Delinquency 2007–2009
Development Plan for Combatting
Trafficking in Human Beings 2006–2009
Ministry of Economic Affairs and
Communication
Estonian Housing Development Plan
2008–2013
Transport Development Plan 2006-2013
Estonian National Traffic Safety
Programme 2003–2015
Estonian Information Society Strategy
and Implementation Plan
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To make a
positive impact
on a risk
factor or social
determinant
of health, it is
important first
to map and
understand
who else
shares a
common
interest in
health and who
is opposed to
changes.

A first indication of which sectors to involve can be
made based on Box 12.4 and the Annex that links
the eight entry points to the 17 SDGs. While all
sectors can do something to improve the health
situation, the mechanisms the different sectors
have and their potential strength in influencing
the top risk factors and the most important social
determinants vary. Furthermore, the interest of
the different sectors to act may also vary. The
interests may be categorized into:
Shared – this is the case where a sector shares
the primary interest of health to make a positive
change to a risk factor or a social determinant.
For example, the education sector would likely
share the interest to contribute making a dent on
“clustering of disadvantages”. This is because
higher enrolment, lower drop-out and higher
completion rates would be among the education
sector’s success criteria.
Different – in this case, the sector’s interest
will be different from health’s interest without
necessarily being opposed. For example, the
primary interest of “urban planning and transport” might be to get the motorized road traffic
flowing rather than providing easy, safe and
preferred access to physical activity, including
walking and cycling.
Opposed – there are, however, also cases where
the interests of the other sector is directly
opposed to the interest of health. For example,
parts of trade and industry and others may be
opposed to reducing marketing and access to
tobacco and alcohol products, with a claim that
it will directly affect their bottom line.
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When interests are shared, the other sector
would not need incentive or much negotiation
to be convinced for action. However, when the
interests are different, the sector in question
might need some push and explanation of the
health benefits to include relevant action. The
primary focus should be on where there are
potentially strong influences on the risk factor
or the social determinant.
Special attention must be given to situations
where a sector has opposing interests but
exercises a potentially strong influence on a
particular risk factor or social determinant.
For the same risk factor or determinant, there
might be other sectors with potentially very
strong or medium-strong influence that share
the interest with health or have different but not
opposing interests. Forces can be joined with
these, e.g. to change legislation and regulations
or to strengthen enforcement of the same.
Table 12.1 briefly describes the roles and
responsibilities of the ministry of health and
other sectors and actors during three phases
of planning and managing intersectoral action:
analysis, negotiate and plan, and monitor and
hold accountable. Details of these phases are
provided in section 5.
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It is important to map who shares the primary
interest of health in making a positive impact on
a risk factor or a social determinant, who has
a different interest and who is directly opposed
to making changes. The reason is, of course,
that it can have a major effect on the process
and whether a particular component of the plan
will be successfully implemented.
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Table 12.1 Roles and responsibilities
PHASE

MINISTRY OF HEALTH

OTHER SECTORS AND ACTORS

Analyse (see
subsection 5.1)

Manage the process of knowledge gathering –
commission or take direct charge of getting all
available knowledge together in a format conducive
to decision-making
Lead analysis and consensus building – involve the
key stakeholders, experts and opinion leaders to
have a common understanding of the causes of the
burden of disease and the health inequity situation
in the country
Inform and publicize – to generate and nurture an
evidence-based public debate and demand for action;
Identify knowledge gaps – to encourage and direct
future data collection and research

Prime minister’s office, national
planning, etc.: sponsor, bring intersectoral action for health and health
equity on cabinet agenda and into
national development analysis
Researchers, bureau of statistics,
information units of sectors, and civil
society organizations: provide data
and participate in analysis
Politicians, opinion-makers, and
media: participate in consensus and
dissemination process

Negotiate
and plan (see
subsection 5.2)

Set priorities for policy planning, design and implementation – this may include bringing together all
the parties and stakeholders in a consensus process
Identify and handle possible conflicts of interest
and controversies – this may include brokering and
negotiating, proposing compromises, or mobilizing
pressure for political or legislative decision
Train trainers – to integrate health and health equity
concerns into ongoing training programmes for
different sectors and cadres
Move the political process – bringing together the
power of knowledge and evidence, the social power of
civil society and the state power through accountable
political leadership; and moving health higher on the
political agenda
Appropriately link the national health plan with the
plans of the relevant sectors – to negotiate inclusion
of relevant action into the plans of other sectors in
formats that can be monitored across sectors

Prime minister’s office, national
planning, etc.: sponsor, keep intersectoral action for health equity on
cabinet agenda, and demand progress
Sectors, including civil society
organizations: participate in process,
commit to action and results within
their domains, and include in their
own plans

Monitor and
hold accountable
(see subsection
5.3)

Keep track of activities in other sectors that have
bearing on health, including the policies and policyresults
Improve own data sources with respect to completeness and possibility for disaggregation
Encourage, guide and support other data sources to
produce relevant disaggregated data, linking health
with social determinants and risk factors
Analyse, disseminate and present information in
formats that are conducive to informing managerial
action and political and public debates

Prime minister’s office, national
planning, etc.: sponsor, keep sectors
accountable for commitments and
report to cabinet
Sectors, including civil society
organizations: report on committed
actions and results, participate in
reviewing progress, and commit to
continued action and results within
their domains
Politicians, opinion-makers, and
media: participate in evaluation,
consensus and dissemination process
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A question that sometimes comes up in connection with intersectoral planning is who pays
for it. In the case of shared interest, it should
obviously be the individual sector from its normal
budget allocations. However, when the interests
are different (non-opposing) it might impact on
budgets, as sectors might have to do certain
things additionally or differently in order to have
a positive effect on health and health equity.
This could mean that there has to be internal
reallocation of budgets or that additional budget
allocation will be required. However, as sectors
will not be asked to do activities that do not fall
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within their mandates, implementation should be
covered from within the sectoral budget – even
if the ministry of finance will have to allocate
additional resources, which could be generated,
e.g. from public health taxes. Sectors that have
opposing interests might be “brought to pay”
in form of public health taxes, e.g. on tobacco,
alcohol, unhealthy food, etc.39 One activity that
might be relevant to cover from the health sector
budget would be capacity-building programmes
for integrating health considerations into other
key sectors’ ongoing training programmes.
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12.5 How should we plan for and implement
intersectoral action?
Each country is different and needs to prepare
and present its own case for intersectoral
action on health inequities, based on its own
data and analyses of the risk factors and social
determinants that are causing the situation,
in order to mobilize political attention and
intersectoral commitment. When presenting the
case, it is important to keep the target audience
of non-health people in mind. They need to be
able first to understand the message, second to
see how the message is relevant to them, and
third to be convinced why they should engage.
There is the need to find a common ground and
to build a common understanding between the
health sector and all other relevant sectors.
A wide range of options and tools40 exists for
presenting data in tables and graphs in different
formats (see, e.g. Fig. 12.2). It is important to
link groups of indicators, including on social
determinants, across dimensions of inequity
and levels of results chains, as well as across
different sectors. Tabular and graphic presentations frequently fall short; or might not be
wholly understood by target audiences. It might
therefore be useful to supplement tabular and
graphic presentations by “telling the story”,

e.g. in short narratives specifically formulated
with the relevant target audience in mind. In the
Viet Nam case (Box 12.3), at least three sectors
contribute directly to breaking the vicious circle
of intergenerational inequity, i.e. education,
local governments, and social welfare – while
the underlying unfair distribution of resources
is on the shoulders of finance, politicians and
civil society. Other sectors, including the economic sectors, can recognize an interest in the
results of action and indicator improvement – i.e.
increased social and economic participation and
reduced demand for health care.
A parallel more comprehensive and more technical option is to pull all relevant information on
each major disease in the country – prevalence,
distribution across locations and population
groups, and possible causes of the pattern –
and present it in master sheets, one for each
disease.41 This option has the advantage of
highlighting the causes of the diseases as
well as identifying key knowledge and action
gaps. Such an analysis is a good opportunity
for engaging the scientific community as well
as civil society organizations in preparing the
case (see also subsection 12.5.1).
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Planning and
implementing
intersectoral
action is
unique for
each country;
planning must
be based on
its own data,
analyses of the
risk factors,
and social
determinants
causing health
inequities.

12.5.1 A good starting point: the situation analysis phase of the
national health planning cycle
As explained earlier (Box 12.4), there are several
analyses which can potentially be undertaken
during the situation analysis phase of the planning cycle, with the view of integrating intersectoral planning for health and health equity into
the overall national health planning process.
Some countries may analyse data from existing
monitoring systems containing good information
on intersectoral factors influencing health
equity (e.g. see Finland’s compass systemI).
Others may start from broader survey analyses
of the overall health situation and associated
intersectoral priorities.42
Complementary to these analytical approaches, a
concrete starting point could be the total burden
of disease and its risk factors in the country,
broken down by diseases and conditions and,
where possible, disaggregated by the relevant
dimensions of inequity in the country. This should
be part and parcel of the situation analysis phase
in the national health policy and planning cycle.
The Global Burden of Disease Project produces
updated profiles for each country.43 The profiles
provide ranking of the 25 largest contributors
to premature death and DALYs, comparison
between 1990 and 2010, and benchmarking
with other countries of comparable levels of
economic development.44 Starting from the
burden of disease profile, in particular the DALY
components, will help to focus, prioritize, and
overcome differences of interests. It can give
appropriate weight to diseases and conditions

that reduce social, mental and physical well-being
without necessarily causing premature death.
It will also help avoid falling into the trap of
being led or misled by the availability of data or
gaps in the same. The profiles also provide an
overview of burden of disease driven by the 15
leading risk factors. This includes both those
that are attributes, e.g. high blood pressure, high
body-mass index, iron deficiency, etc. as well
at those that are exposures, e.g. dietary risks,
smoking, household air pollution, etc. Risk factors
provide links to the social determinants and are
the crux of the ill-health equation that cannot
be addressed without true intersectoral action.
During the situation analysis (and at times,
subsequent phases) of the health planning cycle,
it will usually be sufficient to look at the largest
10–15 contributors to the burden of disease
plus maybe one or two other diseases known
to be focused in particular subpopulations or
locations. The reason is that the same social
determinants and risk factors are driving several
diseases and their inequitable distribution.45
The burden of disease country profiles do not
disaggregate the data as suggested for the
SDGs by income, gender, age, race, ethnicity,
migratory status, disability, geographical location
and other characteristics relevant in national
contexts.46 To find such disaggregated data for
the top diseases, conditions, and risk factors, one
will have to look for locally-available information

I Finland has an intersectoral monitoring system that analyses
population need and health and social service responses and is also
used for national reporting, but less emphasis is placed on this data at
the national level (http://www.hyvinvointikompassi.fi/en/web/hyvinvoin
tikompassi/, accessed 26 May 2016).
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from records, surveys, and studies; and data
analysed in preparation for the national plan
will need further scrutiny with respect to equity,
risk factors, and social determinants in mind.
More often, though, complete information will
not be available. One of the results of a situation
analysis phase can be to bring attention to the
lack of information, and to stimulate dialogue
on how to fill the gap in data generation.
However, even with data gaps, the inequity
picture will generally come together like a
mosaic, with the pattern showing up even if
some of the pieces are missing. Once the pattern
is beginning to show, it is time to start asking
questions about what it means. Why do some
districts have much higher prevalence of chronic
kidney disease compared to others? Why do
people in the lower income quintiles have higher
prevalence of diabetes than those in the richer
quintiles? Why do some ethnic groups have
higher prevalence of HIV than others? Why do
poor people smoke more than the richer? (see
Fig. 12.2). And in those frequent cases where
very little information is available, this should
lead to an inclusion of inequality-monitoring
mechanisms as a key discussion point during
national health planning processes.
One challenge is that the disaggregated prevalence data – if they exist – are often scattered
without any single source having the full overview.
Another challenge is that the answers to the

why-questions, i.e. the social determinants
causing the observed inequities, are often
country- and context-specific and come out
only in planning processes that put effort into
understanding root causes of bottlenecks. In
order to overcome such challenges, planners
could, for example, take an iterative Delphi
method type approach as part of the situation
analysis.47 Other longer-term options include
incorporating inequality data generation in
routine health information systems, conducting regular surveys to measure progress on
the determinants of health and inequalities,
conducting focus groups with key informants
in the health system, etc.
The Delphi method is particularly useful in
revealing gaps in knowledge and in quickly
reaching consensus on the situation, while
longer-term efforts are made to improve the
evidence base. It is thus elaborated upon here
in more detail (in Box 12.6). A Delphi approach
can expose and help overcome gaps in disaggregated data on diseases and risk factors, as
well as the gaps in explaining causes for the
inequities and, e.g. the higher levels of specific
disease burden compared to the benchmarking
countries. Approaches to cover gaps in knowledge
and reach consensus should be a vital part of
the policy dialogue around the national health
plan, but also around the plans for other sectors.
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Even in
countries with
data gaps, the
inequity picture
will generally
come together
like a mosaic,
with the pattern
showing up
even if some
of the pieces
are missing. It
is then time to
start asking
questions about
what it means.

12.5.2 Policy dialogue and
negotiation

Box 12.6

The Delphi method for
analysing key data for health
planning
First Delphi round: a small number of
people with access to data on the level
and distribution of the diseases, conditions
and risk factors to be focused on; product
of the first round is data presented in a
standardized format, e.g. as in Fig. 12.2.
Second round: an expanded number of
participants to include people who could
help interpreting data. While continuing
to fill the data gaps, start asking the
why-questions and ask people to provide
available evidence (reports and studies) to
support the answers they offer; product
of the second round is a consolidated
feedback.
Third round: Delphi panellist receives a
questionnaire that includes the items and
ratings summarized by the investigators
in the previous round, and is asked to
revise his/her judgments or “to specify
the reasons for remaining outside the
consensus”.
Fourth round: In the fourth and often
final round, the list of remaining items,
their ratings, minority opinions, and items
achieving consensus are distributed to the
panellists; product of the fourth round
should be a complete equity picture
including key social determinants that
shape the inequities.
This analysis can further support national
health planning and be used to mobilize
political will and publicity.
Each round should be reasonably short
– e.g. one week to ten days – and provide
full transparency in the return information,
so that the participants can see their
contributions reflected.
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The findings of the analysis, including on the
level and distribution of health in the population
and their root causes, need to be accepted and
internalized by health and non-health sector
actors, including public, private, and civil society.
In some countries there are already forums
that can provide platforms for discussion and
consensus-building. Where platforms exist, they
should be fully exploited to ensure dissemination
of analysis results and an honest dialogue on
the causes and consequences.
In countries where such forums do not exist,
it might be necessary to conduct a national
consensus workshop to confirm the analysis
and agree broadly on action and on who is
responsible. Briefings and consultations with the
highest levels of government (prime minister,
cabinet, and parliament) will help in mobilizing
political will and support. In parallel, effective
communication of the evidence revealed by the
analysis will also be critically important to inform
media, politicians and the public about what
shapes the health of the country’s population.
The national health planning process is the ideal
moment to bring attention to the vital issues
of health inequities and social determinants
of health so as to motivate stakeholders to
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Once the main risk factors and the social determinants that shape the population’s health
situation have been identified, the next step is
to find out what should be done and who could
potentially do something about it. This, in the
first instance, does not mean the particular
organization or individual – but which sectors are
already in the field and in a position to influence
the risk factors and social determinants, and
what would be the mechanism and strengths
of their potential influence.
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propose agreements, offer concessions and
reach compromises. The chosen negotiation
strategies of the stakeholders will heavily
influence the tone of the discussions and the
potential agreements which can be reached.
Various negotiation strategies and approaches
exist for emphasizing the value of cooperative
negotiating from the perspective of a Health in
All Policies (HiAP) approach.48

Table 12.2 shows an illustrative example of how
the top five risk factors in a country (according to
the burden of disease profile) could match with
two of the sectors in that country. There will of
course be more sectors and possibly more risk
factors depending on the local country context.

