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ABOUT THIS CONCEPT NO TE  

Measuring service delivery systems can be both complex and challenging.  

The approach described here serves as a starting point in the development 

of a global mapping tool for the monitoring and evaluation (M&E) of health 

service delivery.  This interim concept note focuses on a.) the development 

of a mapping tool for measurement; and b.) listing the pre-existing M&E 

efforts. In addition, this concept note describes the foundational work to 

develop a minimum indicator set.  Before the tools are finalized and further 

progress is made, we are providing an opportunity for public consultation 

from experts in the field, as follows, and would appreciate feedback on the 

following points. 

1. Mapping tool – does the approach and early thinking to develop a

mapping tool, including the use of the term “mapping tool” (as opposed

to a measurement “framework” for example) make sense?

2. Comprehensiveness – are there any measurement and evaluation

efforts that have been overlooked during this initial scoping exercise?

3. Does the 7-step process capture all necessary activities to meet the

aims of this exercise? Is there anything missing, in your opinion?
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                        Development 

PHCPI  Primary Health Care Performance Initiative 

SARA  service availability and readiness assessment 

SDGs  sustainable development goals 

SDS  Service Delivery and Safety 

TCM  traditional and complementary care medicine 

UHC  universal health coverage 

WHO  World Health Organization 

  

  



 

 6 

BACKGROUND  
 

SDS is a department within the Health Systems and Innovation cluster 

(renamed Universal Health Coverage and Health Systems in November 

2017), which focuses on supporting countries to rethink health care and 

health systems in order to become safer, of higher quality, efficient and 

effective. SDS works across the care continuum, from preventative and 

primary care to hospital services and long-term to palliative care. 

The vision of the Department is that all people receive safe, high quality, 

integrated, people-centred health services at every interaction along the 

health services continuum. It fulfills its vision under the broad umbrella of the 

Framework on integrated people-centred health services (1). A renewed 

focus on service delivery through an integrated and people-centred health 

services (IPCHS) lens is critical to achieving universal health coverage 

(UHC), the linchpin of the health-related Sustainable Development Goals 

(SDGs). 

Of the five broad focal areas of the department’s work (Box 1) measurement 

features strongly in area number four. 

B O X  1 .  S D S  F I V E  F O C A L  A R E A S  U N D E R P I N N I N G  A L L  W O R K  

1. Advocacy, campaigns and partnerships for change 

2. Standards, norms and guidelines 

3. Technical support from policy to implementation 

4. Data use for monitoring and evaluation and progress assessment 

5. Innovation and knowledge exchange 

 

SDS is comprised of six units; Infection prevention and control, Patient safety 

and risk management, Quality systems and resilience, Services organization 

and clinical interventions and Traditional and complementary medicine.  Each 

unit supports the implementation of the framework on integrated and people-

centred health services. Monitoring and evaluation (M&E) is a common focus 

of all units and exploration of these existing departmental approaches to 

measurement of health service delivery formed a natural starting point in the 

development of this report. 

There is a growing interest in measuring service delivery systems on the 

global health agenda. The need for a strengthened approach to measurement 

of health service delivery is being driven by Member States and is of direct 

relevance at both the policy level and in the context of resource mobilization. 

This need has been catalysed with the move towards UHC as a central goal 

and priority of all health systems (2) and this has contributed to an intense 

focus on the development and expansion of the monitoring of UHC. Emphasis 

is increasingly shifting from a historic focus on measurement of access and 

finances towards assessment of utilization, appropriateness and importantly 

the quality of health services (3). To support mobilization of the necessary 



 

 7 

health care finances and resources that will result in improvements in the 

health of whole populations, health services should be delivered not only in 

appropriate quantities but also of appropriate quality.  As more and more 

Member States push forward with efforts to attain UHC, the need to address 

how to build robust service delivery systems has become a critically important 

issue. In this context, strengthening measurement capacity across all 

countries could be described as an urgent need.  

The UHC data portal was launched in 2016 by WHO to help track progress 

towards UHC and provides a representative example of measurement that 

has initially focused on financial protection, equity, essential health services, 

a number of specific disease areas and service capacity and access. As the 

data portal expands, there is a unique opportunity to incorporate health 

service delivery metrics related to quality, and thereby to further strengthen 

the capacity of Member States in their measurement efforts around UHC. 

