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Abstract

In recent decades, The United Nations, nationalegowents, and many international
donors and non-governmental organizations havecdsstl considerable resources to the
achievement of the Millennium Development Goals H) in low income countries.
Special efforts have gone into achieving the heatated MDGs. Early in the process,
many realized that health systems in poor countviasld have to be strengthened to deliver
the services necessary to achieving the MDGs. Rligciérhas also become clear that to
make health systems stronger, it will be paramdanimprove the management of the
limited available resources and service provisibtha local level. The improvement of
district health management performance has beeogmézed as a key element in the
complex task of strengthening health systems. fasbecome even more compelling since
the number of countries that have decentralizedtthegstems has increased significantly.
While many studies, essays, guidelines and manbae been published on how to
strengthen health systems as a whole, little ecieléa available on how to improve the
management at the district level. This work contiés to bridging this gap by providing (a)
a new theoretical framework that systematizes thardeterminants of the performance of
district health management teams in a coherent usigg WHO approach to health
systems; (b) a set of tools for a quick but efiertsituation analysis with indicators
organized by health systems functions that candeel o identify which determinants are
falling short and need to be addressed to imprdwee gerformance of health district
managers on the ground; and (c) a list of possitsldegies to resolve the identified deficits
that have been reported in the literature to beessful in different contexts. The necessary
characteristics for a comprehensive implementastiategy to improve district health
management performance are also discussed. Thieajupl of the framework and of the
analytical tools described in this document has pldential of producing a major
improvement in many countries and constitute thratesjy forward in this arena for
UNCIEF.



Abstract in Italian

Negli ultimi decenni le Nazioni Unite, molti Paesiari donatori e organizzazioni non
governative hanno dedicato ingenti risorse al taggjmento degli Obiettivi per o Sviluppo
del Millennio (MDGSs) in paesi a basso reddito. At®ne particolare é stata dedicata al
raggiungimento gli obiettivi degli MDGs relativi lal salute. Fin dagli inizi di questo
immane sforzo internazionale, e risultata evideiatenecessita di rafforzare i Sistemi
Sanitari nei Paesi poveri per poter offrire i seirviecessari, in ordine al raggiungimento
degli MDGs. Piu recentemente si € anche compres® &a indispensabile per rafforzare i
Sistemi Sanitari migliorare la gestione delle sodimitate disponibili per l'offerta di
servizi a livello locale. Il miglioramento dellperformancedella gestione dei distretti
sanitari & stato identificato come un elemento \@hialel complesso compito di
rafforzamento dei sistemi sanitari. Tale prioritadigentata ancora piu rilevante dato il
crescente numero di Paesi che hanno sistemi satetaantralizzati. Molti studi, saggi, linee
guida e manuali sono stati pubblicati su come ra#fie i Sistemi Sanitari nel loro
complesso, mentre vi & poegidencedisponibile su come migliorare la gestione a liveli
distretto sanitario. Il presente lavoro contribeist colmare tale lacuna offrendo (a) un
nuovo modello teorico che sistematizza i princiglierminanti dellgperformancedelle
equipedi professionisti che dirigono i distretti sanitan modo coerente con il modello di
Sistema Sanitario dell’Organizzazione Mondiale al@hnita; insieme a (b) degli strumenti
per una rapida ma efficace analisi dedtatus quoche fanno uso di indicatori organizzati
secondo le funzioni dei Sistemi sanitari, al fingdgntificare quali determinanti risultano
carenti e hanno bisogno di essere corretti perionage laperformancedei dirigenti sanitari

a livello locale; e (c) un elenco di possibili $égie riportate in letteratura, che si sono
dimostrate efficaci in diversi contesti. Vengonala@ discusse alcune delle caratteristiche
necessarie per mettere in opera una strategia essiph tesa a migliorare la gestione dei
distretti sanitari. L'uso del modello teorico e degfrumenti analitici descritti in questo
documento pud contribuire a portare un migliorarmensbstanziale in molti Paesi e

costituiscono la strategia che UNICEF intende adethell'immediato futuro.
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1. Introduction

Over the past decades, several health agencies dedieated a substantial amount of
resources towards improving the health of popufation low-income countries. After an

early stage (during the ‘90s), when much emphasas @iven to vertical programs

controlled by donors and tackling specific diseasievelopment agencies realized that in
order to achieve the MDGs and provide the necessaryices to the population, health
systems in poor countries needed to be strengthdévieck recently, it also became clear
that to make health systems stronger, it woulddrarmount to improve the management of

the limited available resources for the provisibi@alth services at local level.

The improvement of district health management perémce (DHMP) has been recognized
as a key element in the complex task of strengtitehealth systenisWhile many studies,
publications, guidelines and manuals have beenighdd on how to strengthen health
systems as a whole, little evidence is availablé@m to improve the management of health
systems at the district level. This thesis is danapt to gather the available knowledge on
DHMP in a coherent framework and to produce a S&tals for situation analysis that will
help identify the main challenges a district isifigcas well as solutions for improving
DHMP.

This introduction presents briefly: how health sys$ strengthening has gained importance
on the international agenda, why improving DHMPegsential to strengthening health
systems, what role UNICEF has in improving DHMPd &ow this thesis contributes to the

improvement of DHMP.

1.1 The international agenda on health systems stigthening

Over the last ten years the global health agendashidted from an emphasis on disease-

specific approaches (also known as the verticagiqarm approach) to a focus on health
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system strengthening (referred to as well as azbotal approach).The discussion is
currently focusing on the “diagonal approach” toaltle system strengthening, which
stresses complementarities and involves integratemgcal, disease-specific programs into
efforts to strengthen the functioning of healthteyss and vice versaThis shift in priority

is due to several factors that are well descrilmethe analysis carried out by the Japan

Center for International Exchange for the G8 Sunmimiokkaido, Toyakd.

First, the disease-specific approaches had varimistended negative consequentes.
While, on the one hand, they have undoubtedlyrdmried to health improvement in
developing countries, especially in fighting disssatike HIV/AIDS, TB or malaria; on the
other hand, they have left the assisted countrids fnagmented disease-control programs.
Indeed, such countries have found themselves atalolento several different donors,
which has too often reduced the effectiveness aftheninistries and distracted financial
and human resources away from government agema&aowledging these problems, two
of the major disease-specific programs — the Gl6bald to Fight AIDS, Tuberculosis and
Malaria (the Global Fund) and the Global Allianoe Yaccines and Immunization (GAVI)
Alliance, a consortium of organizations to promatemunization and vaccination — have

started to finance new strategies to strengtheltthegstems in their recipient countrigs.

A second factor promoting the horizontal approashhe attempt of the World Health
Organization (WHO) to give a second push for priyragalthcare (PHC) polices that were
first launched within the Alma Ata Declaration &378/ Indeed, the 2008 World Health
Report advocated a renewed emphasis for the phkascipf universal coverage, people-

centered approaches, and the effective delivepyinfary caré

A third factor is the concern that achieving theitelth Nations Millennium Development
Goals (MDGs) is becoming increasingly difficult digethe weakness of health systems in
developing countries. There are eight MDGs thail@ll UN member states have agreed to
to achieve by the year 2015. However, many countréve experienced delays in achieving
key targets related to child mortality (MDG 4), maial mortality (MDG 5), and the
prevention of HIV/AIDS, malaria, and other diseafd®G 6).

A fourth factor is a pressing request from deveigpiountries to harmonize and make the
aid from international donors more effective atmoy level. This request has been captured
in two documents: the Paris Declaration and ther#@okgenda for Action. The Paris

Declaration, endorsed on 2 March 2005, is an iat@ynal agreement to which over one
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hundred Ministers, Heads of Agencies and other dBe@ifficials have committed to
increase efforts in harmonization, alignment anchaging aid for results with a set of
monitorable actions and indicators. The Accra Agefad Action (AAA) was drawn up in
2008 and builds on the commitments of the Parislddaton, requiring that country

systems, rather than donor systems, should betasisdiver aid as a first optich.

1.2 Strengthening health systems requires strengthing health districts

The local level is increasingly recognized as tleakest link in the health systems chain of
low-income countries. In particular, the distrievél is where the provision of services is
organized and implemented and, at the same time,where the resources are fewer and
less skilled (financial, pharmaceuticals, equipmeatcines, health professionals, etods
such, to make health systems stronger overad,ithportant to improve the management of
these limited available resources and the provisfoservices at the district level. For this
reason, district health management performancekisyaelement in the complex task of
strengthening health systems. Moreover, the probl@minadequate health worker
performance especially at local level in low- andldfe-income countries is particularly
urgent. Many resources are spent on health wodkaighe systems that support them, and

such investments could produce greater benefitsttiey currently dd°

In part, this has been due to the decentralizatiahhealth systems in developing countries

have experienced over the past decades.
Decentralization

Since the 1980s, health systems around the dewegloporld have been decentralized.
Decentralization policies have been encouragedtgynational agencies, such as the World
Bank, because of their potential benefits: a more nafi@nd unified health service that
caters to local needs, decreased in duplicati@enfices, contained costs, local community
involvement, improved inter-sectoral coordinatiand greater accountability, among other
things*® They also have been often advocated for by disatithorities, wanting greater
autonomy on how to use available resources locallgwever, along with greater
responsibility and autonomy, district health mamaget teams (DHMTSs) require
strengthened skills and competences to effectivelpage their available resources in order

to appropriately and effectively deliver qualityalit services to their populatiofis.
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Equity strategy

In 2010, UNICEF launched a new strategy to achteeeMDGs through a more equitable
approach’, which has been received favorably by other irtBomal agencies like WHO,
WB, and USAID. The strategy aims to reduce ineitjgal in access to health services

between different groups of population by targetilgadvantaged groups.

This new approach has led to the realization thgreater level of detail is needed in order
to put in place effective pro-equity strategiesr Emample, district level epidemiological
data on population health. Moreover, coverage sémisal health interventions will need to
be expanded in order to target subgroups of themsedved population at district level. An
effective district health management is requirediniplement both actions: gathering
epidemiological information with district level @ and ensuring expanded coverage

locally.

1.3 UNICEF's role in DHMP

UNICEF has in recent years raised the profile afdcsurvival within international health.
Over the last two years, UNICEF has conducted ®¥ietess and cost analyses on the
available information for essential public healtterventions in developing countries, and
modeled the impact of different strategies to impat them. This research has shown that,
despite its high costs, an equity-focused healté sarvice delivery approach, which targets
the most disadvantages groups of the populationjdudze far more effective than any other
alternative today. Such an approach would needetontplemented — including data
collection and service provision — at the disthistel, by the DHMTs. Ensuring that these
teams are competent, motivated and empowered &tfas challenge, then, is key. This
approach seems to be the main channel through winéaty countries may be able to reach
most of the MDGs by 201%. The dissemination of the potential results ofemyuity-
focused approach is further influencing the wayeotlaid agencies are working in
development, and bringing more interest and emphtsiequity-focused programs. In
particular, it has helped revise economic assumgtabout the cost-effectiveness of equity

based strategies.

Unlikely other major agencies, UNICEF has directd aextensive experience in

strengthening operations at the point-of-servicd, an particular, in helping to remove
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critical barriers to scaling-up health care pramisiSuch expertise puts UNICEF in a unique
position to be able to lead the effort necessarymorove DHMP in many countries. As
such, the headquarters of UNICEF is undertakingezial effort to offer its country office
staff an essential conceptual framework to guideeftorts to address the strengthening of
DHMP. In addition, it is providing them with a useiendly instrument to assess the
situation of the country in which they operate, &madentify the causes of shortcomings as
well as possible strategies to address those caarsgsshortcomings and, ultimately,
improve DHMP.

The results of this thesis will contribute to babte framework and the assessment tools

towards the strengthening of DHMP.

1.4 The contribution from this thesis

While many studies, reviews, guidelines and mantiage been published on how to
strengthen health systems as a whole, less evidisnagailable on how to strengthen

management at the district level in developing toes™

The few recognized institutions working on distirealth management (e.g. WHO, MSH,
USAID) have produced documents that mainly preserategies to improve the delivery of
services rather than to strengthen the managesiapetences needed to run the support
functions of the health system at district levebwéver, without managerial competencies,
it is impossible to organize the delivery of goaghlity services. Moreover, for the most
part, available documents are generally trainingr&es on a given function of the health
system (i.e.: human resources management, procateand supply) or on a practical but

limited problem-solving approacf.

The literature is lacking a comprehensive framewbgk offers a vision for DHMP, which
can identify its determinants and put in placetsg#s to improve it in a more systematic
way. The present thesis aims to bring a substaciairibution to the study of DHMP, by
providing a systematization of available knowledye this topic in the literature and
drawing on the expertise of staff in UNICEF andestmternational organizations working
in this area.



An additional contribution to the global effort tmderstand and improve district health
management (DHM) in developing countries is theodebols for DHMP analysis that has
been developed as part of this research. This kas lblone with the conviction that
academic research in public health is more meaninglen it is immediately oriented to

action, for the improvement of health outcomeshi population.



2. Objectives

The aim of this thesis is to make a substantiatrdmution to better understand and to
provide tools for the improvement of district hbathanagement performance (DHMP) in

low income countries. This will be accomplisheddmhieving the following objectives:

2.1 Adapt/create a framework for district healthmanagement

The first objective will be to develop a workingfidéion of what DHM is and to design a
theoretical framework to systematize the availdtsiewledge on DHM. Such framework
will be based on the evidence available in thedi@e, with particular reference to the
publications from WHO on health systems strengthgnand on the results of an extensive
consultation process with experts who will providefirsthand understanding of the

determinants of district health management perfocea
2.2 Develop tools for situation analysis

The second objective will be to create a set ostéar a situation analysis at district level to
assess whether HDMP meets the goal of providingityuservices according to the local
needs, in an efficient, effective, timely and ¢ajplie fashion and to identify shortcomings
and issues in the main determinants of DHMP thadne be corrected. Such tools will
encompass selected indicators organized accorditiget main functions of health systems
and will utilize data that are routinely collectbyl the health system or that can be easily

collected on an ad hoc basis.
2.3 Develop a list of possible interventions

The last objective will be to conduct a literatuexiew to identify strategies shown to be
effective in improving DHMP by acting on its deténants, to present them in a list
organized according to the determinant that thedres$ and by the context where have
been implemented (i.e.: level of decentralizatidrthee health system and availability of
resources). The main gaps in the available evidendeow to improve HDMP will also be

identified, to inform further operational reseatbht may address and bridge such gaps.