Once the main
risk factors
and social
determinants
that shape
the population’s health
situation are
identified,
the next step
is to find out
what should
be done and
who (which
sectors) could
potentially
do something
about it.

Table 12.2 Illustrative examples of sector – risk factor match with mechanism and strength
of influence – other than own staff (perceived strengths of influence are rated: t, tt, and ttt)
Top-five exposure risk factors in the country (illustrative examples)

SECTOR

Urban
planning
and
transport

Education

Dietary risks

Smoking

Physical inactivity

Easy and preferred
access to healthy
food (tt)

Ban smoking in
public places
in- and outdoor
(tt)

Easy and preferred
access to physical
activity, including
for safe walking
and cycling (ttt)

Regulate location/
opening hours of
alcohol outlets
(tt)

Plan placement of
industry/business
and provide public
services (t )

Educate on
healthy diet – ban
unhealthy food on
premises/provide
healthy food (ttt )

Inform, ban on
premises, offer
cessation aid
(tt)

Inform, promote,
provide opportunities and offer
counselling (ttt)

Inform, ban on
premises and
offer counselling
(tt)

Educate on risks
and rights (tt)

All sectors can do something about all the
population health risk factors. However, the
type of mechanism they have at their disposal
and their respective strengths of influence
may vary. For example, in Table 12.2, “Urban
planning and transport” is considered to have
a potentially very strong influence on physical
activity, medium-strong influence on dietary
risks, smoking and alcohol use, and a weaker
influence on occupational health. “Education”,

Alcohol use

Occupational risks

however, is considered having potentially strong
influences on dietary risks, physical activity and
medium-strong influence on smoking, alcohol
use, and occupational risks. While the exact
mechanisms and strengths may vary from one
context to another, the onus for the intersectoral
planning should be on those mechanisms
where the sectors are seen to have a strong or
medium-strong potential influence.
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Table 12.3. shows some illustrative examples of
five social determinants and two sectors – again
with potential mechanisms and strength of

influence. Only two sectors and five determinants
are shown and there will be more depending
on country context.

Table 12.3 Illustrative examples of sector – social determinants match with mechanism
and strength of influence – other than own staff (perceived strengths of influence are rated:
t, t t, and tt t)

Most important social determinants in the country (illustrative examples)

SECTOR

Adverse social
and cultural
norms and
gender roles
Diversify settlements and plan
for community
centres (tt)

Urban
planning
and
transport

Education

All sectors
have the ability
to impact all
population
health risk
factors and
social determinants with
varying levels
of strength and
types of
mechanisms.
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tobacco, alcohol
and unhealthy food
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Lack of social
capital in families
and communities

Plan for appropriPlan for public
ate mix of employ- services, diversify
ment, educational settlements, proopportunities and vide access to easy
residential areas;
public transport
ensure safe, fast
and green spaces
and easy public
(ttt)
transport(ttt)

Marketing ethics Plan for integrated
not accepting
public social and
advertisements of
health services
tobacco, alcohol
and community
and unhealthy food centres, allotment
in public space and gardens, etc. (tt )
in or on transport
means (t )

Teach on social and
Provide secClosely monitor and
cultural norms,
ond-chance
act on enrolment
gender roles,
education, align
coverage, drop-out
rights, participa- education to labour
and completion
tion, and respect
market needs, etc rates for vulnerafor diversity (ttt )
(ttt)
ble locations and
population groups
(ttt)

Educate students Identify vulnerable
and not accept
students and work
advertisements
with social and
or sponsorships
health services
from providers of
to address their
tobacco, alcohol
special needs
and unhealthy food and those of their
products (tt)
families (ttt)

All sectors can do something about all social
determinants – however, to varying levels of
strength. For example, in Table 12.3 “Urban
planning and transport” is considered to have
a very strong influence on “lack of jobs and
educational opportunities” and on “clustering
of disadvantages” while the influence on “lack
of social capital in families and communities”
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Clustering of
disadvantages

is considered medium and with the potential
influence on “social and cultural norms and
gender roles” and “marketing, pricing and
availability of tobacco, alcohol and unhealthy
food” considered weaker. The foci of the intersectoral planning should be on those mechanisms
where the sectors are seen to have a strong or
medium-strong potential influence.
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One challenge of intersectoral planning is that
while it might be reasonably straightforward
to agree on the goals (the desired impact and
outcomes), it might be more difficult to agree
on the outputs – policies and policy-results
– and the source and allocation of necessary
resources (financial and human). In addition to
the variations in interests mentioned in section
12.4, different sectors often have different
structures, employ staff of different educations
and background and sometimes have different
ways of measuring success. Another challenge
is that intersectoral planning for health and
health equity by definition will take place across
several individual sectors’ plans. If care is not
taken, it could end up being too complex to be
implemented.

Table 12.4 illustrates how the findings in Tables
12.2 and 12.3 could move forward to commitments by the individual sectors for action and how
progress, i.e. policy-results could be measured.
The commitments would be reflected in the
intersectoral national health plan, while the
detailed activities and inputs would be reflected
in the individual sector plans. That is, unlike in
logical framework systems, a lower-level result
can contribute to more than one higher-level
result, e.g. in the different sectors. Likewise,
what may be deemed output in one sector may
be regarded outcome in another.

Table 12.4 Illustrative example of results chain and commitments

IMPACT

OUTCOME

Reduced burden of disease
and reduced
health
inequity
location
byWealth
key equity
dimensions,
Ethnicity/
e.g.:
gender

Reduction in risk
factor prevalence
and gradient, e.g.
“physical inactivity”

Geographic
location
Wealth
Ethnicity/
gender

OUTPUT (individual sector commitments)
Urban planning
and transport
(ttt)

Education
(ttt)

Policy: All urban areas must provide easy access to physical activity,
including safe walking and cycling
Policy-result indicator: Proportion of urban areas that have easy
access to physical activity, including safe walking and cycling
Policy: All schools at all class-levels must provide opportunity for at
least 60 minutes of moderate to vigorous intensity physical activity
daily
Policy-result indicator: Greater proportion of schools requiring 60
minutes of intense physical activity daily

Reduction in
adverse social
determinants,
e.g.: “clustering of
disadvantages”

Education
(ttt)

Policy: All school-districts must identify vulnerable locations and
population groups and take appropriate action
Policy-result indicator: Proportion of locations and population groups
where enrolment and completion rates are higher than set thresholds

Urban planning
and transport
(ttt)

Policy: All local urban areas must have adequate public services,
with mixed housing opportunities, and provide access to easy public
transport
Policy-result indicator: New mixed housing opportunities available
in urban areas with access to public services, increased number of
public transportation options/lines to local urban areas
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12.5.3 Monitoring and
accountability
Those sectors identified in the analyses of
Tables 12.2 and 12.3 as having a very strong
influence on a risk factor or social determinant
should be considered first. However, synergies
of coordinated policy and implementation action
between sectors will undoubtedly in many cases
augment the strength of those considered in
isolation as having medium-strong influence.
Therefore, it makes sense to bring sectors
together around individual or groups of risk
factors and social determinants to decide who
does what and when, and to commit for action
and accountability for outputs.
All organizations, including public institutions and
private firms, can act to positively influence the
risk factors vis-à-vis their own staff. They can,
for example, ban unhealthy food on their premises, and provide opportunities for healthy food
instead. They can ban smoking during working
hours and offer cessation services. They can also
review work processes, inform, promote and
provide opportunities for easy-choice physical
activity and offer counselling to staff and their
families; inform, ban alcohol during working
hours and offer cessation and counselling
to staff and their families. They can address
stressful processes and other occupational
risks in the work environment, and provide safe
opportunities for reporting and dealing with such
risks. Similarly, all organizations in all sectors
can address the social determinants within their
own settings and staff. For example, they can:
emphasize social and cultural diversity and
gender balance in their recruitment processes
and equal career opportunities; provide decent
employment conditions; provide employment
opportunities in particular for young people;
offer or refer to counselling services for staff
members who are in vulnerable situations; keep
marketing of tobacco, alcohol and unhealthy
foods away from the work place; etc.
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In the Rio Political Declaration on Social Determinants of Health,49 heads of government,
ministers and government representatives
define health and health equity as a shared
responsibility requiring engagement of all sectors
of government and all segments of society.
They further acknowledge that governance
to address social determinants of health and
health equity involves transparent and inclusive
decision-making processes that give voice to all
groups and sectors concerned. They also state
the need for clear and measurable outcomes
and for building accountability. The participating
governments pledge to work across different
sectors and levels of government, including
through national development strategies, to
enhance the accountability of policy-makers
for health, while recognizing a leading role of
health ministries for advocacy in this respect.
Central to accountability is effective monitoring.
For this, the availability of relevant data appropriately disaggregated is key. The 2030 Agenda
for Sustainable Development Goals suggests
that countries consider disaggregating data by
income, gender, age, race, ethnicity, migratory
status, disability, geographical location and other
characteristics relevant in national contexts.
Depending on which dimensions of inequity are
relevant to monitor in a country, it will require
smaller or larger changes to the sources of
data collection in the country, e.g. surveillance
systems, population-based sources (censuses,
vital registration systems and household surveys),
institution-based sources (resource records,
service records and individual records), and ad
hoc surveys and studies as well as the analysis,
linking and communication of the resulting
information. The need to strengthen countries’
capacities in this respect is explicitly foreseen
under “data, monitoring and accountability” in
SDG 17.18 and SDG 17.19.50
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In many countries, the monitoring and evaluation
plan and platform is in place, although suffering
from major weaknesses, in particular with
respect to disaggregating data and cross-sectoral
analysis. Monitoring of intersectoral action for
health and health equity involves keeping track
that what is planned is actually produced by
different sectors and levels of society – from
community to the highest levels of government
– and that it has the desired effect. While the
policies committed by the individual sector (e.g.
“all school-districts must identify vulnerable locations and population groups and take appropriate
action”) can simply be counted, indicators will be
required for monitoring if the policy-results, the
outcomes (e.g. “reduced clustering of adverse
social determinants”) and the impacts (e.g.
“reduced burden of disease and reduced health
inequity by key equity dimensions”) are achieved
as planned (see Table 12.4). When selecting
monitoring indicators of intersectoral planning
for health and health equity, it must be taken
into account that there will be many different
sources and several types of data, including
quantitative and qualitative data. Further, the
use of the data as well as the accountability
for delivery will be made at different points,
e.g. communities; local area councils; district
administrations and councils; sectoral managers at various levels, including institutions;
and cabinet and parliament. These should be
viewed in the context of their individual rights
and their own needs, rather than just as part
of a hierarchical system producing aggregated
data. It may be useful to look at:
Technical feasibility – is concerned with how
easy it is to acquire, analyse, and interpret the
data required to monitor the impact and policy
outcome indicators disaggregated by the relevant
inequity dimensions and by the relevant data
providers and users.

Technical reliability – relates to how the data
sources can be relied on to provide accurate
information at present and in the future. This
means ensuring that methods and measures
are scientifically sound and stable over time;
level of errors and missing data is acceptable;
processes are transparent with credible audits;
data collection and analysis are free of political
interference; the data collection cycle is shorter
than or comparable to the expected pace of
change; there are no upcoming regulations
that could impede data collection and use; and
that there is stable financing and local capacity
present for continued data collection.
Technical validity – relates to how well the
indicator captures the influence of social determinants and risk factors on the level (burden of
disease) and distribution (inequity) of health in
populations. In other words, it actually measures
what it is supposed to measure; it is a reasonable proxy for a broader domain; it has scope
for generalizing to the country as a whole. In
short, it goes beyond what is directly measured
by the indicator.
Programmatic feasibility – relates to whether
the messages from the indicators are communicable and comprehensible by politicians,
sectoral policy-makers and managers, media
and civil society.
Programmatic relevance – is concerned with
whether the messages from the indicators
are useful for taking individual sector action,
for intersectoral dialogue and action, and for
informing the political and public debates.51
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Monitoring is
used to indicate whether
policies, programmes, and
practices are
accomplishing
what they
are designed
to achieve;
results from
monitoring
can help shape
eventual corrective action
for policies,
programmes,
and practices
which need
improvement.

The purpose of monitoring is to indicate whether
the policies, programmes and practices are
accomplishing what they are designed to achieve.
If they are not, then the monitoring should be
able to inform eventual corrective action. Data
from monitoring of intersectoral efforts need to
be understood by often very diverse groups of
people with different educational and professional
backgrounds, different political observance,
different interests, different levels of education
and insight, etc.
Ultimately, monitoring and accountability are
what will hold intersectoral action together
and are closely linked to the governance of not
only the national health plan but also of the
national development plan and, internationally,
the SDGs. Monitoring is part of a continuous
process of adjustments and improvements
in order to maintain the pace of progress to
improve health and reduce health inequities.
Monitoring of intersectoral action for health
equity is also part of an accountability process
that goes beyond just managerial accountability
to cover political and moral accountability as
well – and therefore moves out into the political
and public space.
In Norway, the Directorate of Health has established a cross-governmental monitoring system.
Drawing from this system their annual health
report brings together all the indicators of
the intersectoral action for reducing health
inequities. The title Folkehelsepolitisk Report
[Population Health Policy Report]52 underscores
that the responsibility and accountability for
reducing inequities is political rather than merely

OP

B

PC

632

ME

PS

1

SP
C

SA

LR

The HiAP Monitoring Strategy of Suriname
is rights-based, integrates and formalizes
inclusiveness, transparency and accountability,
and links with the political and public spheres.
The monitoring process is set to include, for
example, primary school children, ordinary
citizens, civil society organizations, government
and private sector staff, statisticians and other
experts in various fields, as well as local and
national politicians. A key tenet of the Strategy is
that data should be analysed and used as close
as possible to where action can be taken and
where the people concerned are, as well as be
appropriately consolidated for policy-making,
and feedback. An annual population health report
is presented to the National Assembly and an
Annual National Health Forum is conducted
(Box 12.7).
Once the format for the SDG reporting is established, this will provide a mechanism for national
and international accountability, similar to the
national accountability supported by the social
reports in New Zealand. Words and concepts like
“equitable access”, “equal opportunity”, “reduce
inequalities”, “inclusive”, “universal”, “equal”,
and “for all” appear in almost all the 17 goals.
Also, the preamble to the UN General Assembly
resolution (A/RES/70/1) on SDGs emphasizes
that the implementation of the SDGs relies on
a collaborative partnership.
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bureaucratic. As already mentioned, in New
Zealand, indicators for social determinants of
health and health inequity have been integrated
into the comprehensive social reports produced
by the Ministry of Social Development.53
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Box 12.7

HiAP Monitoring Strategy
Group54
Illustrative example of Suriname.
In Suriname the intersectoral planning and
monitoring for health is coordinated by the
HiAP Monitoring Strategy Group chaired
by the Vice-president’s Office and with
the Ministry of Public Health as the Secretariat. This ensures a direct link to the
day-to-day business of government, which
is managed out of the Vice-president's
Office. In addition, the HiAP Monitoring
Strategy Group is charged to:

© UN Photo/Amanda Voisard

prepare the Annual Population Health
Report presenting the latest knowledge on the burden of disease, risk factors, inequity and social determinants
at play, and policy action in Suriname –
and, present it to the National Assembly;
organize an Annual National Health
Forum providing the opportunity
for politicians, sectoral managers,
researchers, private sector and civil
society to review the newest knowledge, and policy and implementation
progress, share experience; innovate
and discuss the way forward.
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12.6 Conclusion
A national health planning process should
be one of the entry points to address health
inequity and social determinants of health.
Intersectoral planning thus entails an explicit
emphasis on health policy dialogue around
intersectoral action.
Best practices exist, mainly from diseasespecific or life cycle-specific programmes.
The approaches these programmes adopted
over the last decade to integrate intersectoral
action in their global or regional strategies have
resulted in multisectoral action frameworks and
a better targeting of key health determinants.
Many useful lessons-learned can be drawn
from these experiences.
This chapter elucidates the various entry points
for addressing health inequity and intersectoral
collaboration in national health planning. For
some of these entry points, the health sector is
both the leader and the implementer; for some,
the health sector emphasis is on providing
leadership; while for others, the health sector
may act primarily as a catalyst. These different
entry points for tackling health inequalities find
their correspondence in the approved SDGs,
where health goes beyond Goal 3.
There is strong evidence demonstrating that
socioeconomic development and health systems
development are mutually reinforcing, increasing
the chances for sustainable achievements. In
other words, addressing the determinants of
health (which intrinsically involves collaboration
between sectors) needs to occur concomitantly
with addressing clinical care services. This is
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Some countries have already shown the way.
However, there is no fast and easy blueprint and
each country will have to find its own way – while
learning from the experiences of others – in
order to overcome lack of coherence across
government policies. This lack of coherence
has in the past led to one part of government
working to improve health, while other parts
of the government might promote trade and
industrial development with initiatives that might
be harmful to health and well-being.
One reason that these inconsistencies arise
is because of a lack of understanding across
sectors of the linkages between health and
quality of life, on the one hand, and the social and
economic determinants of health, on the other.
Another reason they arise is because seemingly
unrelated policies may have unintended impacts
that go unmeasured and unaddressed.
This chapter provides some basic ideas and
principles and encouragement for health planners to get started.
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not an impossible task. Examples from around
the world show that other sectors can be successfully engaged in joint efforts for mutual
benefit. However, it requires changes in the
ways ministries of health usually work. New
skill sets and approaches to analysis, planning,
monitoring and accountability will have to be
developed. These approaches will need to
reach a wider audience that involves different
sectors and professions as well as communities,
higher levels of government, politicians and the
public at large.
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Annex 12.1
Entry points for intersectoral collaboration and SDG links
(Rating of links between entry point and SDG: very strong = ttt; medium-strong = tt,
strong = t; three of each per entry point – except for entry point 3 .– see also Box 12.4)

ENTRY POINTS

SDG

3

Evidence on
inequities and
causes

Laws,
policies,
standards, etc.