INTRODUCTION TO THE MEASUREMENT CROSS-
CUT   
 

To meet the global need to measure service delivery and associated quality, 

WHO’s department of Service Delivery and Safety (SDS) has established a 

measurement cross-cut (SDS-MC). The ultimate goal of the SDS-MC is to 

support Member States to improve health service delivery through a process 

of engagement and collaboration across the spectrum of health service 

delivery. Measurement of health care delivery with tools that cover the entire 

spectrum of health services is a necessary component of achieving IPCHS.  

At present, there is an acknowledged paucity of suitable indicators at the 

global level and few examples of service delivery measurement activities of 

Member States, particularly in low- and middle-income countries (LMICs), 

where measurement capacity is poor. For this reason a step-wise approach 

will be undertaken. 

 

It is important to note that the measurement work described in this report is 

not intended to result in indicators related to a ranking of Member States, 

rather the process and outputs of the work will expand country engagement, 

with the aim of helping to build measurement capacity which in turn will 

contribute towards the improvement of health service delivery.  

The three broad areas of work of the SDS-MC address: 

1. MEASUREMENT MAPPING - developing a common mapping tool for 

measurement of health service delivery;  

2. MINIMUM INDICATORS - formulating guidance on health service delivery 

measurement including the development of a minimum indicator set 

focused on the quality of health service delivery; 
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3. COUNTRY PROFILES - supporting Member States to understand their 

current situation, identify gaps and develop future improvement 

approaches, through the development of optimal measurement methods. 

Through a series of country profiles, the operationalization of the mapping 

tool will be illustrated using easy-to-understand data visualization formats. 

This will enable countries to identify elements of service delivery and their 

relative strengths and weaknesses with greater ease. 

To achieve these three broad areas of work, the SDS-MC will use a stepwise 

approach.  

 

S T E P  1:  DE V E L O P M E N T  O F  A  M E A S U R E M E N T  M A P P I N G  T O O L  T O  C O V E R  

T H E  E N T I R E  S P E C T R U M  O F  H E A L T H  S E R V I C E  D E L I V E R Y  

Building on previous efforts to measure the quality and quantity of health care 

service delivery, including the advanced work of the PHCPI, and at the same 

time acknowledging historical gaps, the work described here aims to develop 

a comprehensive mapping tool that covers the entire spectrum of health 

services. The first step, therefore, involves development of a mapping tool 

that systematically addresses areas of health care services and associated 

domains of performance.   

 

S T E P  2:  C O L L A T I O N  O F  E X I S T I N G  I N D I C A T O R  S O U R C E S  

Alongside step 1, a review and collation of existing indicator sources will be 

undertaken. 

 

S T E P  3:  MA P P I N G  M E A S U R E M E N T  I N D I C A T O R S  U S I N G  T H E  T O O L   

In order to achieve efficient and acceptable measurement, it is necessary to 

understand the extent of pre-existing M&E efforts. Previous approaches to 

support country measurement in this area have been hampered by 

duplication and a lack of attention to some areas that could be considered 

important. To address both the duplication and likely omissions, the approach 

detailed here involves mapping existing M&E indicators to the measurement 

mapping tool.  This will provide a snapshot of the status quo with regard to 

the measurement of health service delivery. During steps 1-3 dialogue will 

also commence with the WHO UHC Data Portal team. 

The ultimate aim is to strengthen and support Member States in their 

approach to and use of measurement data relevant to health service delivery. 

It builds on existing M&E efforts within WHO and across other 

global/international organizations.  

 

  



 

 9 

S T E P  4:  ID E N T I F I C A T I O N  O F  M E A S U R E M E N T  G A P S   

Building on the outcome of the mapping exercise, the next step will enable 

the identification of:  

a. areas in which there is already sufficient global M&E knowledge, including 

indicators; 

b. any M&E gaps.  

Steps 1-3 will inform a series of recommendations related to the development 

of measurement methodologies required to strengthen the global knowledge 

pool.   