3. Methods

An extensive literature review was conducted tougeqand systematize the available
knowledge on how to improve DHMP, with the goalppbducing a theoretical framework
on DHMP, a set of tools for situation analysis amdinitial list of possible improvement
strategies. The results of the literature reviewewmben discussed and integrated with the
knowledge and expertise of professionals working/ldtCEF. Finally, the framework, the
tools for analysis and the list of interventionsreveshared with experts from other
organizations working in international developmehhealth systems, and their input was

captured in a final document.

The following is a detailed description of the noath used to gather information to develop
a comprehensive body of knowledge and to createeage-based tools for DHMP

improvement.

3.1 Literature review

A literature review was conducted to capture alévent publications (reviews, articles,
manuals, guidelines) on district health managemé&mto strategies were adopted: an
extensive search through general and thematiclsemgines, and a comprehensive search

by browsing key internet sites dedicated to healimagement.

Search engine strategy.

The search was limited to publication in Englishgaage, from January 2000 to June 2010
with few exceptions for older documents that diié \&ery relevant (the oldest one being
published in 1997).

The following words were used, alone and in a warief combinations: low income
countries, developing countries, & performancegedeinants, & health district, health

management, health systems strengthening, healttagess, district health management



teams, & motivation, incentives, financial incees, non financial incentives, supervision,

positive supervision, mentoring, & capacity builgli training, peer to peer, adult learning,

& decentralization, decision space, working envinemt, satisfaction.

The following sites were searched (a short presientaf each site is provided, often by

synthesizing the information available on the saites):

PubMed: http://www.ncbi.nim.nih.gov/pubmed/

PubMed is a free database that comprises more2@anillion citations for literature

from MEDLINE, life science journals, and online lkso The United States National
Library of Medicine (NLM) at the National Institigeof Health (NIH) maintains

PubMed as part of the Entrez information retriessdtem. Although the main focus is
on biomedical topics, it contains a wealth of @itas on public health and health
systems.

The Lancet; http://www.thelancet.com/

The Lancet is a weekly peer-reviewed general mégboanal. With an impact factor of
30.8, it is one of the world's best known and nrespected general medical journals.
Many articles deal with health systems, human nessu for health and health
management issues.

http://scholar.google.com

Google Scholar provides a simple way to broadlyde#or scholarly literature such as

articles, theses, books, abstracts and court apnidrom academic publishers,

professional societies, online repositories, ursiiEs and other web sites. It presents
documents in rank order based on the full text athedocument, where it was

published, who wrote it, and how often and how n#lgeit has been cited in other

scholarly literature. It is often a good startingjm to identify more specialized sources
of information in the internet.

http://www.cochrane.org/

The Cochrane Collaboration is an international woetwof individuals who assist

healthcare providers and policy makers to make-iw@kmed decisions about human
health care by preparing and updating rigoroushydcated literature reviews known as
Cochrane Reviews. To date, over 4,000 reviews lan published online in The

Cochrane Library.



http://heapol.oxfordjournals.org/

Health Policy and Planning is an Oxford Journallighied bimonthly with an impact
factor of 2.5. Its articles encompass differentcsgdées as epidemiology, health and
development economics, management and social polggnning and social
anthropology and other issues in global healthirits to reach policy and public health
researchers and practitioners, to provide them eanidence and ideas to improve the
design, implementation and evaluation of healthicped in low- and middle-income
countries.

http://www.who.int/workforcealliance/en/

The Alliance Knowledge Centre is part of the Glolgalth Workforce Alliance
website and collects documents, relevant newsnsiigearticles and fact sheets on
human resources for health. The Alliance was ereat 2006 as a common platform
for action to address the health manpower crisise (of the most fundamental
constraints to achieving progress on health anchieg health and development goals).
The Alliance is a partnership of national governtagrtivil society, international
agencies, finance institutions, researchers, edixatnd professional associations
dedicated to identifying, implementing and advaugfior solutions.

http://www.who.int/topics/management/en/

WHO has a highly developed website on health manageand serves as a repository
for the main publications and tools produced onlthesystems strengthening, with
special emphasis on providing direction to, anchigai commitment from, partners and
staff; facilitating change; and achieving betteraltte services through efficient
deployment of people and other resources.

http://www.healthsystems2020.org/

Health Systems 20/20 is funded by the U.S. Agemmyliiternational Development

(USAID). It is a five-year (2006-2011) cooperatiagreement that offers assistance to
USAID-supported countries to strengthen healthesystthrough integrated approaches
to improve financing, governance, operations, anttling capacity of local institutions.

The project acts through global leadership, tedin&ssistance, brokering and grant
making, research, professional networking, andrinfdion dissemination. The website
of the project contains the documents related totred projects and the research

implemented to date.
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» http://econ.worldbank.org

This website features the research outputs of #neldpment Research Group and the
World Development Report Unit (both a part of theoMd Bank's Development
Economics Vice Presidency located in WashingtonC.D. The objective of these
outputs is to provide the development community Badk staff with the analytical
tools and research data necessary to generate effentive development policy. The
site contains a wealth of document on health syst&nengthening.

» http://www.hrhresourcecenter.org/

The HRH Global Resource Center is a knowledge nmamagt service of CapacityPlus,
a USAID-funded project led by IntraHealth Interoatal. The HRH Global Resource
Center is a global library of human resources fealth (HRH) resources focused on
developing countries. This site contains many vpedisented and properly indexed
articles and is a highly useful resource for evaderon HRH and health systems

strengthening.

Browsing key internet sites.

The following sites were browsed using the menus twe map of the sites, to identify
sources of knowledge in various formats (html, mgift, doc). This was done in some cases
by using internal search engines at some of thétutienal websites. Although many
suffered from poor indexing of articles, it wassome cases possible to identify relevant

information that would be otherwise missed withaalitional search.
The following sites were systematically browsed:

e http://www.prime2.org/sst/index.html

Webpage on “Stages, Steps and Tools for Performiamgevement” on the site of the
PRIME Il Project. The Project, which was funded B$AID and implemented by
IntraHealth International was a partnership invadviglobal health care organizations
dedicated to improving the quality and accessjbdit family planning and reproductive
health care services throughout the world. Its $oamas on strengthening the
performance of primary care providers to improvevises in their communities. To
accomplish its goals, PRIME Il applied innovativeaining and learning and
performance improvement approaches in collaboraiiith host-country colleagues to

support national reproductive health goals andripies.
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http://www.who.int/management/en/

A WHO site targeting health managers in resourca-pgettings who must make
decisions on how best to use staff, budgets, dangsother resources. The site aims to
strengthen management capacity by providing coscaptidance and tools to help
make best use of resources or solve problems teittio working with staff, budgeting
and monitoring expenditure, collecting and usinigrimation, obtaining and managing
drugs and equipment, maintaining equipment, vesialed buildings, interacting with
the community and other partners. It is also ag@fac managers and experts to share
materials such as policies, procedures, standargisidelines, reports on some aspect of
management implemented or changed in a countryjiakslto useful websites related

to management and health systems.

http://www.ghwa.org/

Global Health Workforce Alliance: see descriptignyaded in the list of searched sites.

http://www.who.int/management/links/websites/enérdhtml

This is another WHO site with a list of links tdet institutions’ sites on health systems
management. It gathers documents on the followomics: management for health
services delivery, general management, partnersimgeagement, sub-national and
district management, facility management, progranmma@agement, community health
services, resource management, quality manageowmimitry experiences.

http://erc.msh.org/mainpage.cfm?file=2.8.0.htm&mledhir&lanquage=English

Management Sciences for Health (MSH) is a nonpiofrnational health organization

composed of more than 2,000 people from 73 natitiesmission is to improve the

health of the world’s poorest and most vulneratdepgbe by closing the gap between
knowledge and action in public health and by he&pmanagers and leaders in
developing countries create stronger managemetdragsthat improve health services
for the greatest health impact. In their websitrehs a collection of tools and evidence
for improving health systems management.

http://www.hciproject.org/node/451

The USAID Health Care Improvement Project (HCIxiBve-year task project designed
to support countries in improving the quality amadpact of health services by using
approaches such as continuous quality improvemeallaborative improvement,

accreditation, and pay for performance. HCI's techinpublications describe country
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experiences, methods and tools, and findings fresearch and evaluation studies
supported by the project.

* http://www.hrhresourcecenter.org/taxonomy/term/50

The HRH Global Resource Center: see descriptiovighed in the list of searched sites.

Organization of the findings

All relevant documents found through the literatuexiew were indexed and grouped
according to the following themes: frameworks onaltte management and system
strengthening, evaluation and improvement of peréorce in  health districts,
characteristics of enabling working environment, tikadion and incentive systems,
innovations in capacity building for health managain The reference and a synthesis of

the relevant information for the key documents slaared with experts in UNCIEF.

The relevant bibliography cited through the thesid listed at the end of it does not include
articles found in reviews and institutional docunsereven when such articles have been
analyzed. This has been done to offer the readér wery significant and relevant

documents worth consulting, that already providkegree of synthesis of the evidence on a

given topic.

3.2 UNICEF experts workgroup

A group of nine health professionals working in tHealth Section, of the Programme
Division of UNICEF Headquarters in New York was wened by the chief of the section
and assigned with the task of analyzing the resflthe literature review conducted on
DHMP. Each group member was chosen due to hiséhevant experience working in low
income countries implementing projects in healtstrdits. The group provided a realistic
perspective and a deeper understanding of the ded@rminants of DHMP and contributed

to give shape to the theoretical framework.

Over a one month period, two meetings were heldreviige evidence from the literature
review was discussed extensively and a framework d@aft and agreed upon. This
framework captured the role of HDM within the hbadtystem in each of the six “building

blocks” or functions identified by the WHO (leadeirs and governance, health-financing,
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health care workforce, high-quality health servjceguitable access to essential medical
products, vaccines and technologies and well-fonatg health information system), and

was used to organize the main determinants of DHMP.

The advisors were then organized in three smalbeking groups. Each working group met
three times over a period of four months and cdroet a deeper analysis of the available
evidence and produced a synthesis of the detertsinehDHMP grouped as follows:
determinants linked to motivation and incentivestedminants relative to necessary skills
and capacity building, determinants from the wogkianvironment and the kind of
decentralization.

The main results from the working groups were cbdated in a single document and then

shared with experts from other organizations.

3.3 Interviews to experts from other organizatios

To obtain a more comprehensive perspective on Di#hgthening, some experts from
different organizations were contacted. A meetingsviheld with one person from each
organization and each was asked to share with tnking groups the approach that her/his

institution had taken to analyze and improve DHMP.

At the beginning of each meeting the theoreticalmiework produced by the UNICEF
experts group was presented. During the meetireglbfeck was solicited on the framework,
on possible tools for situation analysis and ordi¥e strategies to improve DHMP. The
notes from the interviews were then discussed ambrporated into the documents
produced on the determinants of DHMP by UNICEF waglgroup.

The following are the organizations that were coted and that offered their collaboration:

» The World Bank (WB), in the person of dDr. PetariBan, lead health economist at
the Human Development Network, Health Nutrition &wapulation, head of the Health
Systems Global Expert Team (HS GET). This teanpaaisof a corporate commitment
to meet the challenge of strengthening health systdrings together health systems
experts from across the Bank to offer just-in-tieehnical advice to Ministries of Heath

and project teams on issues such as health ingupoicy and implementation, health
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financing reforms, pharmaceutical policy, and hesgtitem organization. It also perform

operational research on health systems relatedstopi

 Management Sciences for Health (MSH), with both Gesnter for Health Services
(CHS) and its Center for Leadership and Managen@@hM), in the person of dr.
Diana R. Silimperi, Vice President of the CHS atiASThe CHS works with ministries
of health, local governments, the private sectod mongovernmental and civil society
organizations to develop systems and build managencapacity. It addresses
geographic and financial barriers to care usingovative approaches such as
community financing, community case management|igyivate collaborations, and
performance-based contracting for services. Th& Gerves as the hub for MSH’s
activities and expertise in the areas of leaderstgwelopment, human capacity
development, health financing and financial managgrhealth systems strengthening,
and health information systems. It aims to imprdive effectiveness, efficiency, and
sustainability of health services, by working wittanagers at all levels to strengthen
management systems including planning, human resounanagement, financial
management, and information systems.

* The Institute for Healthcare Improvement (IHI), time person of Dr. Pierre Barker,
Senior Vice President of IHI, responsible for A&riand Asia. IHI is a US based non-
for-profit organization with 20 years of workingpetience, of which the last 10 in low
and middle-income countries such as Ghana, Ind&daM and South Africa. IHI has a
complement of more than 120 staff, of which a dieaeam works on monitoring,
evaluation and research. They consolidated oves immethodology on collaborative
learning for quality improvement which has beenliggpat regional and health facility
level. Other strong points in their experiencelude capacity development through
training (using traditional individual courses f@gional managers, and problem-based
coursed for groups of district managers) and méargorof managers, ongoing

evaluations and operational research.

The suggestions and feedback from these extermmresxwas incorporated in the main
document presenting the theoretical framework,sih@ation analysis tools and the list of

possible interventions, which constitute the cdrthe results session of this document.
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4. Results

4.1 A new framework on DHMP

4.1.1 Conceptual frameworks and operational frameork

Before describing the framework for DHMP, some kencepts and operational definitions
that were agreed upon in the working group aregoesli here. They are part of the results
achieved, because some definition and conceptaeae while others are taken from the
literature but used here in a new way to make thesne meaningful when studying the

district level of health systems.

Operational definition of health district

Health district is a term commonly used to desctite local organization of the health
system, which can differ greatly across countii¢salth districts vary widely in population

size and can be managed by a few professionalg loigtand articulated organizations.

In this document | use “health district” to idegtithe smallest territorial organization of the
health system providing services to a populatibmough a network of health facilities
(generally a district hospital and some smallarictl), and with a directorate or other local
authority that plans and supervises its activitiés.some countries this organization is
actually called a “district,” in others it correspts to a sub-district level of the health

system, and will have different names.
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Operational definitions of a district health manag®d management team

| adopted the operational definition of districalth manager provided by WHO: “a health

manager is someone who spends a substantial pipofthis/her time managing:

. volume and coverage of services (planning, impletation and evaluation);
. resources (e.g. staff, budgets, drugs, equiprbeiitings, information);
. external relations and partners, including servisers’

Often, in big districts where there is availabilay skilled personnel, these functions are
carried out by a team of professionals under tepamrsibility of a director. | refer to such a

group as the District Health Management Team (DHMT)

Health systems functions, or building blocks

As identified by the World Health Organization (WHQ health system has six core
functions or “building blocks.” If all six componenperform effectively and deliver their
intended results, the health system — which induble health care organization or program

— is strong.