Causes
of
differentials

tt

tt

ttt

No poverty

2

Zero hunger

3

Good health and well-being

4

Quality education

tt

tt

ttt

5

Gender equality

ttt

ttt

ttt

6

Clean water and sanitation

t

t

ttt

7

Affordable and clean energy

8

Decent work and economic growth

9

Industry, innovation and infrastructure

10

Reduced inequalities

ttt

ttt

ttt

11

Sustainable cities and communities

t

t

ttt

12

Responsible consumption and production

tt

13

Climate action

tt

14

Life below water

tt

15

Life on land

tt

16

Peace, justice and strong institutions

t

ttt

ttt

17

Partnerships for the goals

ttt

t

tt

ttt

tt
tt

tt
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4

5

6

7

8

Allocation
of
resources

Strategies for
addressing
gender

Participation of
civil society and
individuals

Transparency
and
accountability

Gender balance
and equity in
org. processes

ttt

tt

tt

tt

ttt

t

t

tt

ttt

ttt

ttt

t

tt

ttt

tt

t

ttt

t

tt

tt

ttt

tt

t

tt

tt

ttt

ttt

ttt

t

t

t

t

ttt

ttt

ttt

ttt

ttt

t

t

t

tt

tt

t

t

tt
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Overview
This publication does not propose detailed
instructions to be mechanically followed,
nor does it attempt to simplify the issues at
stake, in the firm belief that no blueprinted
approach can produce satisfactory outcomes.
The challenges posed by policy and strategy
formulation and planning in health systems
under stress are discussed, highlighting the
main differences with these processes in
more stable environments. Lessons learnt in
“fragile” contexts are used to suggest adapted
policy and planning approaches and to provide
suggestions for avoiding the most common
mistakes.
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Summary

Section 1

Section 3

Sets the scene, looking at how different situations of weakness, poverty and violence fit
uneasily into the “fragile state” concept and
category. The section introduces the main
determinants of fragility and stresses their
self-reinforcing nature. It emphasizes the need
for understanding the context and its possible
evolution before formulating strategies.

Section 2
Discusses aid in fragile states, an issue receiving
renewed interest. The section looks at requirements and principles of aid management in
fragile states, as well as at some of the most
important donor agendas and instruments,
arguing that current approaches are ill-suited
to unstable contexts and new modalities are
needed to improve aid effectiveness.

Looks at those characteristics of fragile states
that impact on health policy and planning and
that require adapted approaches. It considers
the dynamic and unpredictable context and the
mix of actors within and outside of the health
field. Performing a situation analysis in these
settings, including assessing the capacity of
key public and private health actors is critical, but challenging. Like in stable countries,
strategy formulation and planning in fragile
contexts are political, iterative and continuing
processes, which require negotiation with the
many stakeholders.
A strong monitoring and evaluation component
is the link between strategy formulation and
implementation. It provides indications about
necessary adjustments to strategies and plans.
To facilitate the tailoring of approaches to
specific situations, a new empirical typology of
situations is proposed, with suggestions about
the possible courses of action. Critical aspects
related to key subsectors (financing, human
resources, medicines and infrastructure) are
then discussed.
The chapter concludes with a selected annotated
bibliography. Annex 13.1 presents criteria for
appraising a policy or a strategy.
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13.1 The context of “fragile” states
In this chapter, the term ‘fragile states’ is retained
because of its widespread currency, despite its
obvious inadequacy, which is discussed.
Terms to identify and classify weak states have
evolved since the late 1980s, when policy-makers
and scholars turned their interest to state failure.1,I More recently, the terms “fragility” and
“situations of fragility” are being increasingly
used, to highlight the need to look to non-state
actors.2 Yet, state fragility “remains an elusive
concept”.3 Together with the evolution of the
terms, typologies and indices of state fragility
have multiplied: as a result, no agreement
exists on a common list of actual fragile states.
The various definitions converge towards a
combination of dysfunctions in key governance
dimensions: inability to protect populations
from violence, failure to provide basic services,
lack of legitimacy, often combined with human
rights violations.

The label of fragile states is broad: not only are
there differences in degrees, types and drivers
of state weakness, but fragility varies substantially within the same country, as, for example,
in the Democratic Republic of the Congo and
Sudan. Further, fragile states tend to cluster
geographically, as in the Great Lakes; the Horn
of Africa; Afghanistan and Pakistan. Such regions
are characterized by trans-border trade of legal
and illegal goods, human trafficking and other
criminal activities, and often provide havens to
terrorist and rebel groups. Globalization enables,
through communication technologies and market
deregulation, the integration between informal
and formal economies, and between state and
non-state networks.
Measuring state fragility is problematic: it
requires not only defining some state model as
a benchmark, but also choosing among ranking
systems developed for different purposes and

I Quasi or pseudo states to least-developed countries, low-income countries
under stress, collapsed, rogue, failed, failing, in crisis, poorly performing,
in arrested development.
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based on different indicators, data sources and
aggregation methods.
Determinants of fragility include conflicts, weak
institutions, external shocks, poverty, disease
and regional instability. 2, 4 It is the interplay of
these determinants that establishes the outcome;
dynamics can vary from one situation to another,
even when key characteristics of fragility look
similar. Drivers of dysfunctional governance
are often self- and mutually-reinforcing: as a
result, the rapidly changing environments pose
additional challenges to policy-makers, donors
and practitioners.
Before formulating recovery strategies, stakeholders should consider what the main characteristics of the given crisis are, and what the
future country context might look like.
First, whether the present turmoil is structural
or transient should be assessed. Indeed, the
recent turbulent history of the Darfur region
of Sudan or that of the Democratic Republic
of Congo, once appraised in a perspective of
the past 100 years, suggests the presence
of structural stressors that are not likely to
recede anytime soon.
Second, the odds that a legitimate, benevolent, performing state administration will
eventually emerge from the protracted crisis
need to be realistically evaluated.
Third, the chances of a country already fragmented by violence remaining intact must be
assessed. Eritrea and South Sudan succeeded
in their quest for internationally-recognized
statehood, and there are regularly other
political formations in the world that aspire
for their own independent statehood.
Fourth, the economic prospects, the recovery
(or not) of livelihoods, and the resettlement
of displaced people and refugees have to be
appraised.

Finally, the supranational landscape needs
to be understood: for how long will external
actors remain involved in domestic affairs?
Will donors support transition and health
system development? Will neighbouring countries recover, or contribute to perpetuating
the crisis? Whereas the Guinea-Liberia-Sierra
Leone crisis complex seemed to be on its way
to recovery before the 2014 Ebola outbreak,
the one constituted by the Central African
Republic, Chad, and the Darfur region of
Sudan offers no such hopes.
In situations where facts are scarce but rumours
abundant, simplified narratives may displace
more insightful interpretations and strongly
influence the identification of policy and strategy priorities, regardless of the reality on the
ground. Autesserre illustrates how in the case
of the Democratic Republic of Congo dominant
“frames” about the country have had a profound
influence on strategies and practices, with
unintended consequences.5
The limitations of current definitions and typologies suggest that effective health policies
and plans need a contextual understanding
vastly deeper than the one of the conventional
Fragile state approach. We propose, therefore,
an empirical typology of situations for adapted
approaches to health policy and planning. This
characterization, to be discussed in section 3.5,
considers the country context, the political and
health actors, and their interactions in health
policy and planning. Fragile states’ health
systems are typified according to the capacity
and resources made available, the legitimacy
and commitment of the government and other
power holders, and the other key health actors:
donors, charities, international agencies and
programmes, private providers, etc.
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The first step in
health strategy
development
and planning is
to analyse the
broad context,
identify
the main
characteristics
of the
crisis, and
understand
likely political
and economic
evolutions.

13.2 Aid in fragile states
In the aftermath of the September 11 events
in the United States of America in 2001, the
discourse on dysfunctional states has taken
centre stage: “The threat of an excluded South
fomenting international instability through
conflict, criminal activity and terrorism is now
part of a new security framework”,6 a sharp
turn from the previous doctrine that preached
the rolling back of the state. Consensus is now
that “resilient” states constitute a prerequisite
for international security, stability and market
liberalization.7, 8 Given the mounting awareness
of the costs and consequences of instability,
the risk of delivering aid to weak countries
has been accepted. And, in fact, peacekeeping
operations absorb larger resources than development assistance: for example, the cost of UN
peacekeeping forces in Liberia and Sierra Leone
was five times higher than aid flows.9

By conflating
different
situations,
the fragile
states agenda
confounds
rather than
clarifies the
issues at stake.

Discordant voices on the fragile states concept,
however, claim that: “current donor interpretations of fragile statehood are flawed, serving …
[the] demand for simplistic forms of information
and generalization that lead to technocratic
‘solutions’ to complex political problems”.10
By conflating different situations, the fragile
states agenda confounds rather than clarifies
the issues at stake. Moreover, by putting the
onus of fragility on the troubled country, such
an approach absolves donor states of their
responsibilities. Indeed, the permanent turbulence of Afghanistan cannot be understood
without considering the chronic intervention of
external powers in its internal affairs, a factor
sidelined by the fragile states discourse.11
Concomitantly with the new interest of donors
in fragile states, more aid has been directed to
these environments.12 However, aid selectivity has

Appropriate approaches wanted
Under- or misgoverned countries test to the
extreme the way the aid industry is structured
and performs. The role of aid in fixing structural
problems, such as those plaguing fragile states,
is limited, as Rogerson highlights: “Development processes are led by complex, uncertain,
context-specific social and political dynamics
and responses to national challenges. … Aid is
marginal to these dynamics in most country
contexts unless, by fortunate positioning or even
accident as much as good design, it happens to
align with them. In the best of circumstances, it
provides some positive reinforcement”.16
Thus, the applicability of the main aid agendas
and instruments must be seriously reconsidered.
For instance, the basic enabling conditions for
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been applied also to fragile states: Afghanistan
and Iraq absorbed 34% of the total increase in
aid to fragile countries between 2000 and 2008.13
The need for changes in the volume of aid and
the ways to deliver it in fragile contexts has
reached the top of the agenda of the international
community. Recognizing the special challenges
presented by fragile states, the Organisation
for Economic Co-operation and Development
formulated, in 2007, a set of general principles
for “good international engagement in fragile
states“.14 Four years later, the “G7+“ group was
instrumental in the development of a “New Deal
for Fragile States“15 that was endorsed in Busan
in 2011. As with other global commitments,
however, this proclaimed awareness needs to be
translated into actual changes in donor practice,
an occurrence not to be taken for granted given
the inherent conservatism of the aid industry.
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achieving the Millennium Development Goals
(MDGs) – such as trust, predictability, adequate
information, a controlled environment and
sustained investment – are not present. A critic
of the MDGs agenda claims that the MDGs may
be, if the situation does not change, “another
major failure of the prescriptive approach to
strategy”.17
The Aid Effectiveness Agenda, as defined by
the Paris Declaration and Accra Agenda for
Action,18 needs to be adapted to distressed
contexts, where political leaders often give
primacy to short-term political needs, rather
than to development goals.19 In contexts where
ownership is found mostly in its informal and fluid
variety, at local level and with private institutions
delivering public goods, aid effectiveness cannot
be pursued through feeble governments. In fact,
the blind application of the aid effectiveness
principles to the complex settings of Afghanistan,
where strong local constituencies oppose the
strengthening of the central government, has
had unwanted but predictable effects, such as
undermining peace-building and state-building
efforts and even obstructing the emergence of
an inclusive national ownership.20
In addition, pursued policies can bear little
resemblance to official documents: donors risk
aligning their programmes to unused country
strategies that have been conceived only to satisfy
politicians and foreign agencies. The politicization
of these environments clearly influences the
degree of attainable consensus, inclusiveness
and partnership. Alignment cannot be pursued in
light of the precarious conditions of indigenous
institutions, the increased role of non-state actors
to fill the gap left by weak health authorities and
the shaky developmental role played by recipient

governments. Meanwhile, harmonization, stated
commitments notwithstanding, remains elusive.
Finally, in fluid contexts, rational programming
and management by results must be questioned
as realistic decision-making options.
Despite their appeal, the merits of multi-donor
trust funds (MDTFs) in such contexts must be
questioned. In several cases, the high cost of
establishing these instruments, their slowness in disbursing funds, and poor response
to unforeseen events have hampered their
potential returns. Time and again “standards
and procedures difficult for highly developed
regimes to follow have been imposed upon
young public administrations to the sole benefit
of international financial firms”.21 The recent
experience of the MDTF in South Sudan has
confirmed the inappropriateness of such instruments.22 Interestingly, Liberia (one of the most
successful post-conflict recovery processes
before the country was hit by the Ebola outbreak
in 2014) has preferred to reject the MDTF model,
opting for more modest sector arrangements.23
Another barrier to aid effectiveness is represented by the customary split between
development and humanitarian aid, which is
inappropriate in chronically-troubled settings,
where acute crises are recurrent. Afghanistan,
the Democratic Republic of Congo, Haiti, Somalia
and South Sudan call for constant, open-ended
aid flows, which sustain both developmental and
humanitarian actions, according to the needs
and opportunities.
“In countries in which donor funds contribute a
significant proportion of public health expenditure, public sector failure must be regarded as
‘donor and international agency failure’ as well”.24
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Aid
management
in fragile
contexts must
adopt modest,
politicallyinformed,
contextspecific, and
tailor-made
approaches.