 

S T E P  5:  ID E N T I F I C A T I O N  O F  P R I O R I T Y  C O U N T R I E S  F O R  C A P A C I T Y -
B U I L D I N G  

Using the measurement mapping tool, it will be possible to capture 

measurement values (or results) for an agreed cross-section of priority 

Member States. It is anticipated that only a small number of Member States 

will have capacity at present to provide comprehensive measurement results. 

This step will facilitate the co-development of a simple, user-friendly data 

visualization tool to support health service delivery measurement capacity in 

a number of priority countries.   

 

S T E P  6:  C A P A C I T Y -B U I L D I N G  F O R  T H E  M E A S U R E M E N T  O F  S E R V I C E  

D E L I V E R Y   

This step will involve a dual focus on addressing identified knowledge gaps 

and progressing country capacity-building in priority countries. Based on 

emerging learning, a number of knowledge gaps in service delivery 

measurement have been identified. Areas identified for further measurement 

work include long-term care, mental health and rehabilitative care.  Within the 

domain of quality, people-centredness and safety may also require further 

work to inform the global knowledge pool.  

 

S T E P  7:  PR E S E N T I N G  C O U N T R Y  P R O F I L E S  R E L A T E D  T O  S E R V I C E  

D E L I V E R Y  

By step 7 it will in theory be possible for Member States to use the tools and 

approaches developed to present their service delivery profiles (quality and 

quantity). However, it is anticipated that only a small number of countries will 

have the measurement capacity to undertake this. The SDS-MC will work with 

these countries to showcase the profiles as “model countries”. In parallel the 

team will support all countries to build service delivery measurement capacity. 

The UHC Data Portal will be the vehicle used to showcase service delivery 

profiles. The timeline for this stepwise approach is summarized in the table 

below. 
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T I M E L I N E  T A B L E   

Step Activity Time frame 

Step 1 
Developing the measurement mapping tool to cover the entire 

spectrum of health service delivery 2017 

Step 2 Collation of existing indicator sources 

Step 3 Mapping the measurement indicators to the tool 

2018 Step 4 Finding the gaps in measurement 

Step 5 
Identifying the countries needing capacity-building  

for measuring service delivery 

Step 6 Capacity-building for the measurement of service delivery 

2019~ 
Step 7 Presenting country profiles related to service delivery 
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SUMMARY OF WORK UNDERTAKEN SO FAR  
 
During the scoping phase, a considerable amount of foundational work has 

been undertaken, including desk research and bilateral interactions with a 

range of internal stakeholders. The focus to date has been on steps 1-3. 

 

S T E P  1:  DE V E L O P I N G  T H E  M E A S U R E M E N T  M A P P I N G  T O O L  T O  C O V E R  T H E  

E N T I R E  S P E C T R U M  O F  H E A L T H  S E R V I C E  D E L I V E R Y   

C A R E  S E T T I N G S  A N D  C A R E  L E V E L S   

The attainment of comprehensive service delivery within the context of 

integrated, people-centred health services formed the logical starting point 

for step 1. UHC requires all people to have access to the entire spectrum of 

health services according to need.  To this end, step 1 involved 

consideration of the continuum of care and an attempt to list all of the 

dimensions required for health service delivery. To help structure this, two 

related approaches were addressed: care settings and care levels.  

For the purposes of this report care level relates to the content of services 

required to meet the needs of people according to the different courses of 

diseases and health conditions. The starting point is health promotion and 

disease prevention, with a progression to ambulatory care, inpatient care, 

rehabilitative care, long-term care, palliative care, and finally end-of-life care.  

Mental health care and traditional and complementary health care also 

require consideration within this approach. 

Care setting relates to the place where the health services are delivered.  

Community, primary care facilities, outpatient facilities, day-care facilities, 

acute hospitals, and long-term care facilities are some examples of care 

settings. In many Member States, mental health facilities and traditional and 

complementary medical care facilities exist as dependent entities.  

In theory, there is a natural relationship between care levels and care settings, 

however, there are nuanced differences across different contexts and 

societies, and for this reason these were considered separately in the early 

stages of work. The figure below illustrates early efforts to map care level and 

care setting. 
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F I G .  1  M A P P I N G  O F  C A R E  L E V E L ,  C A R E  S E T T I N G  A N D  C O N T I N U U M  

O F  C A R E  

 

 

CON TIN UUM  OF  CARE  
While reviewing existing indicators according to the level of care and care 

settings, it became clear that, while quite logical, mapping existing indicators 

according to this taxonomy proved to be challenging. In order to map 

existing indicators effectively, a decision was taken to re-classify the 

continuum of care from the cross table of care setting and care level, as 

illustrated in figure1. 