The WHO's six building blocks are:

“1. leadership and governancgstewardship): leadership and governance procedamed
practices — including planning — that engender camant and accountability;

2. health workforce: human resource policies and procedures that peodwsupported and
motivated workforce;

3. information : health information and associated monitoring enaluation practices that
facilitate effective problem solving, informed d&ioin-making, and the formulation of
policy based on evidence;

4. medical products, vaccines, and technologiemmanagement of medicines and medical
supplies so that the right products are deliverethé right quantities, at the right time,
and in the right place — and then used appropyiatel

5. financing: financial management, which is concerned withoaoting and budgeting,
along with the related reporting and analysis take it possible to ensure that the

organization’s resources are used in the servides ahission, for maximum impact, in
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compliance with laws and donor requirements, andcitordance with ethical standards
and sound operational practices;
6. service delivery health service delivery that is supported by tyatmanagement

processes and that addresses the basic healthofadgopulations to be servelf.”

Building blocks and their functions need to be ieménted at every level of the health
system, and most importantly at the district levagiere the DHMT is responsible for their

achievement.

In the present document | consider leadership awdrgance to be the main function of the
DHMT: the team manages the other building blocksaltn workforce, information,
procurement and supply and financing) in orderefivdr health services to the population.

The following figure illustrates the relationshipttveen the blocks.

Leadership and Governance (Steward:

Health Workforc:

=
Financing |:>
=
=

Service Deliver

Medical Products
Vaccines and Technology

Informatior

Figure 1. WHO building blocks reinterpreted for DHM

Framework on DHM

WHO has produced an articulated conceptual framieworstrengthen management in
health systems, which has been used to carry dugatsin analyses in different
countries®>?° A synthesis of the related WHO literature canfdiend in the Annex. The

following figure presents the framework in its gealéerms:
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Figure 2. WHO framework for Health SystStrengthening

To create the framework for DHMP, the WHramework was applied to health distric

with some adjustments:

“Ensuring an adequate number of managers” is (not feasible irhealth districts an
a problemof concern at thenational level. It is also out of the realm of UNHE
activities to influece substantially the provision of health distncanagers. Hencl
consider it a preequisite known to be necessary, not addressedtigiren this

document.

“Functional support systems” coincide with sometloé building blocks of a heal
system that tonsider instrumental to the provision of healttviees (health workforce

information, procurement and supply and financ

Acquiring “appropriate competencies” and an “enaiplvorking environment” are ke
determinants of district health manager performance, together with “motivation a

incentives”,and are therefore included in the framev.

In particular, for an “enabling working environméittis necessanfor the DHMT to
have the authority to manage the functions for Whg given respoiibility. Hence |
will focus on the decision space available to DHMa@iseach function and the level

decentralization in which they oper:



Framework on DHMP

Based on what has be@eascribed so far, the followinnew framework was created

descrile the determinants of DHMP and to identify possitlategies to improve This

framework is the first important result of this easch and constitutes a meaning

contribution the development of a comprehensiveewtdnding of how to improve tl

maragement of health systems at local level in dewetppountries

™
i

Pianning Financial management information/monitoring
Human resources management Management of stocks and assets
i k
L

Delivery of health services

~

Health Qutputs / Outcomes

Measurment of DHIM

arors)

performance (indi

Figure 3. Framework for DHM

The contents of this framework are explained in following three sectior, each one

describing in detail ongroup of determinants of DHM




4.1.2 Determinants linked to working environmentand decentralization

The working environment is one of the main deteanis of good performance of managers
and management teams working in health districts amimportant aspect of this is how
much responsibility, authority and power is givertie DHMTSs. This reflects the degree of
decentralization of the functions of the healthteysto the local level, so that districts can
then set their own priorities, objectives and sgas, can implement them by allocating the

available resources; and can monitor and stegsrthasion of services.

The amount of space given to the DHMTs to make raartwus decisions and the way in
which the central government supports these dewstetermine to a great extent how
DHMTs will perform??

Decentralization of the health system and of itcfions

Based on a review of the literature, key conceptsuadecentralization were defined, and
different theories were synthesized to develop perational framework to identify and

improve determinants of DHMP.

“Decentralization deals with the allocation betweenter and periphery of power, authority
and responsibility for political, economic, fiscahd administrative system$”A given
country usually decides to decentralize the govereaof its health system to reach a
combination of the following goals, according te ttonstraints and needs perceived:
« improve effectiveness of service delivery, by adapto local conditions
* increase quality of services offered to the popuortat
« improve financial soundne¥s
* increase cost-consciousness
» improve efficiency of resources utilization, by @amporating local preferences
* increase workers motivation, with local supervisionvolvement of users and
performance assessment
* improve accountability, transparency and legitimaityough local administrative
systems

* increase beneficiaries and stakeholders participati
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* improve equity of service delivery, by addressiocgl needs

« increase the role of the private settor

Decentralization is a complex process, heavilyierficed by the national and local contexts,
which can result in very different institutionafisttures. Each country defines the level and
type of decentralization in a unique way. The fwilog are three possible scenarfds:
» Deconcentration: power of making choices and impleting them is given from a
central office to field offices, within the sameeagy.
» Delegation: power of making choices and implementhrem is given from a central
agency to field organizations under its control.
» Devolution: power of making choices and implememptinem is given from central to

local government, with transmission of formal powad functions.

In reality, a complex mix of central control andcéa management often exists which

combines centralized and decentralized componentdiministration.

DHMTSs in different decentralized settings

Depending on the context and level of decentraimathe structure and composition of the
local DHMT can be very different. Each organizasibtay out reflects different contexts

and will have different needs to be functional. Ploditical context is very relevant.
Different configurations for the composition of tbéIMT include:

* In a “deconcentration” setting: there can be adf@tiministration (within the national
ministry, with frontline health workers forming aextension of the formal health
organization), or health teams (horizontal linkéwsen separate divisions within the
ministry of health —MoH-), or interdepartmental awoitiees (interdepartmental and
intersectoral coordination).

* In a “delegation” setting: we can find executiveeagies (executive and political bodies,
combinations of local representatives and healtticials with managerial
responsibility), or management boards (represemtmtirom client groups who form
managing bodies for local health institutions).

* In a “devolution” setting: there can be a multijpose council (elected members,

involvement of local and traditional leaders), argte-purpose council (composed of
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representatives of the people, but with one sifigietion), or an hybrid council (mixing

types of recruitment — local representatives anggunent officials}®

When performing a situation analysis to identifye ticonstraints that are hindering
performance of management at the district levés, iinportant to recognize the institutional
setting and the nature of the DHMT. Possible sohgiwill then be identified and tailored

to the local setting and neets.

Using decision space approach to identify issuéis thie determinants of DHMP

Describing the level of decentralization of the Itieaystem in a given country is the first
step to identify the root causes of the shortcosiimgmanagement of health districts. The
decision space approach provides a quick and eféeahalysis of the situation in order to
identify possible solutions. This approach builde other approaches to analyze
decentralization which are sometimes used by pertrend development agencies.
Therefore, it is useful to be familiar with themhé main approaches, as described by T.

Bossert*, are:

» Public administration approachprovides an institutional framework that focuses
types of institutional arrangements. It is useful @lescribing transfers of authority to
different types of institutions (devolution, deléiga and privatization). It is particularly
important to analyze the capacity of the institnsioreceiving the new powers and
authority to take on the tasks assigned.

» Local fiscal decision approachis especially useful in focusing attention on the
accountability of local officials to local populatis (voters/tax payers). Since it uses
assumptions of public choice models, it also prepos clear set of objectives and/or
motivations for generating hypotheses about choiaegshis level. However, the
importance of intergovernmental transfers compaeetbcal funding sources and the
restrictions on their use by central governmenisit Iflexibility and accountability at
the local levels, undermining the utility of thismoach as a general framework.

» Social capital approachsuggests that some characteristics of the lamahtunity may
facilitate the capacity of local governments tofpen better and to achieve objectives
such as those of health reform. It is a relativegservative vision, however, that does

not have clear policy implications.
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* Principal-agent approachis likely to be the most effective overall appmbato
decentralization and one to which other approachay offer supplementary concepts
and hypotheses. The principal-agent framework feswar attention on the relationship
between the center and the periphery and can gengoéicy recommendations about
how the center can shape decisions made at thehpeyiso that they are more likely to
achieve the objectives of national health reforltssmajor weakness is that it does not
have a clear means of defining the range of chtiaesferred to the districts by
decentralization.

The decision space approach elaborates on theigainagent approach, to capture and
describe the widening range of discretion or cha@tlewed to agents in the process of
decentralization, which differentiates decentralizprincipal agent relationships from

centralized relationships.

“Decision space” can be defined as the range actife choice that is allowed by the
central authorities (the principal) to be utilizeg local authorities (the agents). Such space
for choice is formally defined by law and regulato but there can be lack of enforcement,
so it is important to identify whether legal andyukatory rules have been respected or
whether the actual range of choice is diffefénn fact, both the formally delegated powers
and authority and the lack of enforcement of somthe central level powers can enable

decentralized level authorities to bend the rules.

The range of discretion allowed on each of the tional areas might differ in different
contexts. It is important to note that local auities do not necessarily take advantage of
the delegated new powers even when a wider decispace has been provided. Their

choice could range from opting for change and iiown to continuing business as ustfal.

DHMTSs act as agents of the central and regional]eand their ability to make autonomous
choices when it comes to managing the support ilemgf the health system in the district
is key to their success. As agents, DHMTs do neel@ways the same goals as the central
level, and a process of negotiation might be nesgst/nfortunately, often managers at the
regional and central level lack the skills to lesuth processes (known in literature as
stewardship). The main objectives of agents uswby “to maximize control, to search for
professional approbation, to ensure the achievewofespecific institutional mission, and to
look after their organizational survival. But thaiso interact with local principals, often

outside the health system, such as mayors, goenegislators®*
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Decision space can be usefully displayed as a rtepe] of functions and degrees of
choice. Such maps are simple to use, and consttygewerful tool to identify what the
systemic constraints of DHMTs are, to present theearly to the counterparts and to

advocate for their removat.

The table below is an original contribution to d#sag decentralization at district level,
and summarizes the main functional areas for whianfious degrees of choices could be
allowed. The decisions made in each of these fonatiareas are likely to impact the
system’s performance, as well as its ability toieweh the objectives of equity, efficiency,
quality and financial soundne&s.The relevant functions of DHM and the possible
decentralization level of each of them are showlovbgsometimes different choices are

equally valid, depending from the level of decelizedion of the entire health systefd).

: Optimal decision
Function
space at local level
g
Name Description (if necessary) > S <
9] =
3 = T
Implementation:
Human Resources
Management
Quantifying needs anc | global policies & regulations; settit
planning ceilings & approving needs;
> ; = >
determining needs & selecting
personnel
* Hiring/firing Civil servants vs. term contracts - >
* Deploying To the regional/provincial level, to tl
&~ 2
local level and to the facilities
* Defining salaries,
allowances and &~ 2
incentives
* Allocating allowances | Monitoring system, reward syst - >
and incentives
Financing
* Resource collection | (Fiscal decentralization) - pooling
. . &~ 2
Collection through taxation
* Resource allocation | (Objective setting)
Define how much money to the
. . e = >
regions/provinces and districts; and tg
the providers
» Accountancy and Audits, monitoring, supervisiol
- 0 - 2
accountability publication of budgets
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Procurement and
Supply Management

Includes both drugs, consumables
equipment, for clinical care and
laboratory activities

» Quantification:

Based on historical consumption or

forecasting needs and| projected needs (using incidence of & >
budgeting disease, and/or guidelines)
* Procurement (economyBetter prices, better quality control a
of scale) less corruption if managed at the centradq— >
level
* Licensing, registration| High technical skills, needed only at “ >
testing central level
» Storage and For medical equipment, drug - >
distribution consumables
» Monitoring Of consumable anc drugs.
: ) : : >
consumption and use | Maintenance of equipment and vehicles.
HMIS (health
management
information systems)
» Definition of needed | Disease: services and health outcon P N
data & information to be described
» Data collection What, when, how, where, by whi - 2
* Data analysis and Define: where and by whom
generation of - >
information
+ Dissemination and use Knowledge management strategy P N
of information
Governance:
Accountability
* To the upper level Province, region, MoH. - >
* To the local level Within the districts, with communit
(community, health empowerment. & >
workers, authorities)
* Publication of data Transpaency, on local medi = >
* Arbitration, If not mediated by higher leve
registration of - >
complaints
Service organization
« Situation analysis Epidemiological analysis; equi e N
analysis; providers analysis
* Priority and standards| Target setting; input from the e >
setting community
* Objectives settings Key function, often delegated by central
authority in a partial way and without | ¢€————-————- >
clear guidelines.
* Interaction with privatg NGO and for profit organizations e N

sector
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Monitoring and
Evaluation

* Supervision of lower | Health facilities and personnel in t
levels district (incentives and sanctions)

* Ensure availability of
instruments and tools e >
necessary

» Capacity building Within the DHMTSs 2 — >

» Monitoring processes 2 — >

* Evaluation of As part of the budgeting cycle
attainment of e >
objectives

4.1.3 Determinants linked to motivation and incetives systems

One of the main determinants of performance infanyan activity is motivation. This is
true also for health district management teamseritices can be put in place to increase
motivation and address issues that affect motinatiegatively. It is usually more effective
to set up an incentive system comprised of variougtivational factors, which, in
combination produce a stronger and lasting motivatiather than individual incentives.
Some incentives are more effective in retaining Ithe@rofessionals rather than in
motivating them. Performance based incentives aveersuited to motivate for improved
performance than other incentive-based stratebigtisthey are more difficult to set up and
maintain as they involve building up capacitiesrinnitoring and supervisory skills at the

central and regional levef8.