Donors must accept their expanded responsibility
in contexts where health authorities are unable
or unwilling to play their official role. Accepting
their expanded role, and taking full responsibility
for failures, implies a thorough redesign of
the way donors intervene in under-governed
environments, and evaluate their performance.
In many distressed contexts, donors are already
dominating the health policy process through
the financing lever they control, without being
willing to acknowledge it. In other situations,

external assistance shapes the health field,
without encouraging a productive policy process,
with facts on the ground preceding intentions. For
instance, in Haiti, performance-based financing
(PBF) was initiated in 1999 by one nongovernmental organization (NGO); later on, all the
NGOs funded by the same donor were using
this scheme.25 It was only recently, however,
that PBF was piloted in public health facilities
and was officially acknowledged as a guiding
principle for health financing.

© UN Photo/Staton Winter

In order
to support
dysfunctional
states,
donors must
dramatically
overhaul their
understanding
of the operating
context and
discard
blueprinted
solutions.
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13.3 Health policies, strategies and plans in
distressed settings
13.3.1 Context and actors
The analysis of the broad context of the crisis and
its determinants – politics, economic and social
aspects, and geography – is key to understanding
which policies and strategies are feasible and have
a chance of success. Fragile contexts are fluid,
unpredictable, pluralistic, with huge variations
within countries, and important trans-border
links. In fact, the broader context shapes health
care developments to an extent often unrealized
by stakeholders. Thus, the neglect of social
factors jeopardizes many health policy and
planning efforts, as recognized with hindsight
in Cambodia, where “it has most probably been
the underestimation of the social impacts of
transition that has been the ‘missing piece’
in recent national and regional policy analysis
(which relies almost solely on epidemiological
or technical health reference points)”.26 South
Sudan’s unravelling in 2013 provides a cautionary
tale about investing in conventional health system
development, without paying due attention to the
precarious foundations on which the newborn
state rested.

“difficult geography”27 pose special challenges
to state-builders, military commanders, revenue
authorities and health planners.

Among key contextual determinants, geography
and the environment are frequently overlooked by
health actors, despite their influence on events, and
on the responses to them. Internal communications
are as important as the links with neighbouring
countries or regions. The Democratic Republic
of Congo, with its poorly-connected populated
peripheries and an empty core, is structurally
fissiparous and opposed to centralized rule.
Ecological factors, such as drought and desertification, alter established ways of living, and may
extend or even perpetuate the crisis, as displayed
in the Darfur conflict, which can be primarily
read in environmental terms. Countries with a

Actors are an unruly mix of official and informal
individuals and groups, enjoying different degrees
of autonomy, entering and leaving the health
arena, often playing multiple roles. Health
authorities, state agencies, donors, international
organizations, disease-control programmes,
charities, NGOs, private entrepreneurs, health
workers, professional associations, political
parties, activist and opposition groups, all affect
health care developments, sometimes explicitly
but often quietly. Understanding their roles, links,
networks, power and influences in the health
system is critical; new approaches have been
used to map out relationships between players.

Studying crisis complexes (e.g. the African Great
Lakes and the Middle East), instead of single
countries, provides a definite analytical advantage,
in light of political, security, economic, ethnic,
criminal and migratory links, which bind together
countries officially separated by porous, arbitrary
and often contested borders. Health services
provision, too, is affected by supra-national
factors, as people, germs, ideas, medicines, funds
and health workers incessantly cross borders.
The Ebola epidemic that ravaged West Africa in
2014 is a sober reminder of the inadequacy of a
narrow focus on official state territories, rather
than on populations. Unfortunately, most health
management structures and health data are
state-centric. Without additional analytical efforts
“the geographical reorganization of health care
within and across borders under conditions of
war”28 will be missed or misread.
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The analysis
of the context
must be comprehensive,
including all
factors that
can influence
the development and then
implementation of health
strategies.
This analysis
requires analytical skills,
a substantial
investment
in time and
resources and
a consultation process,
whose modalities depend
on the specific
political context.

13.3.2 Information, the foundation
of the policy and planning
process

In many
troubled health
systems, the
available
information
is quite rich,
contrary to
what is usually
admitted.

Since the picture is blurred and quickly changing, making sense of it and identifying trends
is paramount. Assembling a reliable situation
analysis entails adapted efforts, given the poor
information base, the fluid context and the
inadequate capacity of health actors to collect
useful data, monitor trends and understand
macro events and developments, both general
and health-related. Penetrating messy realities requires deciding which data should and
could be collected and analysed, their level of
disaggregation, and their quality and limitations. The trends, patterns and relationships
have to be understood, and the findings of the
analysis shared in a meaningful and accessible
way. Pre-crisis baseline indicators are often
absent or too weak for a valid trend analysis;
comparison with available data from relevant
contexts becomes, therefore, crucial.
In many troubled health systems, the available
information is quite rich (contrary to what is
usually admitted), but is dispersed among
agencies, programmes and institutions and
compiled in assorted formats according to
narrow interests, such as disease control or
population groups. Many participants hold a
detailed knowledge of specific aspects, but lack
an understanding of sectorwide characteristics
and trends. Assembling the discrete pieces of
information may go a long way towards producing
a comprehensive picture, whose contours and
internal relationships may have been missed
even by the most informed actors. Keeping the
picture updated is essential. Robust situation
analyses have been produced in Afghanistan,
Somalia, Sri Lanka, and in the Darfur region of
Sudan, but the evolving context requires frequent
revisions and adjustments.
A valid situation analysis helps to identify key
issues of the health system to be addressed,

The process of building the situation analysis
by putting together pieces of intelligence from
different sources has to be iterative. Each
round will produce a stronger analysis, single
out new aspects to be investigated, and point
to measures to be introduced. Once the main
health policy and planning issues characterizing
the health systems are recognized, the need
must be determined for policy-oriented studies
to help decision-makers appraise existing
problems and options, and to bring attention to
aspects that have been neglected. For instance,
counterfeit medicines are reckoned to circulate
freely in most under-regulated pharmaceutical
subsectors. However, the evidence for this
claim is frequently inconclusive. The severity
of the problem should be assessed through a
dedicated study, before corrective measures
are discussed and introduced. In this way, a
baseline would be set, and the relative weight
of this issue would be appraised in comparison
to other competing problems.
Common challenges in stable contexts – such
as the changing environment, fragmentation,
insufficient implementation capacity, extreme
politicization, the actions of non-state actors,
and the frequent turnover of players – are amplified in distressed environments, resulting in a
disconnect between official policies and reality.
For example, many countries give stated priority
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and to choose between alternative courses of
action. Health systems under stress exhibit
recurring features, such as privatization and
commoditization, urban and hospital biases,
poor-quality care, a bloated but unproductive
workforce, dysfunctional referral flows, and/
or derelict infrastructure. These key issues
must be clearly singled out by the situation
analysis, and consistently tackled by any valid
policy or strategy.
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to primary health care, whereas in practice the
bulk of the resources are absorbed by large
hospitals. Analogously, even donor agencies that
recognize the primacy of context in policy-making
and planning, and the need to strengthen whole
health systems, may direct their funding to
vertical disease-control programmes despite
their relative lack of importance at country level.
Furthermore, path dependency, i.e. how past
health policy/strategy choices influence future
options, has to be taken into account. Documenting past experiences may teach valuable lessons
about approaches adopted and discarded, and
later adopted again. For instance, many health
systems have made repeated attempts with
community health workers, each round looking
strikingly similar to previous ones. Due to lost
memory, continuous reshuffling of decisionmakers and new international fashions, the same
mistakes recur time and again. Analysing past
health policies and strategies gives important
clues,29 including power relationships among key
health actors and resistance (or receptiveness)
of national authorities to change. In most health
systems, the medical lobby enjoys a strong
influence, which helps explain certain patterns,
such as adopted service delivery models and
financing mechanisms.
Conventional opposition terms, such as private/
public, formal/informal, foreign/domestic,
qualified/unqualified, traditional/modern, legal/
illegal, look inapplicable and devoid of meaning
in most circumstances. This calls for a redesign
of the way data are collected and analysed.
Many internationally-accepted data collection
procedures are ill-suited to these environments
and need to be adjusted. Adapted definitions are
needed, so that data shed light on problems,
rather than obscuring them. For example, the
recognition that most health workers fall between

the two poles of qualified and unqualified should
help conceive definitions applicable in the
majority of situations. Removing (or qualifying)
value-laden concepts, such as corruption, from
the analysis should in principle focus attention
on actual patterns of health care provision, and
their effects.
Routine information systems, even if they generate usable outputs, tend to neglect private,
informal, illegal and folk health care provision,
capturing only the small portion of the whole
health system that is amenable to orthodox
definition. Dedicated surveys applying specially
tailored methods are needed to explore the large
constituents of health services customarily
missed. Otherwise, standard surveys carried out
in troubled contexts will generate implausible
findings, as happens frequently with National
Health Accounts, or Demographic and Health
Surveys. These surveys also have problems
of representativeness, since some areas can
be inaccessible for security or other reasons.
Unless unconventional health care is brought
to the fore, and its role(s) in the whole field
understood, no meaningful sectorwide policy
can be conceived, nor can a plan be successfully
implemented.
Caution is in order about the soundness of situation analyses that may be based on incomplete
and weak data, and fail to reflect true patterns
and trends. Collected to satisfy the needs of
agencies remote from the field, it is tempting
for such analyses to portray the situation in
convenient (when not misleading) terms, simplifying disorder and suggesting comfortable
ways to deal with it. Fund-raising and reputation
pressures encourage the production of reports
claiming progress in the health field, amidst a
deteriorating political and security situation
(as in Afghanistan). To be truly helpful, a solid
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In distressed
contexts,
information
must be
assembled
from different
sources in
an iterative
process.
Methods and
approaches for
data collection
must be
adapted to the
often insecure
and partly
inaccessible
context.

situation analysis should try to debunk any
circulating “social facts“, i.e. “things that are
deemed to be ‘true’ because they are widely
believed to be true”.30 Its factual foundations
must be rigorously ensured, and their limitations
acknowledged.

Recognizing diversity

Strategies,
interventions
and service
delivery
models
should be
diversified to
take advantage
and respond
to local needs,
demands and
opportunities.

Monitoring and evaluation must be continuous,
and feed decision-making in order to adjust
strategies or plans in real time. Indeed, “a large
part of the information needed for implementation
is generated along the way, making it essential
that plans are more adaptive to unfolding realities”.31 The resource implications of a strong
and continuous monitoring system should be
considered in the early phases of planning: “Less
time and resources should be spent on upfront
planning and more on processes to monitor and
feed back learning from implementation”.32
Monitoring trends is essential to capture the
progress registered in enforcing policies and
implementing plans. Population figures are,
in many settings, absent, volatile or vulnerable
to manipulation. Trends would be more reliably
monitored by using absolute output figures than
through coverage rates or measures of impact.
A sectorwide perspective, which identifies and
tracks unexpected events and processes as
much as planned ones, must be adopted. In
fact, certain important developments – such as
private provision, dual practice, sub-standard
goods and services and trans-border activities
– may escape official recognition, despite their
impact on service delivery.

Indicators are not only monitoring tools
They also may affect management decisions.
Some services, or aspects of services, that
are closely monitored by health authorities or
international bodies (usually because they are
easier to measure), are given more attention than
others, regardless of their relative importance on
the ground. Note also that the awareness of being
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Health systems development is impacted by
long distances, poor communications, violence,
market forces, demography, actors, climate
and inadequate resources and capacity. The
customary portrait of a “national health system“
with a national health policy and strategy should
be viewed with caution. Different patterns of
health care provision are usually recognizable, if
sufficient analytical efforts are made. Assorted
local health care arrangements emerge and
coexist, sometimes unnoticed (or reluctantly
acknowledged) by official sources. In light of
such spontaneous diversification, sectorwide
analyses must be assembled bottom-upwards,
by studying as many distinct local situations
as possible, and refraining from countrywide
generalizations, such as those based on average
indicators, which can hide rather than reveal
the variations existing on the ground. The
health system under scrutiny has therefore
to be seen as a constellation of differentiated
regions, each evolving at its own pace and often
in diverging directions. Strategies, interventions
and service delivery models should be diversified to take advantage and respond to local
needs, demands and opportunities. Likewise,
“national” programmes should adapt to multiple
under-governed environments. For example,
different service packages need to be provided
to high- and low-density communities, and to
nomadic groups.

Monitoring and evaluation
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tiguous. In 2012, only one third of hospitals
performed caesarean sections, while only one
third of health centres had a laboratory; only a
minority of health facilities had electricity and
safe water.34 The rational response to such
shortcomings would be to close down redundant
and underused facilities, in order to raise the
capacity of the rest to acceptable levels. This
move would improve actual access to services,
but would also worsen population ratios. As such,
it would not appeal to local managers keen to
feed central health authorities with improving,
rather than worsening, ratios.

© UN Photo/Albert González Farran

monitored encourages cheating, particularly
if reported figures are linked to incentives.33
Indicators given special importance by central
authorities may affect peripheral decisions.
For example, the Sudanese Federal Ministry of
Health (MoH) relies on ratios of health facilities
to population to gauge the offer of basic services
across the country. In the violence-plagued
region of Darfur, this indicator cannot be relied
upon, due to the lack of reliable census data,
the displacement of large populations and the
services provided by NGOs in IDP (internally
displaced persons) camps. Furthermore, many
facilities are substandard and frequently con-
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13.3.3 General principles
Negotiating health policies and plans

Successful
strategies and
plans cannot
be imposed:
they have to
be negotiated
with key
health actors
to have a
chance of being
successfully
implemented.
Flexible
plans and
learning from
experience
during their
implementation allow for
adaptation and
adjustments.