Continuum of care is classified into population-based (collective) public 

health services, primary health care, acute care, mental care, rehabilitative 

care, long-term care, palliative care, and traditional and complementary 

health care.  The classification is intended to guide the review and 

development of service delivery measurement tools.   
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DO MAI NS OF PE RF ORM AN C E  
In order to measure service delivery, it is necessary to define what is 

considered “good” service delivery.  However, measuring the quality of 

service delivery presents a number of methodological challenges. A logical 

starting point, therefore, is to develop consensus on what constitute the key 

characteristics of good service delivery.  

For the purposes of this report the eight key characteristics of the network of 

service delivery common to any well-functioning health system articulated in 

a previous WHO report (4) was reviewed (box 2). This report highlighted 

that good service delivery is a vital element of health systems – “a 

fundamental input to population health status, along with other factors, 

including social determinants of health.” 

B O X  2 :  K E Y  C H A R A C T E R I S T I C S  O F  G O O D  S E R V I C E  D E L I V E R Y   

1. C O M P R E H E N S I V E N E S S : a comprehensive range of health services is 
provided, appropriate to the needs of the target population, including 
preventative, curative, palliative and rehabilitation services. 

2. A C C E S S I B I L I T Y : services are directly and permanently accessible with no 
undue barrier of cost, language, culture or geography. 

3. C O V E R A G E : service delivery is designed so that all people in a defined 
target population are covered. 

4. C O N T I N U I T Y : service delivery is organized to provide an individual with 
continuity of care across the network of services, health conditions, levels 
of care, and over the life cycle. 

5. QU A L I T Y : health services are of a high quality i.e. they are effective, safe, 
centred on the patient’s needs and given in a timely fashion. 

6. PE R S O N - C E N T R E D NE S S : services are organized around the person, not 
the disease or financing. 

7. C O O R D I N A T I O N : local area health service networks are actively 
coordinated, across types of provider, types of care, levels of service 
delivery, and for both routine and emergency preparedness. 

8. A C C O U N T A B I L I T Y  A N D  E F F I C I E N C Y : health services are well managed 
so as to achieve the core elements described above with minimum 
wastage of resources. 

 

This WHO report describes the historical context surrounding the 

development of a common monitoring and evaluation framework, in particular 

the role of the International Health Partnership (IHP) and related initiatives 

(IHP+). The IHP+ developed a common monitoring and evaluation framework 

to enable targeted monitoring and evaluation of health system strengthening 

efforts (including health service delivery). The framework has been explored 

as part of the scoping work in the development of this report and is of direct 

relevance due to its country-focused approach and dual aim of supporting 

country needs while also providing a basis for global monitoring. 

During the process of mapping the indicators, the domains of performance of 

service delivery have been re-defined from the perspective of measurement. 



 

 14 

The focus has been on addressing those domains which require initial “first 

hand” data analysis.  Those domains that can be measured by secondary 

analysis of indicators have not been considered at this stage, for example 

efficiency and equity.  To illustrate this, efficiency can be measured as a 

composite of effectiveness over cost i.e. it is not a concept which needs to be 

measured directly.  Equity is measured by analyzing the effectiveness or 

accessibility by a cadre of the target population.   

Unlike the other domains, coordination and integration of care cannot be 

measured within a single indicator, although these are important domains of 

performance which are required to be achieved through IPCHS.  It is 

anticipated that it will be possible to measure coordination and integration of 

care as a composite of multiple indicators.   

Continuity can be indirectly measured by measuring effectiveness of care i.e. 

to achieve effective care, continuous care is required. Both Tuberculosis 

treatment and care and antenatal care are examples illustrating this.   

Timeliness is an important domain needed to improve care performance in 

many countries.  However, in terms of measurement, it can be classified as a 

subdomain of effectiveness or people-centredness.  At this stage, timeliness 

has been included as a dependent domain, however further discussion is 

required on whether to keep this as a stand-alone domain or regard it as a 

component of effectiveness or people-centredness.  