Most evidence available on motivation and incerstire low and middle income countries
refers to health professionals providing servicelaicians; while evidence on effective
incentives for managers is limited largely to reskafrom high income countries. The
evidence presented here is useful to provide samdagce to incentivize health managers

in low and middle income countries.

The following original figure presents the main tas that contribute to motivation of
health workers, the three dimensions of motivataord how it affects job retention,
alignment of individual goals with the organizagomoals, and the achievement of such

goals.
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Figure 4. Determinants and effects of motive

Motivation

An operational definition fomotivation can be: the tendency to initiate andtain effort
towards a godl® Motivation in itself is difficult to measure and provide, nevertheless
one of the main determinants of performance forjahy An organization or individual ce
only create the enabling conditions within which intémmativation can flourish. There a

three main dimensions that drive workers’ motiva:>°

» The perceived importance of one’s work/ta‘“valance?: this can be increased
communicating what is known out the impact of the work and how clients, pase
the community or society -large will benefit.

* The perceived chances for succe‘self-efficacy”): this can be enhanced by point
out where the worker has been successful at sirtakks or show ow people like

her/him have been successful at the task in queshioproved motivation depen



heavily on the persuasiveness of the argumenttheoworker’s history with similar

efforts at persuasion in the past.

The expectation for personal reward (called “exmecy”): this is by far the easiest to
impact through a combination of tangible rewardorfay, prizes, increased benefits
such as time off and additional training) and igible rewards (formal recognition

systems and praise from supervisors, peers anmislie

Valence and self-efficacy can be improved througisitpre supervision while a good

incentive system can address expectancy. The catninof the two approaches has been

shown to improve and sustain performafice.

The major motivational strategies found in theréitare and often used to create incentive

packages and to structure the contents of supenvegin be grouped as follows:

Financial incentives (in terms of salary or allowas) and fringe benefits (e.g. housing
and transport allowances), are effective but thegdnto be combined with non financial
incentives®

Career development (as the possibility to furtipercialize or be promoted)

Continuing education and further qualificatiork¢lithe opportunity to attend classes and
seminars}

Personal recognition or appreciation (either froanagers, colleagues of the community
or recognition schemes)

Adequate resources (refers to equipment and seppliperform the job) and appropriate
infrastructure (the physical condition of the faigk)®

Professional environment (positive working relasbip with superiors and peers;
supervision schemes; participation mechanisms;a-otganizational communication
processesy

Others: job security, personal safety, social fiacfsuch as effect on family liféj.

While some motivational factors are context anducel specific, financial incentives, career

development and management issues are core fétadrsan play an important role in most

countries. Further, financial incentives are notwggh to motivate health workers.

Recognition is highly influential in health workerotivation and adequate resources and

appropriate infrastructure can improve their mafale
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When trying to improve the motivation of health tdig management teams, theories
developed in western countries need be assesseddapded to the local culture before

using in a developing conte.

Finally, it is also important to take into accowpicific motivational factors that are often
ignored when looking at how to improve motivationdaperformance. These include
professional ethics, social expectations, inforraejanizational culture, and alternative

sources of income.

In turn, the main effect of motivation towards memance is two-fold: first, the

establishment of congruence between personal goalshe goals of the organization (goal
setting); second, the increased extent of indiMidesources that are mobilized to
accomplish the adopted goals (goal achievemengrefbre motivation enables staff to buy

in the objectives of the organization, and to cotrimtheir fulfilment®?

Incentives and incentive systems

According to available evidence, incentive schenaes the most reliable means of
improving motivatior’ WHO defines incentive as “all the rewards and shmients that
providers face as a consequence of the organizaiiomhich they work, the institutions

under which they operate and the specific inteivestthey provide®

Incentives are generally designed to accomplish fdtlewing purposes: to encourage
providers to furnish specific services; to encoeragst containment; to support staff
recruitment and retention; to enhance the prodigtand quality of services; and to allow

for effective management (the last two are of patdr interest for DHMPJ?

Incentives can be categorized to reflect the facaffecting the personal motivation of

health workers:

* Individual level: individual needs; self-conceptxpectations of outcomes or
consequences of work activiti&s.

» Organizational context: salary; benefits; clearficeint systems; HR management
systems; feedback about performance; organizatmalre®

« Social and cultural context: community expectatiand feedbaci®®
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» Health sector reform: communication and leaderstgmgruence with personal values

of workers™®

The vast majority of incentives aim to retain hiegitersonnel in the public sector, in
underserved areas, or in poor countries. Some dimatprimarily to improve workers’

performance are the most relevant for DHMP.

The following table presents a summary of the nomshmon lists and classifications of

incentives available in literature (performanceading incentives are underlined).

In each context a proper incentive system shoulguten place, combining incentives of
different nature so as to make them effective aadrred. The most successful incentive
packages are those that are tailored to the pkmtiazontext in which they will be
implemented. For that reason, there is no ‘incestiemplate’ that can be easily applied to
a given situatiori®
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Individual incentives

Financial Non-financial

Terms and conditions of| Positive working environment  Support for career and
employment » Enforced protection of professional development
» Salary/wage pregnant women against » Coaching and mentoring
» Pension discrimination structures

* Insurance (health,
life...)

* Allowances (e.g.
housing, clothing, child
care, transportation)

 Paid leave

Performance payments

» Achievement of
performance targets

 Length of service

» Performance-related
bonuses

Other financial support

 Allowances (hardship,

rural location...)

Fellowships

* Loans

Tuition reimbursement

Subsidized meals

» Travel and transport

* Housing allowances

» Equal opportunity policy

* Functional and professional
autonomy

» Parental leave

 Potential for dual practice

» Improved working and living
conditions

» Safe and clear workplaces

» Technical support and
feedback systems

* Clarity of roles and
responsibilities

« Sufficient resources

» Continuing education,
training and professional
development

» Sabbatical and study lea

» Job descriptions, criteria
for promotion and career
progression

» Transparent reward

systems
Access to services such asg

* Occupational health
» Recreational facilities
» Housing

« Supportive management and * Transport

peer structured
» Manageable workload
« Effective employees
representation and
communication
Flexibility in employment
arrangements
* Flexibility in working hours
and job sharing
* Planned career breaks
» Granting unpaid leave

» Child care and schools

Intrinsic rewards

» Recognition of work,
valued by the organizatio

» Respect of colleagues an
community

* Membership of team,

belonging

e

>

Organizational incentives

Environmental incentives

Internal

* Autonomy

» Accountability
» Market exposure

 Financial responsibility

External

¢ Governance

* Public finance policy

* Reqgulatory mechanisms

* Amenities

* Transportation

* Job for spouse

» School for children

Incentives have been collected from the followiogudnents
(see bibliography): 28, 30, 31, 32, 33, 34, 35, 36

Performance based incentives

Some incentives are conditional to the achieveroéatset level of performance. Their use

requires good regulatory frameworks (with the idfemattion of indicators of performance
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that can be easily measured over time) and skiledagerial resources (above all at the

central level, where the indicators will be mongéiiand feedback will be provided).

Incentive packages should link payment with indiNbor group performance and should
be paralleled by supportive organizational chanidethe desired behaviour is to be

achieved”

Supervision

It is virtually impossible to enforce an incentivegstem based on performance without
proper supervision. Positive supervision is themtaol to provide support to the DHMTS,
to assess their performance (positive and negadive)to identify their needs. Each time a

shortcoming is registered a solution should be sbhg the DHMT with the supervisor.

To provide positive supervision, it is important éasure that the supervisors (from the
central and regional levels) have the approprididiss tools and transportation. The
determinants of a supervisor's performance shoutl understood and strategies
implemented to support supervisors and improver tiperformance. Strengthening of
supervisors can quickly improve performance of mlarlger numbers of frontline health
workers. This is especially true in decentralizedlth systems. The main challenges for
supervisors are improving the quality of supervisimcreasing the time spent with health

managers, and measuring the cost-effectiveifess.

Health workers are motivated to perform well whigmough supervision, their organization

and managers:

» provide a clear sense of vision and mission;

* make staff feel recognized and valued whatever {bbj

» listen to staff and increase their participatior@tisions;

* encourage teamwork, mentoring and coaching;

* encourage innovation and appropriate independence;

» create a culture of benchmarking and comparison;

» give feedback on, and reward, good performancesn @wth token benefits; and

« use available sanctions for poor performance insvhgt are fair and consistéft.
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Job satisfaction, professional ethos and accoufitgbi

The following consideration clarifies why job sé#distion, professional ethos and
accountability are not included in this analysisspite the fact that they are often cited in
the literature on motivation of health workers.

Incentives and supervision are the two main stiasettpat have been shown in the literature
to be effective in improving performance throughtivetion. In contrast, job satisfaction
was not addressed since there is a substantiatetife between motivation to perform well
and job satisfaction: while motivation has a majole in improving performance, job
satisfaction has a positive effect on retentiort, the correlation between job satisfaction

and performance is inconsistént.

Professional ethos plays a big role ensuring ctergisand lasting good performance.
Although adequate human resource management t@wisuphold and strengthen the
professional ethos of doctors and nurses, a magt m the building of a strong
professional ethos is played by the teaching aathitg institutions during the initial
training of health professionaidTherefore, it is not a focus of improving performe at
DHM level, nor in this analysis.

Finally accountability is a key function presentedthe chapter on decentralization and

working environment, and is therefore not inclutiede.
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4.1.4 Determinants linked to necessary skills anchpacity building

To manage a health district and perform well infafictions of the health system, it is

necessary to have a wide set of skills. Such s&ills be grouped in four key areas: clinical
skills, public health skills, management skills alehdership. Academic training and

professional experiences equip DHMTs well to mbetdesired levels of clinical and public

health skills in most countries. Much attentiorp&d to these two areas during on-the-job
training as well. Less focus is given to developimg management and leadership skills of
the DHMT®

This is why capacity building of both individualsdx institutions is one of the main
determinants of good performance of managers anthgesment teams working in health

districts®®

Capacity building for DHMTs

Capacity building can be defined as: a processitijatoves the ability of a person, group,
organization, or system to meet its objectives smgerform bette® It aims to instill
commitment and improve fundamental management auhnical skills within an

organization, thereby making the institution mdifeaive and sustainable.

Often capacity building is identified with furthgmining although a broader approach may
be more effective in achieving a steady improveniertapacity. The following strategies
can be put in place simultaneously, according tedegto create synergy and develop
capacity:

 skill building: human resources development bynirag trainers, increasing managerial
and IT capacity at central and local level;

» technical assistance: in the development of hgatijrams and leveraging of funds;

» fostering linkages: with local institutions, to ate synergy of activities on priority
issues;

» tools development: adaptation of technical and manal tools for training,
management of HR, financial and other systemsptisgidence based practices;

» partnerships: based on the goal of implementingvides and delivering expected

results®®
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Within such a broad approach, training availalééf $¢ still often needed. Many courses for
health management are available for free over tternet or through partnerships with
international development agenc?és?[here are courses targeting district health mamsage
some designed for an initial training with basidlskothers more specific and technical on
particular areas of activity such as human resesunsanagement, programs management,
and financial managemefft. The issue is then not what to teach, but hotwain DHMTs

to provide them with the necessary skills to ticeintext, in an effective and lasting wiy.

Content and approaches to build capacity of DHMTs

Capacity building of DHMTs addresses the lack afhtécal knowledge and skills in
management and leadership and builds a supporgWeork that is crucial for making

improvement$?*®

It is important then to understand what the maitissknd competences are that should be
the object of capacity building for DHMTs. The foling table collects the areas of
knowledge in capacity building that have been dozoted in the literature to have a

positive impact on health systems strengtheningpaodess related outcom¥s.

« Leadership development « Management of budgéfs
+ Planning and coordination «  Teamwork®#
» Strategic thinking, priority setting, * Supervision
problem solvingd®* « Ethical behavioral manageméht
 Delegating and sharing responsibilities « Manage public-private partnersfip
* Change management * Problem solving and participatory
» Conflict management strategy for planning and
» Skills in information presentation and implementatiof?®
disseminatioff « Fostering community participatiéh
* Marketing and fund raisir‘?@ » Knowledge of socioeconomic, cultural
 Business plan developméht and political aspects of health and
e IT capacity / using computers and poverty?
information systen{s « Capacity to analyze and interpret ‘what
« Management of human resourées is really going on’ in one’s aréa
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Many different approaches to capacity building hdeen experimented in different
countries with different results, both at individlaad institutional level. The following is a
list of the approaches that have shown some effatiss in terms of retention and use of

the content and skills taught:

« Online course¥ distance learning cour$és

« Regional training programmes (i.e.: AWARE)

« On the job management and supervision trafffing
« Study tours (north-south, or south-sodfth)

* Mentoring

« Apprenticeshif’

« Twining for upgrading analytical skifi%

» Technical meetings

* Producing and disseminating targeted print andmeic materials.

Each approach can use appropriate aids/media, asidbchnical publications, websites,
program briefs, toolkits, e-newsletters, interagtiveb-based CD ROME.

Overall, the most effective approaches to provedmnical and managerial skills to DHMTs
are: using a peer to peer approach based on probtémmg46, using adult learning

techniques, and an intense use of on-site mentdting

Capacity building impact on performance

Capacity building aims to increase or improve pernfance. Capacity building for DHMTs
can be considered really effective only when adsewa sustainable performance
improvement through institutional leadership, mamagnt systems and personnel skills

improvement®

Some experiences have been documented on how te sua& that capacity building and
further training have an impact on performance. Tke of such techniques is especially
useful when a training scheme is in place but perémce is still low. But it is a good

practice to use them when a new training scherdesggned and implemented for the first

time, to ensure its effectiveness from the stafthis approach can become a cycle, as
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synthesized in the next figure, facilitate periodic monitoring othe impact of ongoin
training for DHMTs personnel and tojust over time its contents and approa*’.
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Figure 5 Cycle to improve impact of training on performe

Capacity building and decentralizati

Capacity building becomes especially important whecentralizing a health system. Of
the main constrat to a successful decentralization of the heajtitesn is the lack of skill

and capacity to manage at the local level andduige supervision from the central lev

It is important to implement decentralization andpa&city building simultaneous
Developing institutional capacity ensures effectmanagement, in order to build lot
capacity and to achieve goals with local ownershAipthe same time, the nly acquired
skills need to be put in practice to grow and altbe local level to be atnomous, and thi
can happen only if authority and responsibilityranning the function of the health syst:

are gradually but significantigecentralize*®
The following figure illustrates how it is possible to implement decentralizatiord

capacity building aparts of the samerocess to develop institutional capacity, in ortte

effectively strengthen district management in caastwhile introducing decentralizatit
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4.2 A set of tools for situation analysis on théeterminants of DHMP

A further contribution to the understanding and ioygment of DHMP is a set of tools
created to support a situation analysis. The coatioin of these tools will help DHMTs
identify the main shortcomings in performance awctli@/e an understanding that will

enable adequate, effective and context-appropstgions.