Policy-making and planning in health systems under stress are “an inherently political
process”35 which involves negotiating realistic
problem-oriented measures with autonomous
stakeholders: “making and implementing strategy among a set of heterogeneous actors subject
to a multitude of pressures and priorities is
ultimately an act of continuous interpretation”.36
In these situations, it is not always easy to forge
common goals; doing so can take up precious
time and delay action, especially if tensions are
high between stakeholders.
While policy papers and plans are written,
facts on the ground are consumed, affecting
the directions taken by health services. For
example, many MoHs are keen to formulate
idealized basic packages of care, while private
and public facilities provide very different mixes
of services. Or diaspora benefactors finance new
health care outlets according to considerations
other than rationalist planning criteria. Policies
and strategies are often formulated without
understanding the issues at stake, neglecting
the feebleness of top-down controls and implementation capacity, and ignoring the action of
other players, in settings where uncertainty
and instability prevail.
Furthermore, overly optimistic forecasts of the
outcomes of strategies and plans are common,
driven by political factors or the desire to mobilize
additional resources. “The world of strategy is
full of disappointment and frustration, of means
not working and ends not reached”.37 Policymakers and planners deprived of resources
and power in difficult environments for many
years are invariably frustrated and cannot be
the most innovative professionals. They must
be supported and provided with financial and

In distressed settings, health system developments can be influenced, but not controlled: “by
and large, strategy comes into play where there
is actual or potential conflict, when interests
collide and forms of resolution are required”.38
Some actors enjoy too much power and autonomy to be coerced into prescribed behaviours.
Their collaboration must be obtained through
compelling ideas based on sound information,
coherent behaviour, and open negotiations about
mutual benefits, using “the art of seduction. If
you want to get others to accept your strategy,
seduce them (so to speak)”.39 Policies, strategies,
goals, procedures, approaches and indicators
must evolve in accordance with the changing
environment, while incorporating the experience
acquired hands-on, and the fresh information
generated by implementing the chosen measures.
Where central control is weak and formal
strategy processes are marginally influential,
strategies “emerge”40 almost spontaneously,
as a result of decisions taken at different levels
of the health system, until a new pattern is
recognizable and identified as a new strategy.
For instance, the enhanced role of community
health workers (CHWs) in service provision can
be the result of training activities carried out
by different actors at the periphery, until health
authorities formalize the reality of these new
“cadres”. In the same vein, the famed Zone de
Santé approach emerged in the former Zaïre,
now the Democratic Republic of the Congo, as
an effective ground-level response to a management vacuum, formulated by local actors
endowed with capacity and resources.
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career incentives to regain confidence that
policies and plans stand a chance of being
successfully implemented.
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Looking into the future
Crisis settings characterized by turbulence,
unexpected discontinuities and uncertainty,
amplify another inherent difficulty of policy
and planning: to produce accurate forecasting
of how the context will evolve and strategies
and plans will unfold. Unforeseen changes
in security, in donor priorities, in the price of
commodities and thus in domestic revenues etc.
can disrupt the implementation of strategies
in ways impossible to predict when they were
formulated. For example, the crisis in Mali at
the beginning of 2012 was largely unexpected,
as was its precipitous unfolding: the operating
environment in the conflict-affected north
changed overnight, and health care provision
had to adjust to it.
As a result of the uncertainty, the temporal
horizon of strategies in turbulent settings
should contract, with proximate objectives and
mechanisms for revising policies and strategies
in place: “The more dynamic the situation, the
poorer your foresight will be”.41 In particularly
unstable situations, the absence of a prescriptive
strategy can represent an advantage, allowing
for more flexibility and easier learning and
adaptation: “setting oneself on a predetermined
course in unknown waters is the perfect way
to sail straight into an iceberg. Sometimes it
is better to move slowly, a little bit at a time,
looking not too far away but very carefully, so
that behaviour can be shifted on a moment’s
notice … strategies are to organizations what
blinders are to horses”.42

Giving purpose to a fragmented field
Decision-makers must be opportunistic, focusing
on the feasible, which is usually distant from

the desirable: “plans should be light and imaginative, as they are primarily communication
tools between involved actors”.34 Drawn-out,
cumbersome formulation processes tend to
exhaust participants through endless negotiations and the fruitless search for perfect
configurations. Once approved, such policies
and plans risk remaining on paper.
The challenge is to give a sectorwide purpose
to assorted measures taken because they are
considered feasible. Clarity of long-term goals
must govern decisions that are in large part
reactive rather than planned. Even modest
success may attract other players, and generate
the willingness to tackle more difficult issues.
Partners should seek concrete responses to
real problems, which bring benefits to the whole
system and stand a chance of working even in a
possible worst-case scenario. For example, the
establishment of a non-profit pharmaceutical
supply agency, able to import and distribute
low-cost quality medicines would benefit the
whole health care system, as was the case with
ASRAMES (Regional Association for the Supply
of Essential Medicines) in eastern Democratic
Republic of Congo in its first years of life.
Realistic policy-making and planning are premised on the appraisal of resource and capacity
constraints. Maximizing the returns of finite
resources and scarce capacity is the essence
of sound practice. Conversely, trying to address
all health needs, by definition infinite, without
prioritization, is futile. Needs are usually invoked
as the overarching criterion of many policy
and planning efforts, but their satisfaction is
negated by real-life constraints. Because of
resource and capacity determinants, as well as
donor interests, the costs of reconstruction of
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Crisis
settings are
characterized
by turbulence,
unexpected
discontinuities
and
uncertainty.

health systems produced by Post-Conflict Needs
Assessments are vastly different, despite their
intention.43 In each assessment, the proposed
interventions were envisioned according to the
varying resource package expected to become
available, not according to the health needs of
the affected population, which would arguably
differ less from one country to the other.

The
formulation
of delivery
strategies for a
health service
never starts
with a blank
sheet of paper.

“The formulation of delivery strategies for a
health service never starts with a blank sheet
of paper. The present service exists, in whatever
form that may be, and the MoH will want to maintain continuity wherever possible”.44 Recurrent
funding tends to follow implanted capacity (i.e.
investment decisions). Redistributive policies
have to be pursued by applying different growth
rates to competing health care components,
within forecasted total resource constraints. A
severe, protracted crisis, by crippling the old
architecture of an affected health system, may
offer opportunities to design a new one. At the
start of the Liberia recovery process, the wrecked
condition of the most sophisticated tertiary
facility in the country gave health authorities
room to invest resolutely on primary health care
(PHC), unencumbered by the pressing capacity
and resource demands the tertiary facility would
have made if it were functioning.

political dynamics can be understood and taken
into account, results can be monitored and
informal management practices harnessed to
positive effect.

Keeping a systemwide perspective
Even simple measures targeting one aspect of
service delivery may have system-level effects,
which have to be considered when they are
conceived and later evaluated.45 Changing one
component of a complex system triggers a
readjustment of its functioning. The new level
attained may deliver the desired result, but with
unexpected side effects or no recognizable effect.
Thus, the effects of introducing a change in a
subsector must be appraised across the whole
health system. For example, physical investment
impacts on the number and skill mix of human
resources, the supply of medicines, the support
systems and, last but not least, the future recurrent costs. Historically, there have been many
examples of donor support to narrowly-conceived
investments, without any consideration of their
effects on the whole health systems, mainly in
post-conflict reconstruction.

Questioning the conventional planning approach

Health systems
in these
contexts are
fragile: they
are not suitable
to radical and
rapid reforms.

Most strategy-formulation processes start by
defining a vision, identifying objectives and then
describing the ways and means to reach the end
goals, but “a strategy that starts with objectives
and works backwards is one that is likely to
fail”.46 In fact, particularly if the strategy is for
the long term, unexpected events will disrupt the
envisaged path in its implementation. Freedman
argues that “strategy is often expected to start
with a description of a desired end state, but in
practice there is rarely an orderly movement
to goals set in advance. Instead, the process

DC

IA

OP

B

PC

660

ME

PS

1

SP
C

SA

LR

Bottom-up planning focused on strengthening
structures already in place, integrating them
into a functional system, and establishing
new ones as the case permits, is usually more
valuable than labouring over a grand national
plan with a distant time horizon (which may
miss the internal diversity of the health system,
and risks remaining on the drawing board). In
many contexts under stress, the most promising
level for pursuing the rationalization of health
service delivery seems the provincial or local
one. Here, at a pragmatically-decentralized
level, information shortages can be addressed,
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evolves through a series of states, each one
not quite what was anticipated or hoped for,
requiring a reappraisal and modification of the
original strategy, including ultimate objectives”.47
Adaptation to the evolving context and learning
from experience are key: “the more complex and
elusive our problems are, the more effective trial
and error becomes. Yet it is an approach that
runs counter to our instincts, and to the way in
which traditional organisations work”.48

A capacity assessment encompassing the whole
health system must complement the situation
analysis. In most cases, capacity will be regarded as
inadequate if only official structures are considered.
Expanding the scope of the assessment to cover
private and informal operators will frequently
modify the verdict. Realistic measures to boost
capacity must be introduced across the constitutive
elements of the health services provision system,
to ensure that enacted policies are enforced and
plans are implemented. Compelling plans may
constitute powerful capacity-building enhancers.

Enforcement and implementation
Enforcement and implementation are the most
formidable phases for policies and plans. But
they are also the stages of the whole cycle when
more learning can be achieved. Resources,
capacity and political attention are needed at
this stage to a larger extent than during the
formulation phase. A serious shortcoming
recurring during the implementation of policies
and plans is the inability of decision-makers to
assess the actual results. Budget formats may
impede the identification of allocative choices,
administratively-aggregated data may hide
inequitable outputs, and the prevailing fragmentation may blur sectorwide patterns, such as the
deployment of the health workforce. Policies
and plans must devote serious attention to the
indicators to be collected in order to monitor
their implementation, to the mechanisms needed
to ensure such monitoring, and to making the
necessary adjustments.

Building implementation capacity on the move
Policies and plans should deal not only with the
features to be acquired by the health system, but
also with the role of health authorities in the new
political, administrative and financial settings, as
well as the structures needed to play such role.

Capacity-building traps should be avoided. State
agencies are encouraged by international partners
to acquire institutional capacity, by emulating the
structure of their developed congeners.49 This
model usually translates into larger, structured
institutions composed of many departments
interacting through hierarchical rules. MoHs
recovering from decades of disarray may see
their premises, working tools and employees
expand considerably. Their outputs, however,
may not improve proportionally to the registered
growth of their physical assets and to the related
operating cost. In the Democratic Republic of
Congo, such “institutional inflation”50 was fuelled
more by the lure of external assistance than by
performance-enhancing considerations.
Everywhere, procedure-bound civil servants
absorbed by internal activities or international
events demonstrate a progressive loss of touch
with reality. Ideally, a nascent or recovering MoH
should be lean, responsive and competent. Given
the degree of informalization and privatization
attained in most settings, a problem-solving,
task-oriented culture would be preferable to a
rule-bound one. Some brains rather than many
hands are needed to govern a health system
under stress. High salaries delinked from civilservice rates must be paid to ensure a small
group of highly-qualified and motivated cadres.
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Enforcement
and implementation are
the stages of
the policy and
planning cycle
when more
learning can be
achieved.

Prioritizing and sequencing

Prioritizing and
sequencing
first entails the
scrutiny of the
various actions
included in the
strategy or
plan.

Prioritizing and sequencing the activities foreseen by a strategy or a plan is critical. Too many
“strategic” documents are un-strategic in nature,
presenting exhaustive lists of activities, without
clearly prioritizing the order of interventions. No
action ensues, as implementers are paralysed
by the sheer quantity and difficulty of the actions
included in such strategies and plans. Selecting
the first steps to be taken, with added details
about implementing practicalities and respective
responsibilities, and setting realistic deadlines
within a timeframe of 6–12 months, may trigger
action, while offering indications about existing
capacity and commitment. Clarifying priority
actions may also help decision-makers react
to unexpected shocks, such as funding cuts.
For instance, if revitalizing referral capacity
calls for the building and upgrading of 40 rural
hospitals, choosing a subset of 5–10 vital facilities
to benefit first will be useful in case of funding
or implementation delays. The same rationale
holds for human resources (HR) development:
among the many categories of health workers to
be trained, those most demanded by the services
should be singled out by strategies and plans.
Prioritizing and sequencing entails first the
scrutiny of the various actions included in the
strategy or plan. Within their remit, some will
logically precede others in the implementation.
The sequence obtained in this way will have to
be revisited in light of interventions already
under way, some of which will mesh with the
adopted strategy or plan, while others will not.
Additionally, the funding in the pipeline must be
explored, as some actions will materialize sooner
than others. A round of negotiations with the
actors involved will provide valuable indications
for reformulating the original prioritization and
sequencing. The resource and capacity implications of ongoing investments will have to be
estimated, and budgets adjusted accordingly.
For example, when the investments of agencies
specialized in infrastructure and equipment

Planning for contraction
A special, largely neglected challenge is posed
by a misalignment between health care supply
capacity and the ability of a society to sustain it.
A large supply capacity may have been planned
in light of rosy economic forecasts, such as was
the case in United Republic of Tanzania in the
1970s and 1980s. In other cases, the situation
may have arisen spontaneously during years
of laissez-faire, due to private initiatives. Or it
may be due to oil-backed political expediency,
as happened in Angola. Whatever the origins
of an excess supply capacity, its correction is
poorly served by orthodox policy and planning
techniques (by nature, expansive), and clashes
with inherently-conservative management habits.51 Backing sensitive measures with credible
information helps reduce the impact of the
predictable backlashes. To contain political
controversies, planning for contraction must
be discreet; resource and capacity constraints
can be artfully invoked to support downsizing
measures. In this way, an oversized hospital
may be “temporarily” rebuilt to half its original
size, without attracting too strong objections.
Annex 13.1 proposes a simplified set of criteria
for appraising a policy or a strategy.

DC

IA

OP

B

PC

662

ME

PS

1

SP
C

SA

LR

have been decided apart from the sectorwide
strategy, but are not at odds with it, modifying
the latter to operationalize the former would
make good sense. More demanding will be the
handling of interventions impacting negatively on
the adopted strategy or plan. In resource-poor
settings, the typical occurrence is the building
of a sophisticated facility, which would absorb
or redirect most inputs and capacity, in this way
enfeebling further the rest of the services. When
negotiating a trade-off or a revision of the original
decision is impossible, the only option may be to
take a wait-and-see approach.
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13.3.4 Learning from international experience

Radical reform
approaches
have a poor
record in
distressed
contexts.

Health authorities called to govern recovering health systems have often preferred to
neglect their regulatory mandate, usually
seen as thorny and unrewarding. Most have
focused on direct health services provision,
with lacklustre results. Health authorities
willing to lead the sector might invest on
regulation early, rather than contemplating its inadequacy later, when the stage
has stabilized and introducing regulatory
provisions would face even higher hurdles.
Liberia deserves to be studied in its efforts
to monitor and raise the service standards
practiced in its facilities, through a quite
sophisticated accreditation system.52
Donor preferences, by stressing some components at the expense of others, are prone
to distorting health service development.
Proliferating “priorities” may overburden
the health sector and undermine rational
resource allocation. A review of “priority”
areas must identify where efforts must be
concentrated. Priority-setting is meaningful
only when parsimoniously practiced. The
purposeful collection of relevant information
becomes a critical preventive strategy to
ward off irrelevant “priorities”.
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Fast-changing environments offer opportunities for the testing of innovative approaches to
health financing, delivery and regulation. But
caution is in order: radical reform approaches
have a poor record in distressed contexts.
Newcomers are inclined to perceive the
health space as open and advocate for hurried
reforms, usually sold as unproblematic, easy
fixes. This danger increases if the context
improves and hopes of recovery start to
be entertained by outsiders. Blueprinted,
imported reforms are unlikely to take root
in distressed health environments.
Policy and planning standards borrowed from
international models, usually premised on
the assumption of stable and homogeneous
contexts ruled by competent health authorities, appear inapplicable in light of the huge
transformations caused by protracted conflict,
state withdrawal and mass displacement.
For instance, the accelerated and frequently
forced urbanization of large rural populations is usually ignored by health policy and
planning guidelines. The time-honoured
operational district model is ill-suited to
spontaneously-growing large cities, inhabited
by mobile health customers with different
purchasing power.
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Donors do not generally transfer national
ownership and leadership, unless they are
proactively obtained by national health
authorities. Successful takeovers, such as
those witnessed in Liberia and Mozambique,
have involved committed, realistic, coherent,
open and frank national health authorities.
On the other hand, genuine ownership may
be manifested by indigenous choices, which
may look unorthodox to international eyes,
like the rejection of free-market pressures
in Mozambique after the peace agreement,
or the partial and temporary adoption of
the performance-based financing model
in Liberia during the transition to peace. If
well justified, they may attract the support
of true development partners. Ownership,
as expressed by government bodies, should
not be interpreted as popular ownership:
global health policies adopted by national
health authorities may be flatly rejected by
a mistrustful population.
In many post-conflict health systems, policy
documents have been produced, with negligible impact on actual dynamics on the ground.
Inadequate information, poor enforcement
capacity and pressures from various interests
can yield “decorative planning” or “planning
as public relations”.53 Additionally, the merit
of drawing up formal policies and plans in
extremely informalized environments, such
as Somalia, must be seriously questioned.

Even no-nonsense, solid, context-grounded
policy and strategy proposals may be ignored,
if considered risky, unpalatable, or just
unfashionable by the decision-makers concerned. All in all, investing scarce resources
and capacity in writing elaborate policies
and strategies, usually covering extended
periods exceeding the decision-making and
planning time horizon of most stakeholders,
may be unwise. Conversely, an open-ended
policy process may be more conducive to
progress than a sequence of one-off policy
papers: “strategy could never really be considered a settled product, a fixed reference
point for all decision-making, but rather a
continuing activity, with important moments
of decision”.54
After decades of profound disorder, the
temptation of rebuilding a large public health
care system is usually very strong. Several
health recovery processes were guided by
the assumption that a well-designed, adequately-funded and competently-run public
health system would reclaim its traditionallydominant role vis-à-vis private competitors
who had expanded their share of the market
during the crisis. The assumption applies to
an even larger degree if the publicly provided
services are geographically and financially
accessible. Yet such a sensible rationalist
assumption has been found wanting in a
number of health systems already advanced in
their recovery trajectory, such as Afghanistan
and Cambodia. Private provision, far from
shrinking as expected due to the resurgence
of its public competitor, has thrived.55
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In many postconflict health
systems, policy
documents
have been
produced, with
negligible
impact
on actual
dynamics on
the ground.