As a result of this exploratory analysis, quality, accessibility, cost/expenditure, 

timeliness and continuity have been identified as the domains needing to be 

measured during the first step. Quality is further divided into effectiveness, 

safety and people-centredness.  The consensus from the initial scoping is that 

in terms of measurement, safety and people-centredness require a different 

approach of data collection than does effectiveness.   
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B O X  3  D O M A I N S  O F  P E R F O R M A N C E   

1. Quality (Effectiveness) 

2. Quality (Safety) 

3. Quality (People-centredness or responsiveness) 

4. Accessibility  

5. Expenditure/cost 

6. Timeliness 

7. Continuity  

 

The following definitions were used to guide the development of these 

performance domains: 

EFFECTIVENESS (quality of health care): Delivering health care that is adherent 

to an evidence base and results in improved health outcomes for individuals 

and communities, based on need (5).  

SAFETY (quality of health care): The degree to which health care processes 

avoid, prevent, and ameliorate adverse outcomes or injuries that stem from 

the processes of health care itself (6). 

RESPONSIVENESS (quality of health care): The degree of how a health system 

treats people to meet their legitimate non-health expectation. (7; 8) And the 

extent of delivering health care which takes into account the preferences, 

needs, values and aspirations of individual service users and the cultures of 

their communities (5). 

ACCESSIBILITY: Delivering health care that is timely, geographically responsible 

and provided in a setting where skills and resources are appropriate to 

medical need (5). 

EXPENDITURE: The amounts spent by individuals, groups, nations or private or 

public organizations for total health care and/or its various components. 

These amounts may or may not be equivalent to the actual costs (health care 

costs) and may or may not be shared among the patient, insurers, and/or 

employers (9). 

TIMELINESS: The degree to which patients are able to obtain care promptly, 

reducing waits and sometimes harmful delays for both those who receive and 

those who give care (10).  

CONTINUITY: The degree to which a series of discrete health care events is 

experienced by people as coherent and interconnected over time (11). 
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S T E P  2:  C O L L A T I O N  O F  E X I S T I N G  I N D I C A T O R  S O U R C E S  

Step 2 focused on a review of existing sources of indicators primarily using 

desk research. Once identified, indicator sources were entered into a 

database. Attention was paid to the collection of indicators currently in use, or 

under development by both internal (WHO) and external international global 

health organizations. 

Existing global indicator sources were collected and an exercise to explore 

their characteristics was carried out. Most importantly, though, across the 

entire area of service delivery measurement, quality of care was mainly 

focused on.  Web-based desk research and a blend of interviews and surveys 

with technical experts across WHO headquarters was then undertaken during 

the scoping phase, to identify existing WHO and international approaches to 

measurement and reporting that explicitly address quality of care, and/or 

quality-related health care system measurement.  

This exercise yielded an initial list of 29 different sources within which a range 

of resources exist for building Member States’ M&E efforts, including 

assessment tools; data portals; handbooks; observatories; reference lists; 

registries; reports and toolkits based on scientific and objective situational 

analysis.  

These 29 M&E sources (termed resources for the purpose of this report) form 

the basis of a repository of resources that are already available, focused on 

improving the quality of health services.  

The full list of resources can be found in Appendix 1. Based on these 29 

resources, a repository has been developed to further support Member States 

in identifying the most appropriate indicators relevant to their M&E activity. 

The interactive repository is composed of a matrix of the 29 resources and 

enables the end user to determine for each resource the type, whether it 

addresses health status, the performance domains addressed, the 

foundations of quality addressed and whether the resource addresses health 

care needs. The repository will eventually be hosted on the web and an 

illustration is available in the “Global efforts in measuring quality of care” 

document. 

 

S T E P  3:  M A P P I N G  I N D I C A T O R S  T O  T H E  C O N C E P T U A L  M A P P I N G  T O O L  

Steps 1 and 2 have been completed and the SDS-MC is currently in the 

process of mapping the indicators of the above M&E efforts to the prototype 

version of the mapping tool, as shown in Figure 2.  