Many indicators used in the tables of this sectinrevisions of indicators included in the
Health Systems Assessment Apprpacimanual used by USAID to analyze national health
systemd? Other indicators are adapted for application at district level based on ones
suggested itMonitoring the Building Blocks of Health SystemsHAndbook of Indicators
and their Measurement Strategies recent WHO publicatiof. The indicators have been
selected, reorganized, simplified and tailoredhi® district level of the health system. This
was done to satisfy a double requirement: on ored hhere is the need to ensure
consistency with the analysis carried out at nafitevel by MoHs and other agencies, and
on the other indicators have to be simple to meaguallow DHMTs with less skills than

MoH staff to perform a rapid assessment with miniguadance.

By filling in empty tables, a description of thecdd determinants of district health
management performance will be elicited, leadirguker to gain a deep understanding of

the determinants that affect the performance oDH¥MT.

4.2.1 Steps to perform the analysis
The analysis is performed through four conceptuodl aractical steps. Each step will lead to
the following, allowing to eventually link DHMP witthe impact on the health of the

population.
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| first illustrate the steps to be undertaken tofgren a complete analysis of DHMP, and

then present the tools to be used in each stdpeainalysis.

The first step aims to describe the broader contexthich the DHMT operates and to

identify local health priorities and the healthvéegs that address them. This is done by
collecting and analyzing background information ttve health system at national and
district level through a list of indicators. Theammation collected will cover key aspects

of:

» the country and the health sector environment ¢bgigiund information on the country
and the health sector)

» the health system (in particular: how it is orgadizand managed to provide services to
the population)

» the district level of the health system (in parécuhow it is organized and managed to

provide services to the population, and which heetriority health services)

The second step consists in identifying which pifohealth services have not been
provided to the population as planned or expecldts step provides focus for further
analysis and ensures a necessary link between DiMPovement and better health
outcomes in the district through the improvemenspécific health services. A table is
provided to analyze the shortcomings in servicavepl based on the Tanahashi model
which focuses on the assessment of availabilitgessibility, utilization, coverage and

quality of health services.

In the third step DHMTSs identify the shortcomings the support functions that are
preventing the adequate provision of the healthices identified in the previous steps. The
tool provided for this step is a table suggestinftawindicators can be used to identify
possible shortcomings. Information is to be cobécion performance in each support

function of the health system in the district:

» governance (planning, service organization, accilitty)

* human resources management (remuneration, allocgmefits)

» information management (health information systemnitoring and evaluation)

* operation management (procurement and supply marege stocks and assets —
equipment, drugs, facilities, vehicles)

» financial management (revenue generation, allogsaifoesources, budgeting, audit)
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The fourth step leads to identify the determinaft©HMP that need to be improved to
improve the provision of health services. This amel by linking each shortcoming in each
support function of the health system with the egponding determinant of DHMP. This
last step is innovative and requires the DHMTsedflect in depth on the causes of the
identified problems in order to find later effecigtrategies to address them. There are two

actions to perform in this step of the analysis:

* identify determinants of shortcomings in DHMP

» describe the causes of the issues related to stelnanants

4.2.2 Describing the health system and the pridyi services

The following table presents the indicators to Beduto describe the context in which the

DHMTSs operate as well as priority health servicgef one).

The data necessary to populate this table can thergal in different ways. Information on
the national level can be gathered through: docuinrewiews, internet searches,
stakeholders interviews, and consultation of abeladata from the health information
system. Information on the district level will bbtained through: interviews with DHMT

members and health facility managers, consultaifaeports and documents from the local

health system and from the management informatistem, if in place.

Country and health sector environment (c ground information on the country and
health sector)

Total populatio

Annual % of population grow

Rural vs. urban populati

% of literacy in adults

Total fertility rate

Total life expectancy at birth

Infant mortality rate (/1000 live births)

U5 mortality rate (/1000)

Maternal mortality rate (/100.000 live births)

GDP per capita

GDP % annual growth

Total per capita expenditure on health

% private per capita expenditure on health (/total)

% out of pocket expenditure on health (/ate’
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GINI index

% of population with access to improved drinkingey

% of population with access to improved sanitafioiban vs. rura

% U5 stunting

% U5 underweight

HIV prevalenc

AIDS prevalenc

TB prevalence (/100,000)

Proportion of TB cases cured under DOT

Prevalence of malaria

Proportion of people using bednets in malaria-gisdas

Measles vaccination coverage

List of major causes of mortality

List of major causes of morbidity (using DALY if gsible)

Health system (how it is organized and managedduige services to the population)

Decentralization (if possible by function of the HS

Healthsystem organizatic

MoH structurt

Donors mapping

Donors coordination system

Private Organizations involved in the Health Cayst&m

Consumption of drugs (proxy: purchase)

Access to services

Number of beds per population (/10,C

Number of health workers of each cadre (doctorsses) midwives, pharmacists, |
technicians, TBA, admin staff)

Doctor to population and nurso population ratic

Health priorities

Priority health interventions (reflecting healthopities)

Priority services (reflectinpriority intervention)

District level of the health system (how it is angaed and managed to provide services t
the population)

Use same indicators at district level when ava#glidut at least the following:

Total population

Rural vs. urban populati

Infant mortality rate (/1000 live birtr

Maternal mortality rate (/100.000 live birt

% of population with access to improved drinkingeva

% of population with access to improved sanitafioiban vs. rural)

HIV prevalence

TB prevalence (/100,000)

Prevalence of malal

Proportion of people using bednets in ma-risk area

Measles vaccination coverage
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Vaccinations coverage (other than measles)

List of major causes of mortality

List of major causes of morbidity (using DALY if gsible)

Donors mapping

Private Organizations involved in the Health Cayst&t

Consumption of drugs (proxy: purche

Priority services (reflecting main diseases)

Access to services

Number of beds per population (/10,000)

Number of health workers of each cadre (doctorsses) midwives, pharmacists, lab
technicians, TBA, admin staff)

Ratio of health workers over population by cadseldvel of care (primary, secondary,
tertiary), by geographical area, urban/rural, geXaublic sector

Local health priorities

Local priority health interventions (reflecting Higapriorities)

Local priority services (reflecting priority intezmtions)

4.2.3 Identifying shortcomings in health serviceprovision

The following table is used in step two of the gee, and it helps DHMTSs identify
possible shortcomings or bottlenecks in the dejfivrthe health services described in step

one.

Bottlenecks

Health services Availability | Acces: | Utilization | Coverag | Quality

Community Preventive
based services, | care
mainly through | Curative

volunteers care
(primary)
Population Preventive

oriented services care
through outreach Curative
and schedulable | care

services (primary)
Curative
care
(referral)

Continuous Curative

individual care, | care
facility based (primary)
services Curative
care
(referral)
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To use the table the DHMTs will need to be familiath the following concepts:

« Community based services: these are services mvathe population mainly through
volunteers that live in remote areas. They are gseventive services, with some
simple curative care (i.e.: treatment of diarrhmeehildren)

» Population oriented services through outreach asttedulable services: these are
services provided to the population by health woskthat go to underserved areas to
provide a given set of preventive (i.e.: vaccinagijoor curative care (i.e.: mobile clinics
providing specialized services).

» Continuous individual care, facility based servicé#sese services are provided in
hospitals, outpatients clinics and health centa®sl range from preventive from very

specialized curative care (i.e.: surgical interign).

* Preventive care: from health education to vacomesti from treated bed-nets
distribution to screening, any intervention aimtogeduce morbidity.

» Curative care (primary): is the clinical care pamd to patients from front line health
workers, from nurses to midwives, to general ptiacters.

» Curative care (referral): patients that cannotreated by the frontline health workers

are stabilized if necessary and referred genetalhospitals for specialist care.

» Availability: whether the service is actually awile to the population. The availability
of a health service can be compromise in partidojathe lack of critical health systems
inputs such as drugs, vaccines, supplies, andfoahuesources.

* Access: whether services are directly and permynexdcessible with no undue
barriers. The physical access of health servicebdaclients includes the presence of
trained human resources.

« Utilization: it describes the first use of multistact services. For example, first
antenatal contact or first immunization.

» Coverage: whether service delivery is designedhso all people in a defined target
population are covered (i.e.: all income groups aldocial groups). It describes the
extent of achievement compared to optimal contastsservices and it is used to assess

the continuity and compliance of care.
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» Quality: whether health services are of high qud(ite.: effective, safe, timely). It is

measured by assessing the skills of the healtheverk

4.2.4 Measuring performance of DHMTs in the fivesupport functions

The following tables present the indicators sugggtdb measure DHMP. DHMTs will

identify the shortcomings in the support functiafsthe health system for those health

services that suffer from significant shortcomiligtep three).

In the last column of each table there is a suggesin decision space that is likely to be

hold at each level of the health system. Thereiparfect combination, and the right level

of decentralization of each function will need ® determined for each country according

to the overall organization of the health sectat tive specific broader context.

In the decision space column: N = national levet Regional level, D = district level, h =

high decision space, m = medium decision spacégw=decision space.

G Decision
overnance space
Functior Objective Performance indicat Origin of dati N | R| D
Planning Needs of the Presence of HDM office, h |mh
population are epidemiological updated Health facilities,
assessed and information in the HDM | Local media
published office
Presence and circulation
of publications (in any
format) of
epidemiological updated
information in the district
Health services Health services provided Health facilites | m | | | h
provided meet the | in the district are the one reports, health
needs of the prioritized on paper workers reports,
population consumption of
drugs and
consumables
Allocation of Budget reflects the Health District | h | h| h
resources reflects | priority of health services Budget
priority health
services

- 46 -



Service
organization

Allocation of
resources among
facilities according
to needs

Resources meet needs
facility level (diagnosis,
forecasted services and
resources allocated)

aReports, lot
quality
assessment
survey

Involvement of
private providers
with proper
incentives

Number of private
facilities with an formal
agreement and % of
services provided/tot.
population

District records,
survey

Local referral syster
in place and working

% of patients

District and

referred/diagnosis (100%facilities reports

appropriateness)

Information on type
and cost of services
made public at
health facilities

List of services witt
price publicly displayed
in 100% of facilities

Survey

Scientific evidence,
clinical outcome and
patient satisfaction
used at facility level
to improve quality

Presence and use of
clinical guidelines,
presence of a feedback
system on patients
satisfaction, plan for
quality improvement

Survey, reports

Clear norms and
regulations are
disseminated and
observed by health
workers

Guidelines on procedure
and logistics
disseminated and knowr

Documents and
survey
i

Accountabil
ty

Central, regional an

Presence of a reportit

Reports, Dbase

provincial health system, a health plan for documents
authorities are the district, an

regularly informed | explanation of the budget

on health needs,

services provided,

health outcomes,

financial situation

Health professionals Presence of written Documents,
in the district are communications, flyers, fact

regularly informed
on health needs,
services provided,
health outcomes,
financial situation

meetings with oral
presentations

sheets, survey

Community/ the
general population is
regularly informed
on health needs,
services provided,
health outcomes,

Presence of writte
5 communications through
the media or other
means, oral
communications

financial situation

Media,
documents
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Information management

Decision

space
Function Objective Performance indicator | Originofdata |[N|R|D
Health Timely and high Amount and quality of | Reports and m{m| h
Information | quality core of indicators shared with | Dbases available
System indicators on MoH
population health
Surveillance systemsCompleteness and Surveillance hil |I
in place for relevant| timeliness of surveillancesystems Dbases
diseases data
Adequate resources Presence of gaps in the| District budget | hi|1 |h
to support the HIS | system due to lack of
resources
Skilled human Number of HR District HR mfl |h
resources to feed thededicated, adequate department,
data and analyze | titles, good performance quality control
them data on HIS
Guidelines or Presence and quality | Survey or mil | h
methods and guidelines, knowledge of presence and
products of analysis| guidelines staff knowledge
Availability of Denominators based « | HIS Dbase [ (I |h
accurate proper counting or
denominators reliable estimates
Monitoring | Timely and higr Indicators describ Reports, interne| m| | | h
and quality core of effectively the situation | communications
Evaluation | indicators on and identify
services provided | shortcomings timely
(inputs, outputs and
outcomes)
Clear regulation and Presence of regulation | Survey | 1] h
procedures to and knowledge by staff
mandate health in facilities
facilities to provide
data
Facilities and health| 100% of facilities Reports, Dbase I
workers report data | reporting, adequate
timely and number of reports per
consistently facility per year
Ongoing data quality Quality assessment Dbases and [ (I |h
assessment in place performed regularly and| records of
amendments amendments
implemented
Use of HIS indicators use | Mention of data fron Budgets, distric| | [l |h
information | for planning, reports in the budget health plans
budgeting, managingdescription and in health
and evaluating plans
provision of services
Feedback system | Timely and precis Written [ [l |h