Table 13.1 Proposed typology of health systems under stress

TYPE

Countries in
crisis require
health strategy
and plan
approaches
tailored to
their dynamic
context.

Politically-legitimate but technically-weak government, with a
ministry of health willing to lead health care developments

Absent, disinterested or resourceless government leaving both
policy formulation and health care provision to other actors

Stable / peaceful but poor and vulnerable country, with health
authorities unable to play a leading role in the health care field
(despite their legitimate mandate)

Recognized central government, formally in charge of the health
care field, but with contested regions and opposed by powerful
donors on political or human-rights grounds

Permanent turmoil, with contested government, competing
power holders, unresolved conflicts

DC

IA

OP

B

PC

666

ME

PS

1

SP
C

SA

LR

DHC
DS

Strategizing national health in the 21st century: a handbook

13.3.5 Specific situations, calling for tailored approaches
Whereas most of the general principles covered
in the previous sections apply to these situations,
each of them demands dedicated approaches.
The goals set and the methods adopted must
be fine-tuned to match the respective contexts,
the demands expressed, the risks incurred and
the opportunities offered. This characterization
(summarized in Table 13.1) is necessarily fluid,
with countries moving from one group to another,
and frequently back. In 2005–2007, Liberia
changed, quite suddenly and to the surprise
of many observers, in a favourable direction.
Devastated by the Ebola outbreak, its health
system has been pushed back. On the other
hand, Syrian Arab Republic, for long considered
a paragon of stability, has been engulfed in a
vicious civil war whose end is not in sight, with
a severe impact on its health system.

Politically-legitimate but technicallyweak government, with a MoH willing
to lead health care developments
(e.g. Mozambique 1990–2000)
This privileged situation occurs only rarely.
In many other countries, the hopes nurtured
at the beginning of a perceived transition
from turmoil to stability have been rudely
frustrated. In Afghanistan, the unravelling
of the political and military situation has
jeopardized the advancement attained in the
health systems. Elsewhere, a misreading of
the picture by over-optimistic international
partners has induced premature investments
in MoHs not ready or interested in assuming
a leadership role (beyond ritual but shallow
gestures).
Working on the formulation of policies and
plans can reveal the extent of the commitment
of new or recovering institutions to play a
constructive role in health care provision.56
Signs of commitment would be the active

participation of apprentice policy-makers
and planners in discussions, arguments over
competing priorities, curiosity in relation to
alternative options, awareness of the field
conditions in which plans would have to be
implemented, concerns with the political
implications and the technical challenges of
the proposed measures. When these signs are
recognizable in some key actors, a renewed
effort in policy formulation and planning is
warranted. Otherwise, a reappraisal of the
whole health system is needed: perhaps the
MoH is not (yet) the place where health care
developments can be promoted and take shape.
A committed MoH is a necessary but insufficient determinant of progress in the health
field. Other players influencing health systems
development must be engaged, starting with
powerful government agencies, such as
the ministry of finance and the civil-service
authority. Influential international bodies,
like the International Monetary Fund and
the World Bank, determine events to an
extent frequently unrecognized by health
stakeholders. For instance, if the number
of public employees is part of an agreement
conditioning debt relief, it is likely to be
honoured regardless of health service needs.
Global health initiatives tend to rely on their
financial clout and proceed on their own,
paying little attention to overarching policies
and plans. To these official players, private
ones must be added.
If progress is registered, thanks to sensible
policies and plans, effective leadership and
generous donor support, there is a real risk
of the health field being overwhelmed with
proposals, projects and pilots pushed by
international agencies. The aid industry loves
success stories, which are rare and usually
oversold. Both Liberia and Mozambique
quickly became “donor darlings”, partly
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Working on the
formulation
of policies
and plans can
reveal the
extent of the
commitment
of new or
recovering
institutions
to play a
constructive
role in health
care provision.

The locallyembedded
health systems
that may have
emerged in
response to
protracted
stress should
be supported
with incentives
and technical
inputs.

due to the convincing policies and plans
they formulated. Large aid flows followed,
spurring an impressive growth, which vastly
exceeded the modest original expectations. In
both cases, developments diverged markedly
from the planned goals.

Absent, uninterested or resourceless government, leaving both policy
formulation and health care provision
to other actors
(e.g. Somalia since 1991)
Such situations create room for experimenting
with alternative approaches. Intelligence
from the field should inform discussions
among decision-makers, in order to identify
encouraging approaches and/or to avoid
the replication of less successful models in
the absence of serious evaluations. Ideally,
policies and plans should aim to harness
spontaneous events by apportioning tailored
incentives. These in turn should be continuously adjusted, in light of the effects detected
in the health system.
However, such a sensible, down-to-earth
approach is rarely adopted. Without government oversight, different approaches are
applied by external agencies at the periphery,
without learning from their implementation
and open discussion of the results at country
level, and only positive findings are published
in scientific journals. In these situations,
policy transfers pushed by strong agencies
— such as PBF in the Democratic Republic
of Congo — can give unsatisfactory results
because, contrary to other countries where
they have been relatively successful, key
enabling factors are simply not in place.57 But,
as observed in Haiti, lack of positive evidence
is not enough for a powerless MoH to reject

In most cases, the overall situation will remain
precarious: fragmented health management
arrangements with inefficient operations
will result in unequal access to poor-quality
health care. Given the likelihood of protracted
turmoil, health services should maintain a
degree of redundancy (to withstand recurrent
shocks). For example, several mid-sized
hospitals might be better adapted to an
open-ended crisis than a large and sophisticated referral one, which would be more
vulnerable and less accessible. Moreover,
health services need to maintain some
autonomy from the state, itself a source
of troubles. Private management with a
public-good orientation may constitute a
sensible alternative: in northern Uganda in
the 1970s and 1980s, faith-based facilities
provided most of the health services. The
locally-embedded health systems that may
have emerged in response to protracted
stress should be supported with incentives
and technical inputs.

Stable/peaceful but poor and vulnerable country, with health authorities
unable to play a leading role in the
health care field
(despite their legitimate mandate)
In the absence of financial means to develop
health services provision, nor to shoulder
the future recurrent expenditure generated
by such development, health policy and
planning may play a crucial role, provided
they are sensibly practiced. Credible policies
and plans that are actually used to make
decisions may influence partners’ behaviour
and provide negotiating levers with other
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a strongly-advocated and generously-funded
approach.
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influential government bodies. They may
give credibility and leverage to otherwise
powerless health authorities, and reassure
donors about their good faith and commitment.
External funds may in this way be tapped,
sometimes surpassing both expectations and
absorption capacity. By attracting competent
international professionals, acted-upon policies and plans may help the health sector
acquire badly-needed skills.
A feeble MoH might improve its reputation
and clout by investing its scarce capacity in
policy and planning, rather than in administration. Such an institution might lead by
superior knowledge and a compelling vision,
even without harnessing sufficient funds,
nor enforcing capacity. These enlightened
health authorities should remain aware
of their future limitations, and avoid burdening themselves with excessive duties.
Donors, too, would be wise to refrain from
shouldering unsustainable investments. In
a country vulnerable to shocks, financing
and management responsibilities should be
distributed among public and private actors,
mostly assumed at local level, in order to
inject flexibility and resilience in the health
care provision system. Financial squeezes,
epidemics, natural disasters, refugee inflows,
and/or social upheavals will certainly strike:
the stronger, more responsive and distributed
the future system becomes, the more it will
be able to react successfully.
Whatever the wisdom of adopted policies
and plans, it may prove difficult for them to
withstand pressure from various concerned
parties. The modest goals praised on technical
grounds may be criticized, and the unmet
needs of the population may be invoked to
launch ambitious programmes. That such
forward leaps failed in the past to attain

their goals and were not sustained is usually
ignored by domestic, as well as foreign, actors.
Producing reliable information in formats
understandable to different stakeholder groups
may help defuse some negative reactions. In
the end, vested interests, ideology, convenience
or fashion will regularly overrule decisions
suggested by available evidence.

Recognized government, formally in
charge of the health care field, but
opposed by powerful donors on political
or human-rights grounds
(e.g. Myanmar until 2012)
Policy and strategy formulation in these
contexts tend to be a domestic affair. For
political reasons, donors usually refrain
from being involved in these processes,
when they are not barred from them. With
aid channelled to NGOs mainly for relief and/
or using separate management instruments,
limited resources reach government health
services. The formulation of humanitarian and
recovery strategies is usually managed by the
UN, with a formal, but token participation of
the government. Coordinating aid-supported
health care provision is even more difficult
than in other settings.
Policy-making and planning are essentially
window-dressing processes, with vision,
goals and principles often detached from
reality, or referred to privileged parts of the
country. Strategies aim at conveying the
sense of central control, even in a federal
system like Sudan, where decentralization
has been more the result of “laissez-faire”
unwritten policies and practices than design.
On the other hand, the low status assigned
by the government to health care provision
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To withstand
frequent
shocks,
financing and
management
responsibilities should
be distributed
among public
and private
actors, mostly
assumed at
local level.

gives some room for manoeuvering (to be
discreetly and ambiguously enjoyed) to the
players engaged.

Activities on
the ground
depend more
on their
feasibility
(once all the
restrictions
are taken into
account) than
on official
policies and
plans.

In sensitive contexts, such as Darfur, state
authorities and aid agencies are forced to
cohabitate in tense, awkward terms marked by
mutual distrust. Heavy restrictions, imposed
by government, donors, rebels, militias and
criminals curtail the actions of health care
providers. Activities on the ground depend
more on their feasibility (once all the restrictions are taken into account) than on official
policies and plans.
Independent research is hampered by danger
and restrictions. Such weak grasp of actual
features, events and trends in the health
care field undermines policy discussions,
which tend to become theoretical rather
than factual. The fear of eliciting negative
responses inhibits frank debates, while
valuable data are not circulated as they
should be. Thus, monitoring and evaluating
health care developments is all the more
arduous. Without an appraisal of the effects
of the introduced measures, new mistakes
will follow old ones, and go unrecognized.
Myanmar has long presented a peculiar
pattern of segregated health services, induced
by its political geography. On the one hand,
the central valley was served by flourishing
private health services, with limited public
contributions and a constrained role for aid
agencies. Meanwhile, humanitarian agencies
based across the borders were offering health
care to refugees, and supporting mobile
health workers inside the country. Facts on

the ground prevailed over policies and plans.
Furthermore, while health services provision
inside Myanmar was poorly documented,
humanitarian cross-border health services
were studied in detail. A similar split of health
services provision across political and military
frontlines was recognizable in Afghanistan
during the Soviet intervention, in southern
Sudan before the peace agreement and the
ensuing secession, and in the West Bank and
Gaza Strip (with the unique characteristics
of this permanent crisis).

Protracted turmoil, with contested
government, competing power holders,
unresolved conflicts
Classical policy formulation and planning sit
uneasily in such contexts. On the one hand,
even the best-intentioned policy proposals
(a rare occurrence in such circumstances),
once issued by a contested government will
be rejected by the opposition, or viewed with
suspicion by mistrustful constituencies. UN
agencies collaborating with such governments
(as they must in light of their charter) may
find themselves in an awkward position, as
occurred in Darfur in 2006, when the UN were
blamed for conducting a recovery-oriented
needs assessment in the midst of increasing
violence and political crisis, or in Syrian Arab
Republic in 2014, where the World Health
Organization (WHO) was criticized for its
conduct in responding to the polio outbreak.58
In these situations national and international
agencies would need strong communication
skills to manage perceptions and rumours
fuelled by the prevalent mistrust in official

III and the twin Post-Disaster Needs Assessment, applied in natural
disasters.
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bodies. Many authoritarian states fare poorly
in this respect.
On the other hand, the capacity of an embattled government to access territories and
populations, to enforce any policy or plan,
to allocate funds to the sector, to coordinate
external agencies and to deliver services,
is necessarily limited. With the emergence
of regional or local governance arrangements de facto autonomous from the state
administration, separated health policy and
planning domains may take root (when the
respective power holders are interested in
health care provision). In some settings,
such as in Iraq and the West Bank and Gaza
Strip, costly trans-border referrals of large
contingents of patients (in part financed by
the public purse) have become established
practice, by necessity if not by design.59 Such
a development is instructive of the gap that
may open between conventional policy and
planning habits and on-the-ground responses
to shifting contextual determinants.
Even in the face of such constraints, abandoning any pretence of formulating policies
and plans and falling back exclusively on pure
humanitarian assistance, is unsatisfactory.
The humanitarian response is needed to
address immediate needs, but its drawbacks
are well-known. If relief operations are left
to provide health services without direction,
fragmentation of services, inequality, egregious waste, high costs, inefficiencies and
unstable delivery will follow. The aid system
has formulated approaches intended to give
coherence to its interventions, such as the

post-conflict needs assessments.III Such
exercises are nominally conducted jointly by
the government and international agencies, but
in practice are usually run by the latter. They
have generated recovery strategies that have
been at best only partially implemented, and
in some cases not at all. Their main unstated
purpose has been largely limited to raising
political attention and funds for reconstruction.
Indeed, many hoped-for peace processes have
stalled, political interest has soon faded away
and donor support has not materialized as
expected; as a result, plan documents have
been promptly shelved and forgotten. In some
cases, the proposed recovery strategies were
probaby too impractical to implement anyway.
In such trying circumstances, the stakeholders concerned cannot hope to unify an
inherently fragmented field, but can attempt
to encourage informed decision-making, so
that some policy and planning coherence is
fostered by converging interventions. For
instance, autonomous players made aware
of the comparative service deprivation of a
certain region may opt for addressing such an
objective gap. A solid, continuously-updated
situation analysis, widely disseminated and
discussed in its contents and strategic and
operational implications, is perhaps the best
result to be aimed for. To induce actors to
design adapted, long-term responses, such
analysis must factor in the enduring turmoil,
rather than assuming unlikely turnarounds
towards peace.
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A solid,
continuouslyupdated
situation
analysis,
understood
in its
implications,
can encourage
informed
decisionmaking, and
in turn foster
some planning
coherence.

13.3.6 Essential aspects to be considered in relation to some
subsectors

Health care financing
The chosen or – in many health systems under
stress – the spontaneously established financing
mechanisms affect all aspects of health care
provision. The common occurrence of health
professionals setting plans related to service
delivery, while economists debate financing
strategies, should be avoided.

In many
settings, health
expenditure
reaches
surprisingly
high levels (for
the assumed
severity of
poverty).