Through this mapping exercise, it will be possible to identify the value of 

existing indicators and highlight the gaps. This step will inform the next phase 

of work in pursuit of expanding the global knowledge pool on service delivery 

measurement.  

 

 

http://apps.who.int/iris/bitstream/handle/10665/260544/WHO-HIS-SDS-2018.1-eng.pdf
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F I G .  2 :  T O O L  F O R  I N D I C A T O R  M A P P I N G  

 

 

The mapping tool is the culmination of the scoping and analysis performed 

during steps 1 and 2. Indicators will be organized based on the domains of 

continuum of care and performance.   

NEXT STEPS  
 

This concept note outlines an approach and first steps in the development of 

a measurement mapping tool and a review of existing M&E efforts related to 

service delivery measurement.  The current focus of the SDS-MC is to map 

the indicators to the measurement tool.  Completion of step 3 will result in a 

minimum indicator list required for the measurement of service delivery and 

the identification of areas requiring further global knowledge development. In 

addition, this will support the identification of priority measurement areas for 

country capacity-building. An activity report will be presented in early 2018.   

All feedback will be used to progress the development of country profiles 

working with a small number of Member States in low- and middle-income 

countries and at least one high-income country too. This process will further 

inform development of the final product. 
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APPENDIX 1:  EXISTING INDICATOR SOURCES

T H E  2 9  M & E  I N D I C A T O R  S O U R C E S  I D E N T I F I E D  D U R I N G

T H E  S C O P I N G  P H A S E

1. GLOBAL HEALTH OBSERVATORY (GHO)

2. GLOBAL REFERENCE LIST OF WHO 100 CORE HEALTH INDICATORS

3. MONITORING THE BUILDING BLOCKS OF HEALTH SYSTEMS: A HANDBOOK OF INDICATORS 

AND THEIR MEASUREMENT STRATEGIES

4. SERVICE AVAILABILITY AND READINESS ASSESSMENT (SARA)

5. HEALTH FACILITY AND COMMUNITY DATA TOOLKIT

6. HEALTH WORKFORCE – DATA AND STATISTICS

7. UNIVERSAL HEALTH COVERAGE DATA PORTAL (UHC DATA PORTAL)

8. JOINT ASSESSMENT OF NATIONAL HEALTH STRATEGIES (JANS) TOOL AND GUIDELINES

9. HEALTH EQUITY MONITOR

10. JOINT EXTERNAL EVALUATION TOOL – INTERNATIONAL HEALTH REGULATIONS (2015) 

(JEE-IHR)

11. GLOBAL OBSERVATORY FOR E-HEALTH

12. CIVIL REGISTRATION AND VITAL STATISTICS (CRVS) AND WHO MORTALITY DATABASE

13. WHO MINDBANK (MORE INCLUSIVENESS NEEDED IN DISABILITY AND DEVELOPMENT) 

BANK

14. WHO MENTAL HEALTH ATLAS

15. WHO HIV/AIDS DATA AND STATISTICS PORTAL

16. UNAIDS DATA PORTAL

17. AIDS DATA HUB FOR ASIA AND THE PACIFIC

18. WORLD MALARIA REPORT

19. GLOBAL TUBERCULOSIS REPORT

20. PERFORMANCE ASSESSMENT TOOL FOR QUALITY IMPROVEMENT IN HOSPITALS (PATH)

21. THE PRIMARY HEALTH CARE PERFORMANCE INITIATIVE (PHCPI)

22. SERVICE DELIVERY INDICATORS (SDI) INITIATIVE

23. OECD HEALTH STATISTICS (PREVIOUSLY CALLED OECD HEALTH DATA)

24. HEALTH AT A GLANCE – OECD INDICATORS (OECD HAG)

25. OECD HEALTH AT A GLANCE: ASIA/PACIFIC

26. HEALTH AT A GLANCE EUROPE

27. EUROPEAN COLLABORATION FOR HEALTH CARE OPTIMIZATION (ECHO)

28. EUROPEAN HEALTH CARE OUTCOMES, PERFORMANCE AND EFFICIENCY (EUROHOPE)

29. INTERNATIONAL CONSORTIUM FOR HEALTH OUTCOMES MEASUREMENT (ICHOM)
STANDARDS SETS