facilities and health

communications of

communications

workers on program

sshortcomings

to facilities and
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performance from staff, staff
the results of the survey for oral
analysis communications
Availability of a Availability of the report | District [ (I |h
report that and knowledge of it from communication
summarizes the the public department,
information to the media, survey
public
. . Decision
Operation maintenance (PSM) space
Function Objective Performance indicator | Originofdata |N|R | D
Stocks and | Expenditure on Expenditure consistent | Budget and m|l |h
Assets drugs per capita with needs, historical reports
(drugs and trend
vaccines) Consistency between5-10% mismatch Reports from [ I |h
cases treated and | between diagnosis and | facilities and
drugs prescribed drugs prescribed budget
Procedures and Procedures known by | Registers, [ (I |h
registers for drugs in technicians and registerstechnicians
pharmacies and updated weekly survey
facilities
Existence of a publi¢ List available to the Public boardsin|| |1 |h
price list for public and updated facilities
common drugs regularly
% of procuremer 90% of correspondenc | Reports, bdge |1 || |h
purchased accordingbetween planned and
to plans purchased
Stock outs for mail | No stock outs for life Reports, surve || |m|h
drugs saving and more
common drugs
% of value of 5% of lost, broken Reports, budge || || | h
inventory lost over | expired drugs and
last year (/total equipment
value)
% of delveries 95% deliveries an Reports. [ (I |h
according to plans | pickups as scheduled | registries
% of children 98% for all vaccine Report: Il {m|h
vaccinated in the last
year (and against
what)
Stocks and | Presence of 100% working Reports, survey| hh | h
Assets refrigeration units | refrigerated units in
(equipment) | with functional adequate number and
temperature control | locations
Equipment in place | 100% working Reports, survey| hh | h
and functional in equipment in adequate
facilities (tests, number and locations
surgery rooms, etc.)
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Number of labs for | 100% working labs in | Reports, survey| hh | h
biochemical analysis adequate number and
(/population) locations
Assets Regulations and Clear procedures in plageDocuments and| | || |h
(facilities procedures for use of(each vehicle) and survey
and vehicles) vehicles known by staff
Adequate number of 100% working vehicles | Survey mmil
vehicles for health | in adequate number and
workers and referral| locations
needs
Adequate 95% of vehicle: Survey, report |m|l | h
maintenance of functioning, maintenance
vehicles budget met
Adequate provisiol | 100% facilities with Reports, surve || || |h
of water, electricity | reliable electricity
and sanitation to supply, improved water
facilities and sanitation
Adequate 95% facilities well Survey, report |m|l |h
maintenance of maintained (hygiene and
facilities safety wise),
maintenance budget met
Financial Management DECEIET
space
Function Objective Performance indicator | Originofdata |[N|R|D
Revenue Resources fror % of resources fror Budget, hil |l
collection central government | central government in thedocuments from
captured in the budget MoH
budget
Resources from local% of resources from Budget, [ |1 |h
taxation captured in| local taxation in the documents from
the budget budget district financial
authority
Resources through | % of resources from feeBudget, reports || || |h
fees captured in the| in the budget from facilities,
budget bank statements
Use of a health Health insurance schemeDocuments, m| m|h
insurance scheme | in place, coverage of the reports
population
Level of detail of the| Presence in the budget pBudget mmi|h
budget details specifications to
track use of money
Allocation of | Budget Indication in the budget | Budget, health | m| m| h
resources correspondence with of services supporting | plan
priority health priority interventions
interventions
Accounting system | Monthly reports on Reports [l I'| h
for tracking budget use and collectign
expenses of funds
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Clear protocols for | Presence of protocols | Documents, m| m
disbursing money | and knowledge of it from survey

health administrators
Use of all the budget % of budget spent Reports

to implement
planned activities

Adherence tq

Adherence to the

% of budget allocation

Budget, reports

budgeting budget changed over the year
Monitoring of Supportive supervision | Budgets, reports
facilities’ budgets | of facilities budget
implementation
Absence of informal| Use of informal fees Survey
fees in facilities
Financial Public reports on Reports sent to MoH, Documents, h|m
accountabilit | budget and use of | yearly balance published reports
y resources in local media
Supervision by a Supervision reports everyReports hl h
higher health six months
authority (external
audit)
Human Resources Management Sl
space
Function Objective Performance indicator | Origin ofdata | N| R
Policies anc | Planning at locs Presence of strategic pl| Documents [ (1
regulations | level for HRH for HRH, evidence of its| reports, budget
on staffing implementation
Scope of practice | Presence of a manual/ | Documents h m
defined for all cadres guidance document on
scope of each cadre
Manual with Presence of the manual| Documents hm
employment practice and knowledge of its
polices available to | existence by HRH
HRH
Determining | Forecast of HRH Need assessment for Documents, [ |1
needs and | needed by area, HRH in the district budget, reports
setting ceiling of HRH by | health plan, indication of
ceilings facility vacancies by facility and
by community
Hiring/firing | Authority and Presence of guidelines grbocuments, h|m
capacity to select | how to select health reports
HRH in the district | workers, presence of a
committee in charge
Authority to timely | % of health staff Reports, HR [ |1
hire and fire HRH, | recruited locally, number Dbase
according to needs | of staff fired
and performance
Civil servants vs Ratio of term contractt | HR Dbase m| m
term contracts civil servants reports
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Deploying Authority to attach | % of health workers Documents, I |h
personnel to | HRH to assigned to facilities by | records
health communities and the district
facilities facilities according
to local needs
Defining Competitive salarie | Less than 10% differenc| Pay slips | |h
salaries and | in regional labor in salary and benefits | benchmarks
benefits market, benefits compared to private from private
comparable with sector and other regions sector and other,
private sector districts
Reports on HRH Presence of yearly reportReports I |h
expenditure to on HRH expenditure
national level of HS
Absence of health | % of health workers Survey I | h
workers with a moonlighting
second informal job
Monitoring | Monitoring on health Reports with records of | Records, I |h
and reward | workers performance, shared documents,
system performance to be | indicators of survey
used for incentives | performance
Defining allowances| 95% of retention of Regulation, I |h
and incentives health professionals and protocols, pay
constant quality slips
improvement
Allocating % of staff that have Pay slips, I [h
allowances and received allowances documents,
incentives according to shared survey
criteria and performance
Ongoing Training is adequate Evaluation of needs Documents and m| h
training to the local needs | performed and skilled | reports
trainers engaged
Training 100% of HRH receive | Reports, survey mh
opportunities are regular training on the
provided for all job
cadres every year
Training is Presence of Reports. | |h
coordinated and coordination committee,| documents,
evaluated proofs of evaluation proceedings
Partnershig | MoU with NGOs tc | Number of MoUs, tha Documents m| m
provide health must be necessary and | MoUs
services with adequate retribution
if needed
Volunteers ant Number of volunteer Reports, surve m| h
community care and of community served
providers by them
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4.2.5 Identifying issues in determinants of DHMRnd their causes

The following table is used in the fourth step bé tanalysis to link the shortcomings
identified in each of the support functions of DHMTo the determinants of their
performance that need to be addressed. This sspperttification of managerial issues that

should be addressed to improve health service imvand population health.

Support functions

Governance

Info. Manag

Oper. Mainten.
Finan. Maag.
Hum. Res. Manag

Issues with determinants of DHMP Causes
Skills and capacity buildir 5 “Why?”
Lack of staff in DHMT with the necessary skill
Lack of ongoing training

Ongoing training is not targeting the righillsk
Ongoing training is not targeting the righopke
Ongoing training is not effective (due to
methodology, timing...)

Motivation and incentive syste

Lack of performance assessment of DHMT
Lack of incentive system linked to performance
Ineffective or counter-productive incentivasplace
Incentives too week or enforced too late

Working environment and decentralizal
Insufficient decision space in the affected sup
function for the DHMT

Decentralization being implemented without tim
capacity building

Lack of national regulation and guida

Lack of positive supervision by upper levels
(regional, national)

Lack of effective information exchange withpep
levels (regional, national)

Lack of equipment, infrastructures or vehickes
perform

Shortcomings identified through the analysis inhesigpport function
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The matrix also prompts DHMTSs to perform an analysithe causes of the issues related
to such determinants using the 5 “why” method. Thia simple technique that consists of
asking what is the cause of a problem; when thee@istated, the facilitator asks what is
the cause of the identified cause; and so on. Theeps is repeated usually five times in
order to identify the deeper, systemic causes@ptioblem analyzed. It is a diagnostic tool
useful for situations in which DHMTs are not suiiictly aware of the wider picture that

would allow them to conduct a fuller analyis.

-54 -



4.3 A list of effective interventions to improveDHMP

Due to the complexity of the health system anchtogresence of many confounders, there
is a dearth of evidence on the impact that intdrean targeting any level of the health
system have on health outcomes. Similarly, evidémseant on strategies used to improve
DHMP. Not surprisingly, most of the available ewide is qualitative and indirect;
nonetheless it is clear that improving managemepiroves the delivery of services that

positively impact on health.

The available evidence on what strategies may wodifferent settings to improve DHMP

is very heterogeneous: there are few interventibashave been properly documented and
that can be considered effective in a given contexaddition, there are many qualitative
considerations on how to implement broad strateggegssary to ensure the success of any

intervention aiming to improve DHMP.

Due to the different nature of the available knalgle, it is presented hereby in two

different sections: in the first section single agsful interventions will be presented in a
table, with few annotations; in the second sectienbroader considerations collected from
the literature and from expert interviews will begented grouped by the determinants that

they refer to.

4.3.1 Single interventions documented in the litature

Interventions that have proven successful in imimgvdistrict health management
performance in different contexts, have been grdupethe determinants of performance
that they address and by the context where they waplemented. Such strategies are
presented in the same order and structure usée iimamework and in the situation analysis
tool, to make evident when they can be chosen tivead problems identified with each

determinant.

The following table presents the interventionsdrettocumented in the literature: its intent
is not to be exhaustive, but to provide some megnirand solid examples that show what

is possible to implement at local level.
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Country of

Area Interventions Results* : ; References
implementation
Greater decision space
Financing Greater Increased efficiency | Various 53
budget and quality of countries
control services (output)
Control on Increase in Nigeria 54, 55
sources of accountability, salary
revenue payments and supply
(output)
Human Increased Increased Zambia 56
resources power over | accountability,
management | human efficiency and quality
resources (output)
Procurement | Greater Better percentage of| Pakistan 57
and supply decision skilled birth
management | space across | attendant-assisted
the functions | births and two
Health (right mix antenatal care
management | between indicators
information central and
system local)
Governance | Strategic and| More strategic Pakistan 57
(accountability, operational | planning (process)
M&E, service | planning and better service
organization) | centralized, | delivery (output)
organization
of service
delivery
decentralized
Area Interventions Results* , Country Of. References
implementation
Management skills and competency building
Training Training Increased negotiation Indonesia 58
managers in | power with MOH
management | (process)
Training with | Better management | Tanzania (2 59
WHO course | cascade (process) andiistricts)
on district decrease in child
planning mortality (outcome)
Training with | Increase performanc| 29 countries, 1. 6C
USAID/MSH | of managers in Africa
distance (process), with including
learning service delivery Uganda
program results (output)
Pee-to-pee Electronic Facilitate pee-to- RSA 61
learning peer learning and
networks sharing among

managers (process)
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Supervision Intensive Increased coverage ofTogo
coaching and| maternal and child
mentoring health services
(output)
Supportive Development of Cambodia 62
supervision | institutional capacity
and widening | in managing
decision (process)
making
authority
. Country of
Area Interventions Results* implementation References
Management motivation and incentives
Financial PBI financial | Increased coverage | Rwand: 63
incentives incentives basic services
(pay per (output)
performance)
Nor-financial | PBI nor- As motivating, if no | Zambiz 64
incentive financial more motivating,
incentives in | than financial awards
the form of (process)
trophies
non-financial | Increasing motivation Benin and 32
incentives of health Kenya
(recognition, | professionals
career (process)
development
and further
qualification)
and HRM
tools
job Increased mcvation | Mali 63
descriptions, | (process)
supervisions,
continuous
education and
performance
appraisal
Incentive the best Increased retention | Thailand and 28
systems strategies (process) east-southern
combine both Africa
non-financial
and financial
incentives
Financial Increased retentic | Many countries 33
incentives and motivation to in particular
help perform better North Viet Nam
retention, (process)
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non-financial
incentives
help
motivation

. Country of
Area Interventions Results* implementation References
Quality data as management empowerment tool
Timely access Empowered RSA 65
to actionable | managers to take
data action (process)
Regular Created competition | USA 66
scorecards | and improved
with trends performance
(process)
. Country of
Area Interventions Results* implementation References
Community oversight and accountability
Annual Improved Ghana
District coordination and
Health Forum| stakeholder
participation in
planning (process)
Community | Improved Senege 67
involvement | performance through
in health strengthened
committees | accountability
(output)
Community | Improved efficiency | DRC 68
involvement | in health provision
in costing (output)
through
health
committees
Area Interventions Results* : Country Of. References
implementation
Engagement with the Private Sector
Transfer of | Improved Ghana 69
private sector| performance
skills into (process)
public health
Accreditation | Increased access to | TZN 70
of drug ACT treatment
dispensing (output)
outlets
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* Improvement in performance are measured in differticles and review against:
process, outputs/provision of services, or healittomes.

Notes on the interventions related to incentives

When looking at what the literature shows on inest for health managers in developing
countries, we find very little. Health managers aseally health professionals (clinicians)
who happen to become district health director&s fiossible to identify incentives that are
likely to work by looking at effective incentive®rf health professionals in low income

countries and for health managers in developedtdesn
The following are few key consideration on motieatand incentives for health managers:

- Enhanced motivation leads to improved performamdgle increased job satisfaction
leads to reduced turnover (greater retentfon).

- In order to be effective, incentive systems shdutdopen and transparent, fair and
consistent and applied contingent on reaching #Yoa

- There are low-cost methods of providing incentivegch as recognition systems,
reallocation of existing budgets and posting ofgrenance dafad

- The use of incentives to improve performance ndgymetquires good regulatory

frameworks and skilled managerial resouttes

Notes on the interventions related to capacitydng

It is essential to provide health managers withrteeessary competencies and skills to run
the health system at the local level. The followarg few key consideration on capacity

building for health managers:

- Effective training is available, needs to be tatbrto local needs, oriented to solve
existing problems while building capacity for futuchallenges, use the adult learning
approach’

- Make sure that the environmental conditions areettie allow health managers to
perfornt?

- Health managers at the central level need to krmwt provide a positive supervision.
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Notes on the intervention related to decision space

Providing local health managers with the necesdagysion space is important: there is no
“right” setting, but a certain level of decision agg is necessary at any level of

decentralization, an in every function of healteteyns management.

Numerous conditions influence the success of dealerdtion processes, including local
managerial and technical capacity, systems of attability, clear and transparent legal
frameworks that delineate the division of respoifids, and sufficient funding to fulfill

mandates and to meet local prioritfés.
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4.3.2 Broader strategies from the literature

To synthesize and systematize the available evelemd expertise gathered through the
literature review and in the working groups, thlises are provided in this section for each
group of determinants of DHMP (decentralizatiod decision space, managerial skills and
capacity building, motivation and incentive systenide first is a list of critical issues that
should be avoided or controlled, since they couddtlany improvement of DHMP; the
second is a list of factors should be taken intosateration when implementing any
strategy addressing a given determinant, since ¢beid increase its effectiveness, and the
third one is a list of possible broad strategiebdcadapted to the local context in order to

improve a determinant that is lowering DHMP.