In many settings, health expenditure reaches
surprisingly-high levels (for the assumed severity of poverty). Larger-than-expected private
expenditure, remittances from abroad and aid
inflows add together to attain quite respectable
totals. In response to dwindling or absent public
financing, private health spending is large in
every situation where estimates were produced,
be it Afghanistan, Liberia or the Darfur region
of Sudan. The ability to pay for health care
becomes the main determinant in a deregulated
market. Inequities of access and inefficiencies
of service production ensue.
Health expenditure figures are of dubious accuracy, and never complete. Gathering information
on finances requires particular skills when
national health accounts and expenditure reviews
are not available, incomplete or unreliable. The
study of aid flows to the health sector in Somalia
is illustrative of the significant challenges
encountered when analysing a complex health
aspect in a complex environment.60
Expenditure levels appear to be rising everywhere. The mix of factors pushing expenditure
upwards differ from one country to another, and
even within the same country. Disease-control

Public health financing is paltry in most
under-governed health systems. Crippled
public financial management systems thwart
the spending of budgeted funds, particularly in
insecure, remote regions lacking roads, banks,
safes and telecommunications. When they are
known, actual health expenses regularly diverge
from budgeted amounts.
In many health systems under stress, official
external assistance accounts for a sizeable proportion of total health expenditure – although not
as dominant as perceived in aid circles, if private
spending is taken into account. Aid flows support
health services provision, through the formal
financing of health activities, as well as informal
resource transfers to indigenous entrepreneurs.
The latter phenomenon (inadequately studied)
helps explaining the buoyancy of the commercial
segment of certain health care markets, such
as those of Afghanistan and Somalia.
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programmes, multiplying practitioners, easy
access to medicines, the prominence of curative
care, high-tech choices, referrals abroad (like
in Iraq or the West Bank and Gaza Strip), and
expensive humanitarian operations contribute
to health spending inflation. Lebanon offers
precious lessons about out-of-control health
expenditure: “[The hospital] sector has been
characterized by unplanned expansion and
high-cost coverage, arising not out of health need
but in order to maximize revenue. […] the public
sector, through its contracting arrangements,
foots the largest share of the health bill“.61
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Private benefactors make in the aggregate a
large contribution to health financing, using a
variety of intermediaries: charities, foundations,
international agencies, solidarity groups and
political parties. The extreme dispersion and
informality of many charitable transactions
makes exploring their aggregate patterns
labour-intensive and technically demanding.
In contexts with a large diaspora, this sustains
health services through direct initial investment,
the recurrent support provided to facilities,
donated equipment and goods, as well as
voluntary short-term work. Remittances are
also critical to enable destitute patients to buy
health services that would otherwise be unaffordable. In most cases indistinguishable from
profit-oriented operations, diaspora investments
are prone to generate redundancies as well as
gaps in health care provision.
Key considerations in relation to health care
financing are summarized below.
Discussions in this area tend to assume
ideological tones, and to end inconclusively with pitting alternative options rarely
appraised for their merits and drawbacks.
Such options are often invoked in abstract
terms, without considering their applicability
to a given context. Thus, user fees may
be banned without introducing alternative
funding means; or a social health insurance
may be recommended in the absence of the
basic enabling conditions. Furthermore,
market forces shaping the health systems
are often overlooked when financing options
are debated.

Estimating the total future resource envelope
likely to be allocated to health is the first step
to be taken to ensure meaningful policy and
planning discussions. Once a credible figure
has been obtained, it has to be conveyed to the
policy-makers concerned in such a fashion
that they grasp the way it has been computed,
its meaning and implications. In light of the
enormous uncertainty of every forecast,
boundaries can be set for future financing
levels. Planning scenarios consistent with
low- and high-level financing can then be
sketched. These can be used as fund-raising levers, as well as to assuage excessive
expectations. If additional resources are
attracted in this way, the best-case planning
scenario can be adopted; otherwise much
more modest goals are preferable.
In light of the large private expenditure
characterizing many health care markets, a
devoted study ranks among the most useful
initiatives at the beginning of a policy and
planning cycle.
Service delivery costs need to be estimated,
with a view at projecting the outputs to be
produced for certain financing levels. Different
delivery models should be considered in their
different resource implications, together with
the financial impact of high-tech approaches.
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The dispersion
and opacity
of financing
flows in these
contexts makes
studying their
aggregate
patterns
and trends
technically
difficult.

Pharmaceuticals

The benefits of
successful policies and interventions in the
pharmaceutical
area justify the
risks incurred
in addressing its main
distortions and
inefficiencies.

Where estimates of expenses on pharmaceuticals
are available, they are consistently large, mostly
shouldered by households, and account for a
fat share of total health expenditure. Medicines
are commoditized, with profit or affordability
taking precedence over therapeutic indications.
Self-medication is widespread. Substandard
and counterfeit medicines circulate freely in
most health systems, due to poor regulatory
and management capacity.62 Medicines play a
central role in sustaining underfunded health
services, frequently constituting the largest
source of income for health workers officially
earning meagre salaries.
Many countries under stress present thriving,
if under-regulated, pharmaceutical markets.
These are, however, poorly studied despite the
visibility of import-export dealers, selling outlets
and street vendors in most derelict settings. The
informality of such pharmaceutical markets combines with their illicitness to cause challenges to
researchers. The precarious conditions of many
long-suffering states make the resuscitation of
their border, law enforcement and regulatory
functions unlikely. Depending on geography,
under-governed pharmaceutical markets may
acquire regional dimensions, with unchecked and
unrecorded medicines supplying neighbouring
(and sometimes distant) countries. This aspect is
missed by most studies, which restrict their remit
to national borders, despite the permeability
of such borders to agents, money, goods, and
diseases. Pharmaceutical policies and plans
tend to suffer from the same flaw.
Public and private not-for-profit schemes have
been set up to improve the situation, with questionable success. Revolving drug funds, central

Understanding the characteristics, business
models and the rules governing these pharmaceutical markets would greatly help public
policy-makers in their quest for ways to regulate
them. The intersections between multilateral,
bilateral and private procurement and distribution
have to be explored before realistic policies and
plans are conceived and negotiated with the
stakeholders affected by them. Realistic ways
to manage the danger to public health caused
by the unregulated supply and consumption
of medicines, as well as to tap the potentials
represented by this market, must be conceived,
tested and adopted.
Formulating enforceable policies and implementable plans in these pharmaceutical areas is
forbiddingly difficult. Some considerations should
be kept in mind when engaging in this field.
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supply stores, and essential drug programmes
have sooner or later run into trouble, sometimes
inflicted by health authorities. Fragmented procurement and supply channels tend to prevail,
with predictable effects on prices, availability
and quality of medicines. The competitive edge
of private for-profit dealers and vendors may be
so strong that even public operators prefer to
place their pharmaceutical orders with them.
In some instances health authorities have
interests in the commercial deals they are
supposed to regulate. Furthermore, the highly
informal operating environment, with its prevailing incentives, puts formal public schemes
at a disadvantage.63 In reality, the pressure
to sustain health services through the sales
of medicines encourages adoption by public
providers of business-oriented practices akin
to those of their private colleagues.
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Health facilities
Given the interests involved, some political
clout is needed to intervene with any chance
of success. On the other hand, the benefits
that successful interventions can induce in the
pharmaceutical area are huge, thus justifying
the risk incurred. Indeed, a hands-off stance
should not be adopted, due to its ominous
consequences for the whole health system:
rising and inequitable health expenses, severe
market distortions and potentially-dangerous
health outcomes.
Borrowing the models developed in more
affluent countries is futile, as they presume
substantial capacity, resources, and enforcement procedures. Most poor countries have
imported pharmaceutical policies without
the ability to enforce regulations; this often
promotes corruption.
The advanced privatization registered in many
settings is probably irreversible. This market
can be harnessed through positive incentives,
rather than coerced. Effective incentives
have to be negotiated with the operators
concerned, so that mutually-acceptable
trade-offs are struck. Informing the public,
accreditation and franchising rank among
the strategies to be considered.
Every alteration in the economy of health
services provision (salary levels, user fees,
incentives, subsidies, financial management)
affects the way medicines are traded and used.
Measures targeting pharmaceuticals must
be considered in a sectorwide perspective.
Conversely, many interventions not directly
related to medicines have an impact on their
access, quality, and use.

The health care network is deeply affected by
violence, under-resourcing, mismanagement
and the reshaping of societal patterns, including
altered livelihoods and population movements.
Thanks to investments shouldered by charities,
aid agencies, local entrepreneurs, politicians and
the diaspora, it may expand in an unplanned and
often undocumented way. Small, lightly-equipped
facilities may come to dominate the landscape,
as seen in Lubumbashi, Democratic Republic
of Congo.64, 65 Booming cities, such as Nyala in
Darfur, present quite large health care networks,
with sizeable hospitals. Clusters of redundant
facilities can be found in comparatively-privileged
areas, in contrast to investment-deprived ones.
Underutilization is a recurrent pattern, due to
a variety of factors deterring customers: user
fees, poor quality of care, absent staff, unavailable medicines, lack of diagnostic capacity,
competition among facilities, limited opening
times, lack of transportation and insecurity.
Inventories compiled by assorted agencies
usually present grossly-diverging counts. Particularly at primary level, many ghost or derelict
facilities may be included. Misclassification
is a regular occurrence, for several reasons.
Atypical health facilities diverging from the
standards set by health authorities usually
escape inclusion. Privately-owned facilities not
subjected to regulatory criteria tend to evolve
organically, adding revenue-fetching equipment
and services whenever the opportunity arises.
Their nomenclature varies, regardless of the
services actually provided. Similarly, publiclyowned facilities fail to adhere to the standards
implied by their official classification. Vertical
programmes contribute to the diversification
of health facilities, by strengthening selected
services while ignoring others.
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Small, lightlyequipped
health facilities
may come to
dominate the
landscape in
distressed
contexts.

The health care network may look more akin
to an archipelago than to the referral pyramid
postulated by health authorities. In fact, proper
referral paths may be negated by political and
military barriers, by geographical, financial,
and transportation obstacles, by misconceived
guidelines, by perverse incentives, by violence,
sectarian/ethnic mistrust and by partisan partition. In the end, referral flows depend more on
customer opportunities and preferences than on
provider decisions. In most distressed settings,
health care is consumed locally, or conversely
far away thanks to the mobility of its users.

Health care
networks in
fragile states
should not be
considered homogeneously;
they present
different mixes
of services,
staffing,
ownership,
utilization,
and financing
modalities
across
different
regions.

Studying and planning the health care network
as a homogeneous set is a common fallacy. In
reality, it presents different mixes of services,
staffing, ownership, utilization and financing
modalities across different regions. When
considering the public-private mix, different
aspects must be considered before classifying
a health facility: its ownership (official and de
facto), its management, its financing and its

Main considerations to be taken into account in
relation to managing and planning health care
facilities are listed below.
The health care network can be meaningfully
studied only through the formulation of
empirical classification criteria that manage
to capture non-standard facilities. Adopting
functional criteria may dramatically modify
the outlook of the whole health system.
Interventions should be conceived starting
with the actual situation on the ground, rather
than with idealized patterns, such as basic
packages of services.
Rationalizing a fragmented health care
network requires sustained efforts backed by
flexible investments. Usually, it is preferable
to start by supporting the functional recovery
of favourably-located health facilities. Building
of new facilities should be postponed until
peripheral security improves, displaced populations resettle, and reliable demographic
data become available.
Maximum efforts should be made to ensure
the accreditation and contracting of existing
private health facilities, so that they are
induced to provide public goods. Adequate
funding modalities have to be introduced by
governments and donors alike.
Raising capital for investment is usually easier
than covering the subsequent financing of
recurrent costs.66 Ensuring that adequate
resources and capacity are deployed to
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Oddly, violence-affected locations may be better
served than peaceful ones, owing to aid-backed
investments: eastern Democratic Republic
of Congo, Mogadishu and the Gaza Strip are
instructive examples. Frequently, trans-border health-seeking movements account for a
large if inadequately-quantified share of the
health care market. Health statistics confined
to officially-administered territories regularly
miss, or misinterpret, actual service uptake on
both sides of the border. Additionally, mutually-segregated health networks have emerged
in some conflicts (Angola, Myanmar and South
Sudan). This poses distinctive challenges to
policy-makers and planners on each side of the
frontline, who tend to ignore the events taking
place beyond it.

modus operandi (health- or profit-oriented). Given
the different combinations that are recognizable
in the field, few facilities belong exclusively to
one or the other category. In any case, as public
and private health facilities tend to respond to
similar commercial imperatives, the distinction
becomes blurred.
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their own growth. Containing this spontaneous
tendency is crucial to the development of a
balanced health system, but is made difficult
by several factors: political (prestige of local
administrators), economic (due to the large
investments implied), financial (opportunities
for health workers to raise additional income)
and expectations of local communities.

© UN Photo/Albert González Farran

operate upgraded or new health facilities
should rank among the top concerns of
decision-makers.
Big hospitals tend to remain the largest
component (in terms of absorbed resources)
of most health systems, stated policies notwithstanding. They are usually able to attract
resources and capacity, therefore fuelling
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Human resources for health (HRH)

Normative
planning based
on absolute
needs should
be abandoned
in favour of
contextualized criteria
taking resource
and capacity
constraints into
due account.

Human resources respond to stressors, individually as well as by professional groups. Coping
strategies take precedence over other concerns.
Looking for security, health workers move to
safer areas. Public employees complement
their shrinking earnings with private practice.
Average productivity usually decreases due to
reduced demand, overstaffing of secure health
facilities, absenteeism, inadequate working tools
and environment, poor or absent supervision,
and low salaries. Professional skills across the
workforce deteriorate, whereas they may improve
in aid-supported secure spots. The number of
unemployed professionals is usually unknown,
but it is ‘believed to be high in most cases.
The workforce may contract due to death and
outward migration, particularly where health
workers have become political targets, as
witnessed in Iraq and Syrian Arab Republic.
Conversely, the over-production of underskilled health professionals is recognizable in
many under-governed health systems. In the
Democratic Republic of Congo, this phenomenon
has reached an extreme degree, with myriads
of training institutions churning out crowds of
job-seekers holding a health degree backed
by precarious skills. In most under-regulated
settings, training institutions largely financed
by student fees offer courses demanded by
applicants, rather than those needed by health
services. A surplus of medical doctors and a
shortage of nurses and midwives is the predictable outcome.
Public sectors hire large numbers of health
workers, trying to absorb new entrants into
the labour market, regardless of health service
needs. Creating new positions and raising the

Professional job titles tend to multiply, leading to
overlapping, inconsistent categories. Civil-service
payrolls give a very misleading picture of actual
staffing patterns in public health facilities. On
the one hand, ghost and absentee employees
may constitute a large portion of the official
ranks. On the other hand, many health workers
without formal jobs may join their officially-employed colleagues, a frequent observation in
the Democratic Republic of Congo. Personnel
inventories are plagued with flaws, in most
cases underestimating the actual number of
active staff. In fact, not all practising health
workers hold recognized qualifications. Some
went through informal training initiatives, or
formal programmes unrecognized by health
authorities. Workers posing as qualified professionals, holding fake diplomas, or no papers
at all, are common.
In some countries, health training programmes
have been developed to satisfy the requirements
of foreign labour markets. A health care career
abroad is increasingly seen as an appealing
prospect, given the scarcity of job alternatives
in the home market. In countries with large
diasporas, many health professionals have
been trained abroad, and may return home to
stay, or commute from and back to the country
of settlement.
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funds needed to pay the related salaries appears
to be one of the most pressing concerns of health
authorities keen to gain political leverage and
ensure loyal supporters. This trend is visible in
many settings, with varying intensity depending
on the financial position of public employers. In
this way, an expanding workforce may absorb
most of the scarce public funding for health.
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A gender bias may skew the production of health
workers in favour of males. Once trained, the
scarce female health workers are less likely to be
deployed to hardship posts; in conflict-affected
areas, the incurred danger curtails further the
availability of female health workers, with severe
effects on service provision. Such a staffing flaw
is difficult to correct, due to a shortage of female
candidates to health care training programmes,
and cultural restrictions on the employment of
women, common in many traditional societies.
Aid agencies have encouraged the training of
community health workers (CHWs) in many
contexts, despite the doubts about their effectiveness and cost, generated by past experiences.
Reliance on these cadres appears questionable,
given the limited support that weak formal
health systems can ensure to these grassroots
providers and the attrition caused by the lack
of career and financial perspectives.
When formulating HRH-related policies and
plans, some considerations are worth noting.
Most health professionals surviving a protracted crisis need intensive and sustained
retraining and skill upgrading. But before
launching training initiatives, the actual job
practice of assorted health workers, who
cannot in most cases be barred from the
health care market, needs to be empirically
assessed.
The management and regulation of HRH need
as much attention as training.67 Deployment,
fulfilled tasks, workloads, terms of employment, incentives and career prospects rank
among the key aspects to be assessed by HRH
managers as well as by planners.

A certification programme open to assorted
health workers is one of the first steps to be
taken in the resuscitation of a distressed
workforce, as done in Cambodia and later
in Afghanistan.68 In the process, categories
can be merged and upgrading training programmes introduced, in this way reducing
the existing fragmentation. This exercise will
generate a wealth of information useful for
later HRH planning.
The accreditation of health training institutions deserves adequate attention. In an open
health care market, a reputable accreditation
system may induce operators to abide by
norms otherwise ignored. Where it cannot
be enforced by feeble health authorities, a
voluntary process can be offered. If the state
is mistrusted or contested, an international
body could be assigned this role.
Normative planning, whereby the health
workforce is projected to expand according
to absolute needs, should be abandoned
in favour of contextualized criteria taking
resource and capacity constraints into due
account. Indeed, different service models
and health care networks have different HR
requirements, whatever the served population
is. Forecasted financing levels offer a much
better guidance to HRH development than
international norms (themselves the result
of averaging vastly diverse situations).
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Normative
planning guided by absolute
needs and
international
ratios should
be abandoned
in favour of
contextualized
criteria taking
resource and
capacity constraints into
due account.

© UN Photo/Olivier Chassot
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13.4 Conclusion
As repeatedly stressed in this chapter, fragile
contexts present policy-makers and planners
with complex and diverse challenges requiring
innovative, flexible and incremental approaches.
Many of the issues discussed are not exclusively relevant to fragile environments, but
apply equally well to more stable health
systems weakened by underfunding and
poor management. However, the need for
formulating and implementing realistic, feasible policies and strategies is higher where
the duration and intensity of the crisis have
damaged the health system and eroded the
legitimacy and capacity of the government to
a much larger extent. Addressing such gaps
is arduous, and cannot be achieved through
conventional approaches.
A sound analysis of the context, focused on
the determinants of the crisis, its historical
evolution, the constraints posed and the
opportunities offered, should be at the basis
of any engagement in dysfunctional contexts.
An investment in intelligence, related to both
context and health care, must be associated
with profound changes in the way decisions
are taken. Moving closer to the service
delivery point is a necessary step towards
informed choices.
Conceptual distinctions, such as the role
of state vs non-state actors in health systems and service delivery, humanitarian vs
development aid, formal vs informal policy
processes, public vs private sector are not
useful in distressed contexts. Traditional
conceptual distinctions should be disregarded

where the multiplicity of actors, the weakness
of the government, the presence of different
settings in the same country, the coexistence
of humanitarian and development needs,
the interplay of factors, and the emerging
local strategies blur traditional dichotomies.
Where uncertainty is pervasive, risks of mistakes and wasted resources can be reduced,
but not eliminated. Shorter planning horizons,
more modest goals, and stronger monitoring
permit readjusting and adapting strategies
and plans to unanticipated events, constraints
and errors.
The formulation of top-down, countrywide
strategies is ineffective in situations of central
government weakness, fragmentation of
health system and diversity of situations.
The alternative line of conduct is shifting
the focus to the local level; supporting and
documenting promising approaches that can
be transferred to other areas of the country;
and addressing concrete problems.
Strategy development and planning are
inherently political processes, even more in
turbulent, politicized contexts; negotiation
with the different key players is crucial.
Trade-offs need to be made, to reduce the
risk of resistance when policies and strategies
will be implemented.
Blueprint approaches and policy transfers
from other contexts have proved ineffective
time and again. No prescriptive guidelines
can be issued for fragile contexts, as Zoellick
claims: “…the worst thing the development
community could do is develop a step-by-step
handbook for dealing with fragile states”.69
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Further reading: a selected annotated bibliography
Buse K, Mays N, Walt G. Making health policy,
2nd edition. Maidenhead: Open University
Press; 2012.
An updated development of the classic: Walt G.
Health policy: an introduction to process and
power. London: Zed Books; 1994. This book,
drawing on different disciplines and theories,
helps the reader to understand the role of actors,
as well as of political, economic and contextual
factors in shaping policies and strategies that
directly affect how a particular health system
performs. The importance of understanding the
processes through which policies are developed
and implemented is discussed. Real-life examples illustrate the difficulties and intricacies
of analysing the health policy process, at the
same time pointing to issues that are relevant
in an emergency context, such as the role and
influence of international agencies and institutions in the policy arena. Activities, intended
to stimulate the participation of the reader and
to encourage the exploration of well-chosen
topics, punctuate the text.

Freedman L. Strategy: a history. New York:
Oxford University Press; 2013.
This important book reviews the concept of
strategy and its applications over recorded human
history, covering the most diverse domains, from
zoology to politics, war, the corporate world and
social science. To a curious reader Freedman
distils many propositions and examples that
are useful also for health policy-makers and
planners. Rational choice in policy and strategy
making is wishful thinking; strategy is rather
bound up with intuition, deliberation, persuasion
and the “rationality of irrationality”, a concept

The book suggests that “as a practical matter,
strategy is best understood modestly, as moving
to the ‘next stage’ rather than to a definitive
and permanent conclusion. The next stage is
a place that can be realistically reached from
the current stage”. The authors of this chapter
could not agree more with Freedman when he
claims that “the picture of strategy that should
emerge from this book is one that is fluid and
flexible, governed by the starting point and not
the end point”. Thus, “the realm of strategy is
one of bargaining and persuasion as well as
threats and pressure, psychological and physical
effects, and words as well as deeds … strategy
is the central political art”.
Green A. An introduction to health planning
for developing health systems. Oxford: Oxford
University Press; 2007.
Now in its third edition, this is a classic textbook,
clear, comprehensive and readable, which offers
the best available comprehensive review of the
field, thoroughly balancing techniques with realworld concerns and constraints. Green provides
a fair appraisal of the most influential ideas
that have shaped health systems world-wide,
examining their strengths and weaknesses, as
well as the assumptions and values they are
built upon. In spite of portraying the difficulties
of planning health care in developing countries
and admitting its unsatisfactory record to date,
the book nonetheless succeeds in conveying the
necessity of supporting decision-makers with
rational, evidence-based approaches, stripped
of ideological elements and wishful thinking. Worthwhile reading for every practitioner
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that fits well with most health systems under
stress.
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interested or already involved in health planning.
Even if the book does not address the specific
features of fragile contexts and the additional
constraints posed by them, it provides a wealth of
general insights and instruments, against which
crisis-adapted approaches can be developed.

Mintzberg H. The rise and fall of strategic
planning: reconceiving roles for planning,
plans, planners. New York: The Free Press; 1994.
A classic that does not show its age. Despite
being directed to business organizations, from
which it draws its examples, this book is an
important resource for everybody engaged in
policy-making and planning. Full of provocative
statements, it debunks a lot of myths in strategy
development and planning, pointing out the
numerous fallacies and flaws of the rationalist
approach to strategic planning. Mintzberg claims
that “most organizations enter into planning
with little understanding of the definitions and
various purposes of planning”, a statement
that has not lost its validity twenty years after
it was made.
Due to this lack of understanding and the
adoption of bureaucratic approaches, only a
few strategies are successfully implemented.
The failure of strategies and plans that look
too far ahead to identify discontinuous changes
impacting on the organization explains in part
their poor performance. Instead, Mintzberg
proposes a more flexible approach, one that is
more “simultaneous, holistic, and relational than
linear, sequential and orderly.… No amount of
elaboration will ever enable formal procedures
to forecast discontinuities, to inform managers
who are detached from their operations, to create

novel strategies”. Discontinuous changes are
defining aspects of fragile contexts, hence the
need to heed Mintzberg’s cautionary words, and
to follow his advice in the pursuit of alternative
approaches.

Noormahomed AR, Segall M. The public health
sector in Mozambique: a post-war strategy
for rehabilitation and sustained development. Geneva: World Health Organization;
1994 (Macroeconomics, health and development series no. 14; http://whqlibdoc.who.int/
hq/1994/WHO_ICO_MESD.14.pdf; accessed 15
January 2016).
One of the very few examples of successful
post-conflict health recovery strategy, it was
developed before the end of the war in 1992 by
the MoH of Mozambique, with limited external assistance. Resulting from three years of
studies and discussions and largely conceived
by insiders, this document provided a roadmap
for sector reconstruction, planning what was at
the time considered affordable in the long term;
it managed to rally considerable donor support.
Despite its age, it is a recommended reading to
every practitioner involved in a recovery process.

Pavignani E, Colombo S. Analysing disrupted
health sectors. Geneva: World Health Organization; 2009 (http://apps.who.int/iris/bitstr
eam/10665/44299/1/9789241599269_eng.pdf,
accessed 15 January 2016)
A modular handbook covering the main areas
relevant to the study of health systems in crisis
and offering practical advice, experiences from
the field, references and suggestions for further
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study. The handbook is essentially practical and
action-oriented, based on the long experience
of the two authors in countries affected by
crises, mainly conflicts. Common flaws in the
analysis of the context and health care provision are discussed, together with their effects
on strategies and plans. Most of the issues
covered in this chapter can be found, expanded
and complemented with examples, tools and
references, in the handbook.

Ramalingam B. Aid on the edge of chaos:
rethinking international cooperation in a complex world. Oxford: Oxford University Press; 2013.
Everybody interested in the debate on aid effectiveness should read this original book. Drawing
on complexity theory and systems thinking,
Ramalingam provides a scathing critique of aid
policy and practice, characterized as they are
by the fact that “there is far more policy-based
evidence than evidence-based policy”. Simplifications, mechanical models and assumptions,
and standard tools and prescriptions on which
aid is built are inadequate, if not damaging in
complex and dynamic environments: “Some
problems are so complex that you have to be
highly intelligent and well informed just to be
undecided about them”. The root problem is
the common belief among many aid experts
and agencies that there are technical and often
simple solutions to underdevelopment. As a
result of this misconception, effort and money
are spent finding “ways to do the wrong thing
righter”. For example, discussing the inadequacy of the logframe for monitoring complex
development interventions, Ramalingam quotes
a donor arguing that: “We don’t pretend that it

The introduction to complexity theory is brilliant:
the reader can not only appreciate its principles,
but also its relevance to development and
humanitarian work, including strategy formulation. Aid adaptive strategies are needed in the
face of complexity: “different solutions need to
find their niche in an evolving landscape … the
development strategic toolkit … needs to find a
dynamic balance between no strategy at all and
the rigidness of blueprints. Effective aid strategies
are those adaptively positioned between order
and chaos”. New approaches, based on the 'new
science' of complex adaptive systems can make
aid more relevant and effective, as experiences
of practitioners who have put these principles
into practice have shown. Wisely, the book
does not provide clear-cut recommendations.
Maybe to pre-empt criticism, the author argues
that aid practitioners “should move from being
people who know the answers to people who
know what questions to ask”.

Republic of Liberia, Ministry of Health and
Social Welfare. Country situational analysis
report. Monrovia: 2011 (http://www.indiana.
edu/~cehls/2011%20Country%20Situational%20
Analysis%20Report_Liberia.pdf, accessed 15
January 2016).
The product of an inclusive national health
policy and planning exercise started in 2010,
this frank, complete and thorough analysis of the
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matches reality, but we still find it useful”. No
aid tenets or myths are spared by the critique:
MDGs, PRSPs (Poverty Reduction Strategy
Papers), ‘bestpracticitis’, or the excessive focus
on results.
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health system highlighted both its post-conflict
impressive achievements and the departures
from the planned track. The evolution that
occurred during the period 2006–2010 was not
only described, but understood in its fundamental
characteristics. A wealth of data and insights
dispersed across programmes, institutions,
publications and subsectors were blended to an
unprecedented extent into a clear picture. The
impact of the National Health Policy and Plan
formulated in 2006–2007 was appraised, and the
reasons behind the recorded divergences from
the original goals were unpacked. Events taking
place in the health system were read within the
broader political and economic context.
Particularly valuable is the discussion of the
choices made in 2006–2007 against the dearth of
relevant information affecting the policy discussion at the time, revisited in light of the stronger
understanding of patterns and events gained
afterwards. Whereas the preparation of such
an analysis in 2011 offered to decision-makers
an excellent starting point to steer the health
system through another planning cycle, the
magnitude of the detected problems offers a
reminder of the need to make sense of events
continuously, or at least more frequently than
at 5-year intervals. Many of such problems, if
identified earlier, would have been more easily
addressed.

Segall M. Health sector planning led by management of recurrent expenditure: an agenda
for action-research. Int J Health Plann Manage.
1991;6(1):37–75.
This almost historical paper offers a clear,
insightful overview, firmly grounded in direct
experience, of what health planning is all about:
the making of informed choices between alternative allocative options, within political, financial
and managerial constraints. The logical steps to
be taken and the frequent hurdles to be overcome
for a progressive, redistributive policy such as
primary health care (PHC) to materialize, are
discussed. Both the poor reputation health
planning has suffered from in recent times and
the mediocre results registered in implementing
PHC in many health sectors may be ascribed
to a certain degree to the prevailing neglect
of the rational, realistic approach presented
in this classic paper. No reference is made to
the additional, specific constraints affecting
war-torn health sectors. However, most if not
all of the considerations offered by the author
hold in these settings as well, at least at the
conceptual level.

This brilliant work should offer inspiration to
participants to future health recovery processes,
who will find in it plenty of valuable insights,
related to methodological issues as well as
policy and planning aspects.
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Annex 13.1
Assessing the usefulness of a health policy/strategy/plan

Degree of contextualization
If the policy or plan could easily be
applied to other settings, it scores low in
this respect. The extent the conflict, or
other societal stressors, is/are factored
into the proposed actions is revealing.
Plausibility of the assumptions adopted
(explicitly or otherwise)
For instance, is the stabilization of the
political landscape likely to occur, as
assumed by many recovery plans? Will
the economy take off, and tax extraction
improve, so that planned health services
will become affordable?
Value for decision-making
Guidance to managers facing difficult
choices in uncertain conditions should
be offered by the policy/strategy/plan
under scrutiny. To that effect, its content
has to be related to concrete decisions
with tangible effects.
Appropriateness of the adopted time
frame
While the decision-making horizon is
necessarily short, large investments
are slow to materialize and have longterm effects.
Appraisal of costs, capacity implications, risks and side effects
A thorough appraisal suggests solid
technical work, a broad perspective
and readiness to address problems as
they emerge.
A policy/strategy/plan extolling only the
benefits of the proposed measures is
dangerous, as it may lead to misinformed
decisions.
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Integration of monitoring and evaluation tools into the policy/strategy/plan,
with explicit reformulation/updating
mechanisms included
The fluid context imposes the frequent
revisiting of the original documents.
Otherwise, when left untouched during
years of rapid change, they cease to offer
valuable guidance for decision-makers.
In many cases, they were never appropriate, which explains their oblivion.
Extent of prioritization and sequencing
of the proposed actions
When every proposed action is given
the same weight and is expected to take
place at the same time, implementation
is likely to be incoherent, or will stop.
Accessibility (in terms of language,
technical contents and cultural meanings) for the different stakeholder
groups affected by the policy/strategy/
plan
Proposals resonating only with health
actors will be neglected or misunderstood by other influential parties.
Consistency between stated ends and
the means (resources, capacity and
political clout) made available
Discrepancies may be due to technical
flaws, political expediency or external
factors.
Receptivity of the main actors to the
measures proposed by the policy/
strategy/plan
Where the relationships between the
parties concerned, say government and
foreign agencies, are adversarial, not
much implementation can be expected,
whatever the merits of the proposal.
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