Critical issues, factors for success and broad tsfgees for decision space and

decentralization

The following is a list of gtical issues to be avoided or resolved to be successful in

improving DHMP in a decentralized setting:

« Il defined roles and responsibilities between d¢katral and the decentralized
levels

» Lack of definition in the role of health districs providers or as purchasers.

* Mismatch between authority (kept at the centrakelpwand responsibility
(decentralizedy

» Tension and conflicts among objectives (service nuk corresponding with
health priorities, resources allocated elsewh#reeed for central guidance,
earmarking, functions retained at central levek+~iEPI, procurement of
drugs—§*

» Capacity gaps when functions are decentralizedk (lat technical and
administrative skills at local level; lack of suppaegulatory and oversight
skills at central levefy

» Tension between vertical and horizontal integratibwhat is in place is only

a collection of vertical programs, only deconcetitirais possible’
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» Political and process dimensions (interest in naémmtg the status quo,
oppose reform proces® need for stakeholders participation, effective
communication, political wilf®

« Limited control over personnel issues (hire, fimyard, transfef}

* Limited numbers of staff with appropriate managetrskills and capacities
(e.g. decentralized planning, budgeting and pyiorgetting, conflict
management}

« Lack of management skills, also among key stakefeft

» Central government unable to meet staff needs anthdds at district level
(increase salaries, improve work conditions, irdlinl career development,
appropriate equipmerif)

» ‘“Information gap” between DHMT and frontline workerstakeholders and
communities — top down approach to communicatioth @waak channels of
informatiorn’

» District Health Forum can be over-dominated by DHMRd requires
engagement and full participation of other rele\stakeholder$

» District control over financial resources is ofténited through “directives”

from central level on how money should be sffent

The following is a list of factors that make moileely to succeed in improving DHMP in a

decentralized setting:

» Decentralized decisions on sources of revenue dochtons of expenditures
such as funding pro-poor interventions and deliverategies are likely to
have a positive impact of equity, efficiency, ficé&al soundness and quality
of services

» Decentralized decisions about the organizationalcire of services are
likely to have a positive impact of equity, effingy and quality of services

« Allowing competition among providers and insurarans and between
public and private entities may increase efficieany quality of service®

* Increasing funding for health is likely to improegiality and, if targeted

correctly, improve equity®

-62 -



Need for beneficiaries to play a role in selectiagsessing and disciplining
community health workef3

Need to mobilize and involve community and clientoups in the
management of facilitiés

Ensure management board for health facilities ohelucommunity
representatives

Need to motivate district team to support CHWSs, lewygd by local bodies,
as this improves performarfce

Need for technical and managerial support for PH&nfboth the local
community as well as health professionals and atnators => but this can
create divided accountabilffy

Need for multi-sectoral decentralization and mplirpose devolution to
promote effective community participatfon

Incorporate health into a wider structure of dexisnaking at village level to
legitimize the roles of new officials such as CEW

Generate resources for village-level health infrastiré®

Improve communication between the various orgaitingt

Technical support though an integrated health teaiich maximized
contact with the community through its range ofeise”

Existence of active associations of health commtiéo i) pressure the
government for improvements; ii) lend money to widiial committees; iii)
provide a link between new and existing committees} iv) train committee
officials. *

Supportive political leadets

Health committee leadership is knowledgeable, arld experienced and
receives assistance from health offidials

Changes in administrative structures and budgetamytrols => if not,
decentralized decision-making will remain arbitranflexible and inefficient
in the use of resourc®s

Not limiting the role of local people to solely plementation (under the
assumption that the professionalism of staff inmfak ministerial hierarchy

inhibits flexibility and assumes health policy aamly be made by experl%r)
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* Need for horizontal accountability systems vs wattaccountability systems
(in case of the latter central policy makers failtake local realities into
account and systems do not allow flexible respageripheral level§®

 Requisite human and organizational capacity needed implement
managerial reforni$

» Awareness creation and education of key stakeh®ldbout their role in
decentralized health managen{ént

» Engagement and full participation of all relevatakeholders in the annual
District Health Forurff

Finally, the following is a list of broad strategi¢hat can help to improve DHMP in a

decentralized setting:

» Allowing local managers greater ability to hireefiand provide incentives to
employees may increase efficiency and quality ofises®
» Separating financing and service provision andothicing some level of
competition is likely to improve efficiency and diyaof health service®
« Ensure JD of decentralized councils includes selgctassessing and
disciplining community health workers; managemehfazilities and goes
beyond implementation soléRy
« Advocate for presence of community representaiivesanagement boarts
« Ensure the district teams JD/ ToR includes supipoil©HW<?>
» Advocate for hybrid council (Devolution) that mixkesal representatives and
government officials when there is a need to takall politics and interests
into consideratiof?
* Ensure technical support is integrated and comtsnpport from local
community and health professiorfals
* Initiation of an annual “District Health Forum”:
- Held on annual basis for review of progress andeligment of annual
plans
- Participation of DHMT and all relevant stakehold@ecal government,
private providers, NGOs, sub-district health faigd, community

members)
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- Increase in district-level control and participatia district planning’
» Establishment of Budget Management Centre at disavel:
- In theory and in structure, gives district more tcon over financial

resource®

Critical issues, factors for success and broad teges for motivation and incentives

systems

The following is a list of critical issues to beadded or resolved to be successful in
improving DHMP when dealing with incentives:

» Figuring out what to measure and how to measuwantbe the hardest part of
designing incentivés

* Incentives can sometimes affect performance in peebed or unwanted
ways®

* The introduction and institutionalization of nomdincial incentives and the
various human resources management tools or thgrovement has its
costs. It requires training, supervision from highevels and follow-up.
Change in organizational culture takes time. Ittherefore important to
develop realistic human resources management platigo provide for the
financing to implement such measures.

* When setting up an incentive system and a supernvishere is the risk of
falling into the following common mistakés:
- Supervision as contrelersussupport supervision and recognition
- Lack of recognitionversusinstitutionalized recognition and appreciation

by superiors and communitiés
- Inadequate trainingersusneeds- and problem-adapted traiffng
- Non-transparent allocationersus equal opportunities for training and
professional progre¥s

- Passive staff involvememersusactive staff participatio
- Infrequent performance appraisaisrsusculturally adapted performance

managemerit
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- Disincentives for individual successersus team-based performance
promotion?

« When team work is crucial for success, it mightdeeinter-productive to
apply individual incentives; doing so might causewanted competition
among team members that would adversely affect efiormance

* In developing countries, most health systems aigeléureaucracies whose
management is driven centrally by guidelines, saamsi and reporting
systems. Incentives in such systems work againsivation, risk taking, and
improved efficiency’*

» Experience in developing countries shows that ts#okapacity at subnational
levels has constrained decentralization, sometiteading to unintended
effects such as wrong priorities. Any move towaedehtralization requires

investment in new management skills and capadities.

The following is a list of factors that make moiteely to succeed in improving DHMP
through incentive systems:
* In order to be most effective, incentive systenwugthbe applied:

- Openly and transparently: each worker should unaeds the
performance required for any kind of rewdrd

- Fairly and consistently: the rules should applyatbworkers without
favoritisr?®

- Contingent on reaching a well-understood work goal

» With respect to performance management, the foligveictions usually lead
to a higher performance:

- Inform health workers about the process and indis&t

- Provide thorough feedback on the restlts

- Use consistently good performance as the basigréonotional schemes
by including elements of merit rather than lendtservice?

- Introducing performance-related payment. (It isficifit to define
objective and commonly accepted performance aitarid even more
difficult to implement and apply those performanceteria, given
political interference and lack of good governaaod transparency and

the existence of corruption as well as nepotisfn).
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The following process requirements are consideresergial for a

contribution of Quality Management to human reseanmanagement:

Search for excellence: contribution of the wholaffsbody to quality
improvement efforts™

Orientation on quality as an outcome as much asquality of the
process?

Strong emphasis on self-evaluation of individualg arganizations”

More autonomy and responsibility for health workéfs

Focus on participation and self-realization, empoment and to a certain

extent emancipation of health worke¥s.

Effective incentive systems that are based on padace require regulation
and governance structures that minimize the compmohlems of patronage
and corruptior?’

Successful incentive strategies are multifaceteblimciude:

long-term political commitment and sustained efrall level&®

a deep understanding of the cultural, social, jgalitand economic context
in which the incentives strategy is being develdped

involvement of key stakeholders — especially thealthe workers
themselves — in developing the strategy, formudptipolicy and
implementing initiative¥

integration of efforts between government sectodgnors, non-
governmental organizations and the private sect@nsure the initiatives
are sustainabfé

packages of coordinated and linked financial andfinancial incentives
that adequately respond to the needs of healthessitk

monitoring and evaluation tools and syst&ms

strengthened supervision and management capatities

performance management systems that link healthkexgrerformance to
supportive supervision and appraisal,

continued research on what motivates health workeosder to adapt and
adjust the incentives to the changing needs aricedasf the workforcé®
Presents a well designed and supported packagbko{m financial and

human resource term$).
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- Involves input from all relevant stakeholders ia tesign phas"@.
- Embraces the principles of transparency, fairnagscansistency’
- Fits the purpose for which it is intend&d.
- Maintains the strategic impact of the incentive poments’
- Employs a combination of financial and non-finah@iaentives®
- Carries out regular and systematic reviews andiat@limpact®
- Motivates the target populatidn.
- Clear objective¥
- Realistic and deliverabf2
- Reflects health professionals’ needs and prefeedhce
- Well designed, strategic and fit-for-purpdse
- Contextually appropriata
- Fair, equitable and transparént
- Measurabl&
- Incorporates financial and non-financial elem&hts
» The successful application of non-financial incessiis associated with:
- proper consultative plannini:
- long-term strategic planning within the framework bealth sector
planning;*®
- sustainable financing mechanisms, e.g. nationajtsc”
- donor funding and national budgets through a segide approach

(SWAP) or general budget support, rather than ptajpecific funding®

Finally, the following is a list of broad strategithat can help to improve DHMP through

incentives:

« [Each country has a unique human resource situaéind, may require a
specific mix of financial and non-financial incerds as part of a larger HRM
or QM framework, including a proper mix of the wduction of and/or
promotion of:

- group-based performance awards andpay

- effort-related awards and pay
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- consistent application of clearly defined sanctiofsr wrongful
behaviout?

- exposure to new knowledge (training, conferentes)

- team building®

- low-cost benefits that express personal apprecidiéxtra free time, tea
during night duty¥?

- development of career development pfans

- transparent and reliable promotion schethes

- continuing professional development, trairfing

- supportive supervision and feedbck

- performance management tddls

- staff satisfaction surveys

- increased staff participation in decision-makinggasses within the health
structuré?

- horizontal and vertical communication among Staff

- quality improvement teams and building a qualitiune®

- participatory problem assessments and problemsspliocessés

- benchmarking and competition among faciliti&s.

* Not surprisingly, in their responses to surveys keos typically say that
higher salary, additional staff and more pleasantkimg conditions would
improve their performance. However, we know froreea@ch in developed
countries that these factors alone do not necéssanirelate with improved

worker motivation and performanée.

Critical issues, factors for success and broadtsiées for skills and capacity building

The following is a list of critical issues to beadded or resolved to be successful in

improving DHMP in relation to capacity building:

* Donor supported programs that are still based andsirdized models at
national level do not allow for varying and complexvironments at district

levels. They can be a significant challenge teenghanagement practices at
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local level. In addition the ‘top down’ decision-kiag in programs supported
by donors is resists the process of decentralizAtio

» National governments and donors are generally mapportive of improving
technical skills of health workers or of providinfgnds for vehicles,
equipment and buildings rather than providing furids health system
managemendevelopment?

» Due to perception (true and false) of the goverrirservices as managerially
inefficient or corrupt some donors, NGOs and pasgnarefer developing
parallel services within or outside government cttite both of these
approaches not only undermine efforts for integratand efficiency but
exacerbate management probléths.

* Weak management encourages vertical programs ledaiesters a lack of
confidence and discourages decentralization, pnogrdgegration and local
participation and initiative**“®

» Clinical and public health education is important bhould not take the place
of or take precedence over managerial competenhetsare essential to
effective and efficient functioning of the distrivealth systerf®

» Often programme-centered training is preferred tiayf $ecause it provides
extra income to health workers and district mamnsges it is sponsored by the
programs themselves, while institutional trainimgnhanagement it is often
offered within the health system ongoing traininghvenly reimbursement of

expense§’

The following is a list of factors that make moikely to succeed in improving DHMP

through capacity building:

» Factors that need to be in place for initiatingcassful capacity building:

- adoption of policy of decentralization of healthngees must be
accompanied with corresponding changes in goverhmetedures that
ensure actual implementation of the decentralimatigolicy. Since
effectiveness of capacity building efforts for lketmanagement is often

limited by the policy and practice of the natioma@el government and

-70 -



donor agencies, these must be addressed to gemalalBenefit of any
training of DHMTs?®?

Capacity building efforts are more successful whemplemented in

parallel with progressive decentralization of desismaking on issues of
staffing budgeting, and plannintj:*®

Decentralization and management reform need aakithass of skilled
managers at the national level with the time anilssko design and
implement changes. DHMT capacity building can gtsebest results only
when accompanied with national level managers’imginin positive

supervision and motivation for management change.

Factors that need to be in place to make capaitdyt® successful:

Clear criteria for who are the targets for a pattc training or capacity
building exercise and strict adherence to the reaite

Increased awareness and conviction among DHMTstliegt can benefit
from management change that follows capacity ugdn management
skills*34®

The action based and problem-solving, ‘learningdoyng ‘ approach is
very successful for facilitating change in managenpeactice®

There is the need to always keep the focus on beteveen managing
practices and improved health outcofies

Short course format on key skills areas with pcadtitools are to be
preferred (it minimizes workplace disruption, anlowas to focus on

didactic and group activitie®)

On site mentoring and projects address practiaalblpms and have real
life relevance, with assignments in the working ismvment and a
learning by doing approath

Acknowledge the fact that most health managerslaniians in training

and often still perform clinical activitié%

Remember that capacity building is an ongoing andinuous process
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Finally, the following is a list of broad strategithat can help to improve DHMP through
capacity building:

» Five guiding principles for developing managemekilissand local capacity

for instruction®’

- Use a short course format focusing on key skilaamnith practical tools
that are specific and replicable.

- Integrate class room training and field based, oreudtprojects

- Collaborate with and in country institution willirend able to take full
responsibility for scaling up and maintaining theriing.

- Provide train the trainer sessions for in-countrstitution faculty who
will teach the training in future.

- Secure Ministry of Health’s support in border tochance district and

health facility participation.

» A program like the Cambodia experience with insiioal capacity building:
from unawareness to awareness, empowerment andlicati®n. It can
cover all the key elements needed for programscébesup, replicate and
sustain training initiatives. It can enhance fouimeal management skills
critical to providing long-term strengthening ofafth system in low income

countries.

» Transferring the capacity for sustained health rganeent training from
academic institutions abroad to the country levidlis may be achieved
through conduct of multiple training sessions withreasing responsibility
shifted to an in country institution/ partner and instructors in each

successive cycle/ session.

» Linking class room didactics to field based appglm® where teams are
expected to use management skills developed is ctasn to apply them to
specific expectations of the DHMP&Implement follow up and mentoring of
course participants after the training to assistrthn managing projects and

in reinforcing course concepfts.

» Competency based training courses focusing on skills of health care

management
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Distance learning courses can be effectively aatbflike the Public Health
resource network in India) in training, motivatirgnpowering and building
network of health personnel, which aim to build lmresource capacity for
strengthening decentralized health planning, toraw@ accountability of
health systems, elicit community participation iealth, ensure equitable and
accessible health facilities and bring about cogeece in programs and

services?

Fast track capacity building programs: i.e. threends of six-day-long
training workshop held three to four months apaxtuking on capacity

building for district level planniné?
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5. Discussion and conclusions

5.1 What has been achieved

Through an extensive literature review, analysishwUNICEF working groups, and

interviews with representative of selected inteoratl development partners, two major

goals were achieved: a new synthesis of the kn@elesh DHMP and the creation of

situation analysis tools to inform the efforts tmprove DHMP in developing countries.

A new framework

After a literature review and discussions with iegdexperts in UNICEF, | presented a new

theoretical framework that explains DHM and theedeiinants of its performance. This

framework is conceptually innovative in differenaye:

The framework is specific to health district managet and, at the same time, coherent
with the WHO framework for health systems. This e@mcy will allow for immediate
comparisons of the results of analysis with surveggied out at the national level
following WHO guidelines.

It contains a new approach of health system funstiat the local level: support
functions like human resources management, healfiornnation management,
procurement and supply management, financial manegeare combined under the
function of governance to provide health serviCdss interpretation of the functions
goes beyond what is commonly adopted for nationalysis and represents in a better
way how things work at the local level.

It provides a map for decentralized functions oftesed for broader analysis, but that

has not been applied at the district level. Suchap demonstrates where there is the
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need for a broader decision space in the diffeitemttions at the local level in order to

improve the quality of service provision.

» It highlights which incentives documented in thierature are the most effective in
improving managers’ performance in health distrittprovides useful information on

which incentives to prioritize when setting up apentive system.

e It links capacity building and performance, and amty building and effective
decentralization. There are plenty of courses &aith managers, ranging from the most
basic to ones focusing on a specific task to béopeaed at the local level. What is often
missed, however, is a systematic approach thags&sethe need for capacity building to
be timely in the context of localization or decefiration, and to be effective in

improving the way managers work on everyday tasks.

A new set of tools for situation analysis

A new set of tools for situation analysis on DHMdabHMP was created, adapting

concepts for more complex nationwide analysis ttitds, otherwise, are almost impossible
to apply at local level due to a lack of resoursid|s, and reliable data. The contribution of
UNICEF staff with extensive work experience in depéng countries ensures that the data
chosen to create the indicators is readily avalableasy to gather at the local level in low-
income countries — especially those with littlerastructure and personnel with basic

epidemiological skills.

The analysis tools presented are easy to impleraadtthey can guide managers through a
multi-phased analysis. The problems with DHMP demntified and described first, and then
the causes of such problems (including their dateams) are also identified and well
understood. The results of such an analysis off@mple but accurate indication of where
efforts need to be focused in order to solve thanmpeoblems affecting DHMP and, hence,

the provision of quality health services.

Finally, the analysis links the improvement in mgevdal skills at district level with better
quality in service provision and better health outes in the population, ensuring that the

efforts that will be undertaken will have a reapiact on health.
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A synthesis of effective strategies to improve DHMP

The literature review provided a synthesis of dffecstrategies at the district level that
both district managers and UNICEF staff can utitzerient their action in health systems
strengthening. Despite the few interventions thatehproven to be effective, the review
offered many useful indications on how new strasgiould be implemented successfully.
The review found little good quality evidence fdfeetive strategies, which pointed to a
need for documenting what happens in the field nodten and with greater quality. The

simple awareness of the gaps that are presentrisaentific knowledge on HDMP is an

important starting point for further research.

5.2 Limitations

The main limitation of the work presented herehattthe tools for situation analysis of
DHM need to be tested on the ground before theylmamonsidered valid. The virtual

piloting of them was carried out with experts, whiensures that they are free from major
mistakes and likely to be successfully used in ioeeme countries. At the same time, a
real test of these tools needs to be carried oseweral districts of different countries, so

that they may be adjusted in a way that only dieggerience can guide.

Another limitation of the work is that the numbédrpartners that contributed to this effort,
in addition to UNICEF, is still small. Understandiithe fact that there are indeed few
institutions with consolidated experience and reed knowledge on the topic of DHMP,
it is still possible to reach further qualified exts. In doing so, the framework and the tool

for situation analysis could be strengthened furthe

A third limitation is the fact that the literatuen DHMP is scarce. Indeed, most of the
knowledge collected for it is in gray literatureydainstitutional publications (WHO, WB,
MSH, USAID, etc.). There is also a bit that is pablished or circulated in English.

5.3 Use of the results and way forward

This research has produced and combined togetheisian (through the theoretical

framework) and a set of operational tools that wilbw local managers, MoH staff and
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professionals of international organizations to kvora systematic way to improve DHMP.
The contents of this thesis will be further refinedh their application in the filed and,
subsequently turned into a guidance document on teouwnprove DHMP based on the

evidence available.

To ensure the successful implementation of thestfmlthe analysis of DHMP in any given

context, the guidance document will also providei@on the following conditions:

» the situation analysis on DHMP should be performsitdg a participatory approach, in

which DHMTSs are the main actors of the processhainge and improvement;

» the analysis should be tailored to the context,thedndicators adapted to make the best
use of the data already available at the localllewénimizing the need for ad-hoc

Surveys;

» to make the change measurable over time, the focumg the analysis and the
identification of strategies should be kept on feigh priority and concrete objectives
regarding health outcomes as well as service asitput

» effective solutions to DHM problems —generally seain the literature— should be
identified through a peer-to-peer approach amongViDst good practices that are

successfully implemented in one district will beusdd with others of a similar context;

» the analysis, whether carried out only in some rorall the districts of a given
region/country, should be integrated with the piagractivities carried out by the MoH
at national level; this will ensure synergy of reses and the endorsement from the

necessary central level of the health system;

* major development partners that are active in thalth sector of a country (e.i.:
bilateral cooperation agencies, UN agencies, n€0s) should be involved as much
as possible in the whole process because theyroandifferent perspectives and useful
expertise to the strengthening of DHMP; likewiseal stakeholders should take part in
the analysis and planning of possible interventiasspart of the participatory approach
mentioned above.
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Comprehensive strategy on DHMP strengthening

This research will contribute to UNICEF's structdir@approach to improve the quality and
the equity of health service provision in develgpaountries. The analysis on DHMP will
follow a broader analysis that will identify thediih services that should be prioritized at
local level. It will also identify the possible d@tyugaps that need to be bridged for the
effective delivery of services to the entire popiola Furthermore, it will identify the best

way to deliver the health services in the districts

In the next few months, UNICEF will begin to telsettools from this research in two sub-
Saharan African Countries. After the test, the somhd the guideline document will be
modified accordingly and scaled up in more coustriehis will happen in collaboration

with other international agencies, such as IHI, M&kd the research centre of the WB.

The results of the application of these tools wél shared through institutional documents
and peer-reviewed literature (e.g. the Lancet)nsuee the maximum dissemination within
and outside the organization, and with the godillofg at least some of the knowledge gap

regarding effective strategies for improving DHMP.
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Annex

WHO conceptual framework for building management @pacity in health (adapted

from WHO working papers)

17,19,20,21

Areas

Actions

Specificetions (can be organized in more
structured sub-topics)

Adequate number of
managers

Defining HD manager

Individual health managers hdifferent
skills, responsibilities and activities.
Management teams are made of different
individuals who need to integrate effectively.

» Adequate numbers of
managers in charge of
the majority of critical
service delivery units
(e.g. Health Districts,
Hospitals, Health
Centres)

* Reduced vacancy rates
for critical service
delivery management

Information about
managers

An information system providing basic
information about vacant and filled
management posts; Informing employment
decisions (what managers are available, their
length of service, performance record,
gualifications, competences, etc.); enabling
operational research (on key issues such as
the retention of experienced managers);
storing information on the qualifications and
training record of individual managers.

posts (DMOH/Hospital)

Managers are a vital part
of the health workforce.
The human resource
system should have well-
defined managerial posts
with job descriptions and
information on the
managerial workforce
(numbers, where posted,
individual information on
competences, etc.)

Formalizing
management posts

Needed clarity about their roles and degree of
authority (what kind of decisions they are
entitled to make) at all levels of the health
system; clarity about the competences they
need to have at each level of the health
system; job descriptions based on the above.
These should make clear how much authority
a particular post has, and the competences
required.

Appropriate
competences

« Managers and managec

Realistic roles and
tasks and hence,
competences need to
be defined for each

j management position

Existing competency frameworks should be
used as reference.

units that are able to
increase coverage of
basic services

Information on the
required managerial
competences should k
used to develop

Focus on skills, attitudes and behaviors rather
than knowledge. Use adult learning
d@gechniques (work-based problem solving, use
of technology). Overall planning of
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* Service delivery plans
and budgets prepared
and local health targets
are reached

operational plans for
competency
development.

management training is needed.

National competency
frameworks should be
developed and used —
these describe the
competences required fof
different managerial
posts. Competences
should be acquired in a
planned manner, using a
variety of techniques
including mentoring,
action learning and
classroom learning

Competences need to
be acquired through a|
variety of means,
including coaching,
mentoring and action
learning.

Traditional classroom-based learning is rarely
adequate for acquiring competences. Some
activities should be organized for
management teams, and some for individuals.
On the job support and development is key
(mentoring and coaching, learning networks).

Functional support
systems

« Staff turnover rates at

Planning

Planning should not be too time consuming
data necessary to plan should be accessible,
degree of autonomy from central level can
vary greatly. Involvement of health workers
and communities in different ways.

district (or other
operational level)
reduced or stable

* Stock-outs of essential
drugs are avoided in the
majority of service
delivery units

» Annual accounts and
audits of service units

Financial managemen

t Budget and accountancy. Meikistems of
budgeting to be avoided, actual expenditure
trends, prompt disbursal, accountability
(expenditure tracking, financial control).
Accountants should be members of the
management team. Different sources of
revenue should be part of a common plan.
Degree of autonomy in allocating resources

and earmarked funds.

completed on schedule

Managers need to develo
the skill of negotiating
support systems — i.e.
getting the best out of
real-life support systems,

p

Information/
monitoring

Knowledge sharing. Define list of core
standardized indicators, keep the volume of
data under control. Show usefulness of data at
the local level (not only collected for the
center). Indicators on health outcome, on
service outputs and on process, to monitor
local performance. Technology and training
requirements.

despite their flaws. The
central ministry of health
needs to take the lead in

Human resources
management

Including performance management.
Comprehensive system and planning. Control
over HR ( salaries, quantify needs,
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identifying when a suppo
system is in need of
substantial reform, rather
than incremental
strengthening

—

recruitment, deployment and promotion,
continuing education, supervision).
Conditions for good performance (JDs,
personal objectives, training, feedback,
enabling conditions). Incentives for HR
(allowances, rewards for performance, public
recognition). Appraisal systems and use of
disciplinary measures.

Management of stocks
and assets

5 Drugs, vaccinations, equipment, vehicles,
buildings. Procurement and distribution
systems.

Supervision of health services by HDM
(supportive, integrated, coherent with planned
objectives, providing feedback). Drug
management (avoid stock out). Schedule
maintenance for vehicles and buildings.

Enabling working
environment

* Increased innovation by,
managers to attain
results

» Managers are motivated
to attain service delivery
goals and are recognize
for it.

 The focus of service
managers is directed to
customers and
communities' needs.

Ministries of health can
demonstrate in word and
deed that managers are

Immediate working
environment (health
sector)

Policies, legislation, norms and standards (on
staffing and equipment for teams. and
facilities; guidelines and procedures for
planning, budgeting and accounting,
monitoring and evaluation, supervision, staff
appraisal and discipline).

Support to managers (access to information
and communication, supervision of
managers)

Authority delegated/possibility of prioritize
locally, corruption, supportive superiors,
isolation, incentives, appreciation from the
central level (expressed).

Decentralization/devolution: levels of local
authority, responsibility, accountability).
Structure and interaction of central,
provincial, district and sub district levels.
Interaction with private sector (private,
NGOs, missionary).

important and are valued
Techniques for this
include incentives for

good performance,

Wider working
environment (public
and private
stakeholders)

Decentralized authorities, local politicians,
private/NGO sector, development agencies
and donors (harmonized)
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worthwhile career paths
and supportive
supervision. Good donor
coordination — so that

Broad cultural,

political and economic

context

donors are aligned with
government priorities and
harmonized with

government procedures -+

Tracking managemen

performance

Simple indicators can be used to compare
districts and facilities. Sense of belonging and
creation of associations of managers.
Accountability for performance.

makes the job of manag
easier. Managers have to
deal with a wide variety o
stakeholders — this shoul
be recognized as an
important part of their
job. Managers need the
appropriate competences
and enabling environmen
to forge these
partnerships

"Motivation and

f incentives

)

Financial incentives. Non financial incentives
(status, degree of autonomy, opportunities for
learning and advancement, recognition).
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